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Committee on Health and Human Services
Committee Print
821-38
October 5,2016

A BILL

IN THE COUNCIL OF THE DISTRICT OF COLUMBIA

To provide procedures and requirements regarding the request for and dispensation of covered

medications to qualified patients seeking to die in a humane and peaceful manner, to

define the duties of attending physicians and consulting physicians, to provide for
counseling of patients and family notification, to require informed decision-making and

waiting periods, to require reporting from the Department of Health, to define the effect

of the act on contracts, wills, insurance, and annuity policies, to provide for immunities,
liabilities, and penalties, to provide an opt-out provision for health care providers, and to
provide for claims by a government for costs incurred.

BE IT ENACTED BY THE COUNCIL OF THE DISTRICT OF COLUMBIA, That this

act may be cited as the "Death with Dignity Act of 2016".

Sec.2. Definitions.

For the purposes of this act, the term:

(1) "Attending physician" shall have thê same meaning as provided in section 2(1) of the

Natural Death Act of 1981, effective February 25,1982 (D.C. Law 4-69;D.C. Official Code $ 7-

621(l)), provided that the attending physician's practice shall not be primarily or solely

composed ofpersons requesting a covered medication.

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

consulting physician, psychiafist, or psychologis! a patient has the ability to make and

communicate health care decisions to health care providers.
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30
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32 (3) "Consulting physician" means a physician who is qualified by specialty or experience

33 to make a professional diagnosis and prognosis regarding the patient's disease and who is willing

34 to participate in the provision of a covered medication to a qualified patient in accordance with

35 this act.

36 (4) "Counseling" means one or more consultations as necessary between a District

37 licensed psychiatrist or psychologist and a patient for the purpose of determining that the patient

38 is capable and not suffering from a psychiatic or psychological disorder or depression causing

39 impaired judgment.

40 (5) "Covered medication" means a medication prescribed pursuant to this act for the

4l purpose of ending a person's life in a humane and peaceful manner.

42 (6) "Departnent" means the Departnent of Health.

43 (7)'Health care facility''meafls a hospital or long-term care facility.

44 (8) 'Health care provider" means a person, parFrership, corporation, facility, or

45 institution, licensed or certified or authorized under District law to administer health crlre or

46 dispense medication in the ordinary course ofbusiness or practice of a profession.

47 (9) "Hospital" shall have the same meaning as provided in section 2(l) of the Health-

48 Care and Community Residence Facilit¡ Hospice and Home Care Licensure Act of 1983,

49 effective February 24,1g84(D.C. Law 5-48; D.C. Official Code $ rt4-501(l)).

50 (10) "Informed decision" means a decision by a qualified patient to request and obtain a

51 prescription for a covered medication that is based on an appreciation of the relevant facts and is

52 made after being fully informed by the attending physician of:

53 (A) His or her medical diagnosis;

54 (B) His or her prognosis;

2

A-6



55

56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

7l

72

73

74

75

(C) The potential risks associated with taking the covered medication;

(D) The probable results of taking the covered medication; and

(E) Feasible alternatives to taking the covered medication, including comfort care,

hospice care, and pain contol.

(11) "Long-term care facility" means a community residence facility or nursing home, as

defined by section 2 of the Health-Care and Community Residence Facility, Hospice and Home

Care Licensure Act of 1983, effective February 24,1984 (D.C. Law 5-48; D.C. Official Code $

¿14-501), or an assisted living residence, as defined by section 201(4) of the Assisted Living

Residence Regulatory Act of 2000, effective June24,2000 (D.C. Law l3-t27; D.C. Official

Code $ 44-t02.01(4)).

(12) '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.

(13) "Patient" means a person who has attained 18 years of age, resides in the District of

Columbia, and is under the care of a physician.

(14) '?hysician" shall have the same meaning æ provided in section 2(4) of the Natural

DeathAct of 1981, effective February 25,1982 (D.C. Law 4-69;D.C. Official Code $ 7-621(4)).

(15) "Qualified patient" means a patient who:

(A) Has been determined to be capable; and

@) Satisfies the requirements of this act in order to obtain a prescription for a

covered medication.
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(16) ..Terminal disease" means an incurable and irreversible disease that has been

medically confirmed and will, within reasonable medical judgment, result in death within 6

months.

Sec. 3. Requests for a covered medication.

(a) To request a covered medication, a patient shall:

(l) Make 2 oralrequests, separated by at least 15 days, to an attending physician.

(2) Submit a written request, signed and dated by the patient, to the attending

physician before the patient makes his or her 2nd oral request and at least 48 hours before a

covered medication may be prescribed or dispensed.

(bxl) A written request made pursuant to subsection (a)(2) of this section shall be

witnessed by at least 2 individual.r *ho: in the presence of the patient, attest to the best of their

knowledge and belief that the patient is capable, acting voluntarily, and is not being unduly

influenced to sign the request.

(2) If the patient is a patient in a long-term care facility at the time the written

request is made under subsection (aX2) of this section, one of the witnesses shall be an

individual designated by the health care facility who has met the qualifications specified in the

Departnrent' s regulations.

(3) One of the witnesses shall be a person who is not:

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

(B) At the time the request is signed, entitled to any portion of the estate of

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

(C) An o\ryner, operator, or employee of a health care facility where the

qualified patient is receiving medical treahrent or is a resident.

4
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gg (a) The patient's attending physician at the time of the request shall not be a

100 witness.

l0l (c) A written request made prusuant to subsection (a)(2) of this section shall be in

102 substantially the following form:

103 "REQUEST FOR MEDICATION TO END MY LIFE IN A HUMANE AND PEACEFUL

IO4 TVIANNER

am an adult of sound mind.105 "I,

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

lO7 disease and which has been medically confirmed by a consulting physician.

l0g ..I have been ñrlly informed of my diagnosis, the nature of medication to be prescribed and

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

110 care,hospicecare, andpainconhol.

l1l ..I request that my attending physician prescribe medication that will end my life in a humane

ll2 and peaceful manner.

I 13 *INITIAL ONE:

ll4 [ ] I have informed my family of my decision and taken their opinion into consideration.

115 [ ] I have decided not to inform my family of my decision.

I l6 [ ] I have no family to inform of my decision.

ll7 "I understand that I have the right to rescind this request as any time.

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

I 19 prescribed. I further r¡nderstand that although most deaths occur within 3 hours of taking the

l2O medication to be prescribed, my death may take longer, and my physician has counseled me

l2l about this possibility.

5
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l2z ..I make this request voluntarily and without reservation, and I accept full moral responsibility

123 for my actions.

124 "Signed:

125 "Dated:

126 "DECLARATION OF WITNESSES:

127 "V[e declare that the person signing this request:

128 (a) Is personally known to us or has provided proof of identity;

129 (b) Signed this request in our presence;

130 (c) Appears to be of sound mind and not under duress, fraud, or undue influence;

131 (d) Is not a patient for whom either of us is the attending physician.

132 "Date:

133 "Witness l:

134 "Address:

135 "Witness 1 signature:

136 "Date:

137 "Witness 2:

138 "Address:

139 "\üitness 2 signature:

140 ,TùOTE: One witness shall not be a relative (byblood, marriage, or adoption) of the person

L41 signing this request, shall not be entitled to any portion of the person's estate upon death, and

142 shall not own, operate, or be employed at the health care facilitywhere the person is a patient or

143 resident. If the patient is a patient at a long-term care facility, one of the witnesses shall be an

l4 individual designated by the facility.".

6
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145 Sec. 4. Responsibilities of the attending physician.

146 (a) Upon receiving a written request for a covered medication pursuant to section 3(a)(2)

147 of this section, the attending physician shall:

148 (1) Determine that the Patient:

149 (A) Has a terminal disease;

150 (B) Is capable;

l5l (C) Has made the request voluntarily; and

152 (D) Is a resident of the District of Columbia;

153 (2) Inform the patient of:

154 (A) His or her medical diagnosis;

155 (B) His or her prognosis;

156 (C) The potential risks associated with taking a covered medication;

157 (D) The probable result of taking a covered medication; and

158 (E) The feasible alternatives to taking a covered medication, including

159 comfo¡t care, hospice care, and pain control;

160 (3) Refer the patient to a consulting physician;

161 (4) Refer the patient to counseling if appropriate, pursuant to section 5;

162 (5) Inform the patient of the availability of supportive counseling to address the

163 range of possible psychological and emotional stress involved with the end stages of life;

164 (6) Recommend that the patient notifu next of kin, friends, and spiritual advisor, if

165 applicable, of his or her decision to request a covered medication;

7
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166 (7) Counsel the patient about the importance of having another person present

167 when the patient takes a covered medication and of not taking a covered medication in a public

168 place;

\/169 [ tAl Inform the patient that he or she has an opportunity to rescind a request for a

170 covered medication at any time and in any mrnner;

l7l (9) Verit, immediately prior to writing the prescription for a covered medication,

172 that the patient is making an informed decision; and

173 (10) Fulfill the medical record documentation requirements of section 7.

174 (b) If a consulting physician receives a refenal for a patient from an attendingphysician

175 þwsuant to subsection (aX3) of this section, the consulting physician shall:

176 (l) Examine the patient and his or her relevant medical records to confirm, in

177 writing the attending physician's diagnosis that the patient is suffering ûom a terminal disease;

178 (2) Veriff, in writing, to the attendingphysician that the patient:

179 (A) Is capable;

180 (B) Is acting voluntarilY; and

l8l (C) Has made an informed decision; and

182 (3) Refer the patient to counseling if appropriate, pursuant to section 5;

183 Sec. 5. Corurseling refenal.

184 (a) If, in the opinion of the attending physician or the consulting physician, a patient may

185 be suffering from a psychiatric or psychological disorder or depression causing impaired

186 judgment, either physician shall refer the patient to counseling.

I
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187 (b) No covered medication shall be prescribed rurtil the patient receives counseling and

188 the psychiatrist or psychologist performing the counseling determines that the patient is not

189 suffering from a psychiatric or psychological disorder or depression causing impaired judgment.

190 Sec. 6. Dispensing a covered medication and reporting requirements.

191 (a) An attending physician may not prescribe or dispense a covered medication, unless:

192 (l) The patient has satisfied the requirements of sections 3 and 5, if applicable;

193 (2) The attending physician has satisfied the requirements of sections 4 and 5, if

194 applicable; and

195 (3) The attending physician has offered the patient an opporhrnity to rescind his or

196 her request for a covered medication immediately before prescribing or dispensing the covered

197 medication.

198 O) After the attending physician ensures that the requirements provided in subsection (a)

199 of this section have been met, an attending physician may:

200 (l) Dispense a covered medication, including ancillary medications intended to

201 minimize the patient's discomfort, directly to the qualified patient; provided, that the attending

202 physician is authorized to do so in the Disfict of Columbia pursuant to the Disüict of Columbia

203 Uniform Controlled Substances Act of 1981, effective August 5, 1981 (D.C. Law 4-29;D.C.

204 Official Code $ 48-903.02), and has a cunent Drug Enforcement Administation certificate

205 issued pursuant to 2l C.F.R. $ 1301.35; or

206 (2) After a qualified patient completes the form under section 3(c):

207 (A) Contact a pharmacist and inform the pharmacist of the prescription for

208 a covered medication; and

9
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ZOg (B) Deliver the written prescription for a covered medication personally,

2lO by telephone, facsimile, or elechonically to the pharmacist.

zlt (c) U.pon receiving a written prescription for a covered medication by an attending

2lZ physician under subsection OX2) of this section, the pharmacist may dispense the covered

213 medication to the following:

214 (A)The Patient;

215 (B) The attending PhYsician; or

216 (C)An expressly identified agent designated by the qualified patient,

217 with the designation communicated to the pharmacist by the patient verbally or in writing.

ZIB (d) A pharmacist, upon dispensing a covered medication under subsection (c) of this

2lg section, shall immediately notify the attending physician that the covered medication was

220 dispensed.

2Zl (e) Within 30 days after a health care provider dispenses a covered medication, the

222 attending physician shall file with the Deparfinent a copy of the information required by section

223 7 onaform createdbytheDepartment.

224 (f¡ Within 30 days afrer a patient ingests a covered medication, or as soon as practicable

225 after the a health care provider is made aware of a patient's death resulting from ingesting the

226 covered medication, the health care provider shall notiff the Department of a patient's death.

227 (g) Notwithstanding any other provision of law, the attending physician may sign the

228 patient's death certificate.

229 Sec. 7. Medical record documentation requirements.

230 (a) The attending physician must document and file in the medical record of the patient

231 requesting a covered medication:

l0
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232 (l) All oral requests by a patient for a covered medication;

233 (2) All written requests by a patient for a covered medication;

234 (3) The attending PhYsician's:

235 (A) Diaenosis and prognosis of the patient;

236 (B) Determination that the patient is a District resident and is capable,

237 acting voluntaril5 and has made an informed decision when requesting a covered medication;

238 (C) Offer to the patient to rescind his or her request for a covered

239 medication before the patient makes his or her second oral request;

240 (D) Notation that all requirements under this act have been met; and

Z4l (E) Notation regarding all steps taken to carry out the patient's request for

242 
. 
a covered medication, including a notation of the covered medication prescribed;

243 (a) The consulting physician's:

244 (A) Diagnosis and prognosis of the patient;

245 (B) Verification that the patient is capablg acting voluntaril¡ and has

246 made an informed decision when requesting a covered medication; and

247 (5) If a patient is referred to counseling pursuant to section 5, a re,port by the

248 psychiatrist or psychologist of the outcome and determinations made during counseling.

249 Sec. 8. Reporting requirements.

250 (a) Beginning I year after the effective date of this act, and on an annual basis thereafter,

251 the Deparfrnent shall review a sample of records maintained under section 7 for the purpose of

252 gathering data and ensuring compliance with this act.

ll
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253 (b) The Department shall generate and make available to the public an annual statistical

254 report of information collected pursuant to subsection (a) of this section. The report shall

255 include:

256 (1) The number of people for whom a prescription for a covered medication was

257 written;

258 (2) The number of known individuals who died each year for whom a prescription

259 for a covered medication rilas written, and the cause of death of those individuals;

260 (3) The number of known deaths in the Distict from using a covered medication;

261 (4) The number of physicians who wrote predcriptions for a covered medication;

262 and

263 (5) Of people who died due to using a covered medication, demographic

264 percentages organized by the following cha¡acteristics:

265 (A) Age at death;

266 (B) Education level, if known;

267 (C) Race;

268 (D) Sex;

269 (E) Type of insurancg including whether or not they had insurance, if

270 known; and

271 (F) Terminal disease.

272 Sec. 9. Effect on constuction of wills and contracts.

273 (a) A provision in a conFact, will, or other agreement executed on or after the effective

274 date of this act, whether written or oral, is not valid if the provision would affect whether a

275 person may make or rescind a request for a covered medication.

t2
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216 (b) An obligation owing under any contract, will, or other agreement executed on or after

277 the effective date of this act may not be conditioned or affected by a person making or rescinding

278 a request for a covered medication.

279 Sec. 10. Insurance and annuitypolicies.

280 (a) The sale, procurement, or issuance of any life, health, accident insurance,

281 annuity policy, employment benefits, or the rate charged for any policy may not be conditioned

282 upon or affected by the making or rescinding of a qualified patient's request for a covered

283 medication.

284 (b) A qualified patient's act of ingesting a covered medication shall not have an effect

285 upon a life, health, accident insurance, annuity polic¡ or employment benefits.

286 (c) Nothing in this section shall be construed to limit the ability of an insurance or

287 annuity provider from investigating a claim for benefits during a2-year contestability period

288 following the start date of the insurance or policy.

289 Sec. 11. Health care provider participation; notification; permissible sanctions.

290 (a) No health care provider shall be obligated under this act, by conûact, or otherwise, to

291 participate in the provision of a covered medication to a qualified patient under this act.

292 (b) If a health care provider is unable or unwilling to carry out a patient's request for a

293 covered medication under this act and the patient transfers his or her care to a new health care

294 provider, the prior health care provider shall tansfer, upon request of the patient, a copy of the

295 patient's relevant medical records to the new health care provider.

296 (c) A health care provider may prohibit any other health care provider that it employs or

297 conhacts with from providing a covered medication on the prohibiting health care provider's

l3
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2gg premises; provided, that the prohibiting health care provider hæ notified the health care provider

2gg of this policy before the employee or contractor has provided a covered medication.

300 (d) Notwithstanding section lz,if,prior to providing a covered medication, the

301 prohibiting health care provider has notified the sanctioned health care provider that it prohibits

302 providing a covered medication under this act, the prohibiting health care provider may impose

303 the following sanctions:

304 (1) Loss of privileges, loss of membership, or other sanction pursuant to the

305 prohibiting health care provider's medical staff bylaws, policies, and procedures, if the

306 sanctioned health care provider is a member of the prohibiting health care provider's medical

307 staffand participates under this act while on staff on the premises of the prohibiting health ca¡e

308 provider's health care facility.

309 (2) Termination of the lease or other property contract or other nonmonetary

310 remedies provided under the lease or property contract, not including loss or restriction of

3l I medical staffprivileges or exclusion from a provider panel, if the sanctioned health care provider

312 participates under this act while on the premises of a prohibiting health care provider's health

313 care facility or on the property that is owned by or under the direct control of the prohibiting

314 health care provider;

315 (3) Termination of an employment contact or other nonrnonetary remedies

316 provided by confiact if the sanctioned health care provider participates wtder this act in the

317 course and scope of the sanctioned health care provider's duties as an employee or independent

318 conhactor of ttre prohibiting health care provider; or

t4
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319 (4) fuiy other sanctions and penalties in accordance with the prohibiting health

320 care provider's policies and practices; provided, that no sanctions or penalties shall be imposed

321 under this paragraph without a procedure for contesting the sections and penalties.

322 (e) Nothing in this section shall be construed to prevent:

323 (1) A health care provider from participating under this act while acting outside

324 the course and scope of the health care provider's duties as an employee or independent

325 conhactor of the prohibiting health care provider;

326 (2) A patient from contracting with his or her attending physician and consulting

327 physician to act outside the course and scope of the health care provider's duties as an employee

328 or independent contractor of the prohibiting health care provider;

329 (3) A health care provider from making an initial determination ptusuant to the

330 standard of care that a patient has a terminal disease and informing him or her of the medical

331 prognosis;

332 (4) A health care provider from providing information about this act upon the

333 request of the patient; or

334 (5) A health cæe provider from providing a patient, upon request, with a referral

335 to another health care provider.

336 (f) Sanctions issued pursuant to subsection (d). of this section are not reportable under

337 section 513(a)(a)(C) of the District of Columbia Health Occupations Revision Act of 1985,

338 effectiveMarch 25,1986 (D.C. Law 6-99;D.C. Official Code $ 3-1205.1,3(aXaXC).

339 Sec. 12. Immunities,liabilities, and exceptions.

340 (a) Except as provided in section I l, no person shall be subject to civil or criminal

341 liability or professional disciplinary action for:

l5
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342

343

344

(l) Puticipating in good faith compliance with this act;

(2) Refusing to participate in providing a covered medication r¡nder this act;

or

345 (3) Being present when a qualified patient takes a covered medication.

346 (b) Nothing in this act shall be interpreted to lower the applicable standard of care for the

347 attending physician, consulting physician, psychiatrist, psychologist, or other health care

348 provider participating in this act.

34g (c) No request by a patient for a covered medication made in good faith compliance with

350 the provisions of this act shall provide thebasis for the appoinbnent of a guardian or conservator.

351 Sec. 13. Claims by District government for costs incuned.

352 If the District govemment incurs costs resulting from a person terminating his or her life

353 pursuant to this act in a public place, the District govemment shall have a claim against the estate

354 of the person to recover such costs and reasonable attomey fees related to enforcing the claim.

355 Sec. 14. Penalties.

356 (a) A person who, without authorization of the patient, willfully alters or forges a

357 request for a covered medication or conceals or deshoys a rescission ofa request for a covered

358 medication with the intent or effect of causing the patient's death is punishable as a Class A

359 felony.

360 (b) A porson who, without authorization of the patient, willfully coerces or exerts undue

361 influence on a patient to request or ingest a covered medication with the intent or effect of

362 causing the patient's death is punishable as a Class A felony.

363 Sec. 15. Rules.

16
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364

365

366

367

368

369

370

37t

372

373

374

375

376

377

378

379

380

381

382

383

384

385

(a) Pursuant to Title I of the District of Columbia Administrative Procedure Act,

approved October 21,1968 (82 Stat. 12041.D.C.Official Code $ 2-501 et seq.),theMayor shall

issue rules to implement the provisions of this act, including rules to:

(l) Develop the form to collect the information required by section 7;

(2) Facilitate the collection of information required by section 7; and

(3) Provide for the return of and safe disposal of unused covered medications.

¿ 
0) The information collected by the Department pursuant to this act shall not be a public

record and may not be made available for inspection by the public under the Freedom of

lnformation Act of 1976, effective March 25,1977 (D.C. Law l-96; D.C. Official Code $ 2'531

et seq.), or any other law.

s...ffio*-t*.,tiorr.

(a) Nothing in this act may be construed to authorize a physician or any other person to

end a patient's life by lethal injection, mercy killing, active euthanasia" or any other method or

medication not authorized under this act.

I -,
\ /t (b) $ctions taken in accordance with this act do not constitute suicide, assisted suicide,

Nt mercy killing, or homicide.

Sec. I 7. Applicability.

(a) This act shall applyupon the date of inclusion of its fiscal effect in an approved

budget and financial plan.

(b) The Chief Financial Officer shall certiff the date of the inclusion of the fiscal effect in

an approved budget and financial plan, and provide notice to the Budget Direstor of the Council

of the certification.

t7
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386 (cXl) The Budget Director shall cause the notice of the certification to be published in

387 the District of Columbia Register.

3gg (2) The date ofpublication of the notice of the certification shall not affect the

389 applicability of this act.

390 Sec. 18. Fiscal impact statement.

391 The Council adopts the fiscal impact statement in the committee report as the fiscal

3g2 impact statement required by section 4a of the General Legislative Procedures Act of 1975'

393 approved October 16,2006 (120 Stat.2038;D.C. Official Code $ 1-301.47a).

394 Sec. 19. Effective date.

3gS This act shall take effect following approval by the Mayor (or in the event of veto by the

396 Mayor, action by the Council to override the veto), a 30-day period of congressional review as

3g7 provided in section ó02(cXl) of the Dishict of Columbia Home Rule Act, approved December

398 24,1973 (87 Stat. 813; D.C. Official Code $ l-206.02(c)(l)), and publication in the Dishict of

399 Columbia Register.

18
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AN AMENDMENT

IN THE COUNCIL OF THE DISTRICT OF COLUMBIA

ocroÞqr .l"8.2016

Councilmember Cheh

Bill 21-38. the Death with Dignity Act of 2016

Comrnittee Print

shall

#1

Date:

Amendment offered by:

Version:

To:

1"

2

J

4

5

6

(a) Section 6, pages 9-10, lines 790-228, is amendecl by adcling new subsections (h) and

(i) to read as follows:

"(h) The cause of death listed on a death identify the decedent's

underlying medical conclition consistent with the Internationat Classification of Dise¿rscs without

reference to the fact that a qualifiecl patient ingestecl a covered medication

"(ix1) The Office of the Chief Medical Examiner shall review each case

? involving a patiept who ingests a covered medic¿tion and, il warranted by the review, may

8 conduct an investigation'

g ,,(2) The review requirerl by paragraph (1) of this subsection shall not

L0 constitute an inquiry for purposes of section 12 of the Vital Records Act of 1981, eff'ective

11 OctoSer 8, i.g81 (D.C. l,1w 4-34;D.C.Official Cocle $ 7-211); provided, that an investigation

IZ authorized by paragraph (1) of this subsection shall constitute an inquiry lbr purposes of section

,l.3 j.2 of the Vital Recorcls Act of 1981, effective October 8, 1981 (D.C. Law 4-34; D.C' Official

14 Code $ 7-2'11).".

1
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1

2

3

4

5

6

7

B

9

10

11

12

13

14

15

16

'n

18

L9

20

2'I

(b) section 10(c), page L3, lines 286-288, is amendecl to reacl as f'ollows:

"(c) Nothing in tliis section shali tre construecl to limit the ability of a¡: i.sur¿rnce or

annuity provicler fi.or¡ investigatin a clai¡n for it

(c) section 15, pages !6-17,rines 363-373, is amended as foilows:

(1") Subsection (a), page 17, lines 365-366, is amendecl by striking the phrasc

"shall issue rules to irnplement the provisions of this act, including rules to,, ancl inserting tlie

phrase "shall issue rules to,, in its place.

(z)Redesignare the existing subsection (b) as subsecrion (c).

(3) Add a new subsecrion (b) to read as follows:

"(b) Pursuant to Title I of the Distlir:t of Columbja Acfuninistrative procedure Act,

approved October 21, 1968 (82 Stat. 7204;D.C. office Code g }-SAL et seq,.),rhe Mayor 
'ray

issue rules to irnplement tlle provisions of this act, including rules to:

"(1) Specify the recommencleclrnethocls by which a qualifiecl patient, w¡o so desires,

may notify first responclel's of his or her intent to ingest a covered rncdication; and

"(2) Establish training opportunities fbr the.medical comurunity to learn about the usc

of covered medications by qualifieci patients seeking to cle in a humane and ¡reaccful marnner,

including best practices fbr prescribing the covered medication.,,.

(d) Section 1"6, page 17, lines 3i74-37g,is amendecl by adcling a new subsec{.ion (c) to reacl

as follows:

"(c) Nothing in this act shall Lre construed to authorize a qualificcl patienf. to i*gest a

coverec.l medication in a public place.".

.)
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certificate shall be his or her

Examiner to review all cases

investigation if warranted bY

Rationale:

These arnendments clarify the administration and implementation of this legislation. The

amendments to section 6 clarify that the listed on a qualified Patient's birth
the Office of the Chief Medical

authorize the Examiner to order an

is similar to the process currently in place

tbr deaths following do not resuscitate orclers.

The amenclment to section 10 clarifies that, although a patient's use of medical aid in dying

cânnot affect his or her insurance benefits, the bill does not otherwise lirnit an insurance

company's ability under existing law to investigate a claim of benefits for a death.

The ¿rnendment to section 1.5 provides additional rulemaking authority to the Mayor. The

amendment authorizes thr Muyor to create a process by which qualified patients, if they choose

to do so, can nolify tirst responclers of their dèsire to uso medical aid in dying. lt ¿tlso authorizes

the Mayor to establish training opportunities so that the rnedical corntnunity can learn about the

process.

The amendment to section 16 clarifies that the bill does not authorize a qualified patient to use

medical aid in dying in a public place.

rnedical aid in dying;
ition;

J
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COUNCII, OF TI{B DISTRICT OF COLUMI}IA
Oft'ice of'the Budget Dircctor

Jcnnifcr lh¡ thl t'

\ lìutlget l)irector

Vn,r"nr, rt,o"'r r'tn'o*tr*',

A 'rO,'l'lrc l.¡¡r¡orr¡l¡lc rhil Mcntk:lsolr, Clrailrnlrn, Cor¡ncil rrIf.lrc l)¡stl'ict of C('ltrntl)in

lllOM:,lcnniÍcrllrrrlolf,lluclgctl)ilcctur ¡'it'',"''¡ìlrùr*'ilor'¡
\.;r/ ' "" 'trr^n 'í'rr"i(1'ra\i¡

D¿ll'tÈl Novcnrtror (l I 
' 
2()16'

Sll0lt['¡:fl¡,It: 'l'hc l)cirtlr rvith l)iguify Acú ol 2o l6

'fYIll: Antcntl¡ncnt

. ¡ìltQUlis'ftNC Ol.l¡IClì: Cuuncilntcnrbcr Mar'y Clrch

Conclttsi<¡lt

'l'his ¿tutendnrcnt witl tìot ¡nìPilct lho D¡$trict'rs budget:rncl firuncitl plÎn' 'l'hc l)cpnttnre trt of llealtlt'

úr, ôif¡* ot' thc Clricf Me(litai ßxnnrine r, ¡ìd lhc l¡irc ¿rr(l lit'crge ncy Medic¡rl Se'rvicori.Dcpírttrììc¡t

i"p.iriìii"-,ìt"ir-,rgcncies can absorb thecôst 6[ irnple¡renting thô provisions ¡nclu(led in thû

Íìnìcudlììcil!. 
.l-hc ¿uììcrclrnerìt *outri rttu.riLy thc Comnrittcc ¡irint of the l)cxth with Digrr¡ty Acl ol

äôî0,,"rt"ii ttrcOfficr: of t¡,e Cl,icf Financi*l Ofticcr híÌs ctete'rnincd wiil cost $125'000 to

inìplenlefll in FY 2017.

,{nalysis ol' Irlrpilct orr llcv0nuc

'lhis nrncndnrcnt will not fldvcrsely irnpact lcvenüc'

Àn:rlysis ol' Intl)ltc( on Spcnding
.fhc Dep¿lrttncnt of l-lsalth, lhc otlice of thc chi¿f MerJical lixanrincr, itnd thc l:;irc arltl llntcrScncy

Msclical So'vices t)*purtn'unt rJpuri tliut t¡e¡t ugencics can absorb thc cost of inìplerrìcntir¡¡ tlìo

provisions includctl ilt thc itrnendnlelìl'

thcasrnctlic;r Itlaid d ing'v
f rho chief
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Qptilon 2.211 - physician-Assisted Suicide

AMAË
.AMÍâlèr{ir l¡rOlC¡r. (Jt
Âl¡ücl¡'Î|ðN q

Opinlon 2.21f

Opinion 2.211 - physician-Assisted Suicide

X the tife-endi
suicide

It is understandable,

(eg, the physician provides sleeping pills and information about the lerhat while aware that the patient may
dose,

to the t(
commit

thor¡gh tragic, that some patients in extreme duress--such as those suffering from a terminat, painful, debititating iltness--may come t
decide that death is preferable to tife, However,

tnclde is than

lnstead of particlpating in assisted sujcide, physicians must aggressively respond to the needs of patients at the end of life. patients should not be abandone
once it is determined that cure is impossibte. Multldisciptinary interventions should be sought inctuding specia lty consultation, hosplce care, pastoral supporl
family counseling, and other modalitíes, Patients near the end of life must continue to receive emotionat support, comfort care, adequate pain control,
respect for patient autonqmy, and good communication, (1, lV)

Updåted June 1 99ó.

http://www.am I

a-assn.org/am a/pub/phf si ci an-resources/m edi cal-ethics/code.m edi cal-ethics/ooi nion221 1 . nena
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aJt¿v lo
Opinion 2.21 - Euthanasia

#*fAç
Resources " Medicat Ethics " AMA Çode of Merlicat_Egrct " 0plnion 2.21

Opinion Z.Z1 - Euthanasia
ts a toa for the purpose of retieving the patient,s intoterabte and incurabte

It is understandabte, though tragic,
decide that death is preferabte to ti

that some patients in extreme duress- -such as those sufferíng from a terminal, painfut, debi titating illness--may come tfe, However,

The involvement of physicians ln euthanasia heightens the significance of its ethicat prohibition. The physician who performs euthanasiå assumes unigue
responsibitity for the act of ending the patient's tife. Euthanasia coutd also readity be extended to incompetent pafients and other vulnerabte populations.lnstead of engaging in euthanasia, physicians must aggressively respond to the neecls of patients at the end of tife Patients shoutd not be abandoned once it
is determined that cure is impossibte. patients near the end of tife must continue to receive emotionaI support, comfort care, adequate pain controt, respe(
for patient autonomy, and good communicatíon. (1, lV)

lssuedJunelgg4basedonthereport DecisionsNeartheEndofLife"'l¿JadoptedJunelggi(JAir¡A. 
1992;267.zzz9-2233);updatedJuneig96

http://www.am a-assn.org/am a/pub/physi cian-resources/m edi cal-ethi cs/côdemedical-ethics/opinion 221,oaoa?#
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Seattle Terminal Uncertainty - Seattle Weekly Page I of7

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

She noticed the back pain first. Driving to the grocery store,
Maryanne Clayton would have to pull over to the side of the
road in tears. Then 62, a retired computer technician, she went
to see a doctor in the Tïi-Cities, where she lived. The diagnosis
was She already had Stage IV lung cancer, the most

form there is. Her tumor had metastasized up herad
The doctor gave Clayton two to four months to live"

-¡r,-l

was almost four years ago.

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

Her response was remarkable. The tumors shrunþ and
although they eventually grew back, they shrunk again when
she enrolled in a second clinical trial. (Pemetrexate.has since
been approved by the FDA for initial treatment in lung cancer
cases.) She now comes to the Hutch every three weeks to see

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

"I just kept going and going," says Clayton. "You kind of don't
notice how long it's been." She is a plain-spoken woman with a

raspy voice, a pink face, and grayish-brown hair that fell out
during treatment but grew back newly lustrous. "I had to have
cancer to have nice hair," she deadpans, putting a hand to her
short tresses as she sits, one day month, in a Fred
Hutchinson waiting room.
four months to with onå

a trip to
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Maryanne Cla¡on with her con, Eric, in the Fred
waltlng room: 'Ijust kept Boing."

- Study: whyt\ow? Timing and
Circumstances of Hastened
Deaths

- Dilemnranlyr¿relakçre and other
Oregon studies

- Stats on oeople who have used
Oregon's Death with Oignity law

- Harvard professor Nicholas Christ¿kis

looking at the accuracy of
prognosis.

- JAMAstudy examining the
accuracy ofprognosis.

LJPDATE¡ "lr Felt Liltc the BiB one':

Details:

http://www.seattleweekly.com/contenlprintVersion/5 5399 1 /
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Hawaii, and a tour of the Southwest that culminated in a visit to the Grand Canyon. There she rode a
balloon ihat hit a snag as it descended and tipped over, sending everybody crawling out.

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

Her experience underscores the difficulty doctors have in forecasting how long patients have to live-a
difñculty that is about to become even more pertinent as the Washington Death With Dignity Act takes
effect March 4. The law, passed by initiative last November and modeled closely on a t4-year-old law in
Oregon, makes Washington the only other state in the country to allow terminally ill patients to obtain
lethal medication. As in Oregon, the law is tightþ linked to a prognosis: T\,vo doctors must say a patient
has six months or less to live before such medication can be prescribed.

The law has deeply divided doctors, with some loath to help patients end their lives and others asserting
it's the most humane thing to do. But there's one thing many on both sides can agree on. Dr. Stuart
Farber, head of palliative care at the University of Washington Medical Center, puts it this way: "Our
abilþ to predict what will happen to you in the next six months sucks."

In one sense, six months is an arbitrary figure. "Why not four months? Why not eight months?" asks
Arthur Caplan, director of the Center for Bioethics at the University of Pennsylvania, adding that
medical literature does not define the term "terminally ill." The federal Medicare program, however, has
determined that it will pay for hospice care for patients with a prognosis of six months or less. "That's
why we chose six months," explains George Eighmey, executive director of Compassion & Choices of
Oregon, the group that led the advocacy for the nation's first physician-assisted suicide law. He points
out that doctors are already used to making that determination.

To do so, doctors fill out a detailed checklist derived from Medicare guidelines that are intended to
ensure that patients truly are at death's door, and that the federal government won't be shelling out for
hospice care indefinitely. The checklist covers a patient's abilityto speak, walk, and smile, in addition to
technical criteria specific to a person's medical condition, such as distant metastases in the case of
cancer or a "CD4 count" of less than z5 cells in the case of AIDS.

No such detailed checklist is likely to be required for patients looking to end their lives in Washington,
however. The state Department of Health, currentþ drafting regulations to comply with the new law,
has released a preliminary version of the form that will go to doctors. Virtually identical to the one used
in Oregon, it simply asks doctors to check a box indicating they have determined that "the patient has
six months or less to live" without any additional questions about how that determination was made.

Even when applyrng the rigid criteria for hospice eligibility, doctors often get it wrong, according to
Nicholas Christakis, a professor of medicine and sociology at Harvard University and a pioneer in
research on this subject. As a his mother was
she 10

ways that her lifelong chemotherapy
my mother would live or die, and both craving and detesting prognostic precision."

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

study in the Brítísh Medical Journalthat followed 5oo patients admitted to hospice programs in
Chicago. He found that only zo percent of the patients died approximateþ when their doctors had
predicted. Unfortunately, most died sooner. "By and large, the physicians were overþ optimistic," says

Christakis.

A-31
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In the world of hospice care, this finding is disturbing because it indicates that many patients aren't
being referred earþ enough to take full advantage of services that might ease their final months. "That's
what has frustrated hospices for decades," says Wayne McCormick, medical director of Providence
Hospice of Seattle, explaining that hospice staff frequently don't get enough time with patients to do
their best work.

Death be
killing

passion & Choices of Washington. Percen t of patients did so in the Christakis study.
This roughly coincides with data collected by the National Hospice and Palliative Care Organization,
which in zooT showed that 13 percent of hospice patients around the country outlived their six-month
prognoses.

It's not that prognostication is completely lacking in a scientific basis. There is a reason that you can
pick up a textbook and find a life expectancy associated with most medical conditions: Studies have
followedpopulations of people with these conditions. It's a statistical average. To be precise, it's a
median, explains Martins. "That means 5o percent will do worse and 5o percent will do better."

Doctors also shade their prognoses according to their own biases and desires. Christakis' study found
that the longer a doctor knew a patient, the more likely their prognosis was inaccurate, suggesting that
doctors who get attached to their patients are reluctant to talk of their imminent demise. What's more,
Christakis says, doctors see death "as a mark of failure."

Oncologists in particular tend to adopt a cheerleading attitude "right up to the end," says Brian Wicks,
an orthopedic surgeon and past president of the Washington State Medical Association. Rather than
talk about death, he says, their attitude is "Hey, one more round of chemo!"

But it is also true that one more round of chemo, or new drugs like the one that helped Clayton, or
sometimes even just leaving patients alone, can help them in ways that are impossible to predict. J.
Randall Curtis, a pulmonary disease specialist and director of an end-of-life research program at
Harborview Medical Center, recalls treating an older man with severe emphysema a couple of years ago.

didn't think I could get him offlife support," Curtis says. The man lvas on a ventilator. Every day
tested whether the patient could breathe on his own, and every day the patient failed the test.

He had previously made it clear that he did not want to be kept alive by machines, according to Curtis,
and so the doctor and the man's made the decision to

But instead of the man to better. Curtis doesn't know exactly why,
was better than being on it. He was

more comfortable, less stressed." says the man lived for at least a year afterwards.

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

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

----l
Every morning when Heidi Mayer wakes up, at S a.m. as is her habit, she says "Howdy" to her
husband Bud-veryloudly. "If he says 'Howdy'back, I know he's OK," she explains.
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CA}IADA

PROVTNCE DE QTTEBEC
DISTRICT DE TROIS_RIVIÈRES
No. : 400-l.1'002642-11,0

COUR SUPERIEURE

GINETTE LEBLAIiIC'
demanderesse

PROCttREttR eÉlúner, DU cAli¡ADA,
défendeur

et
PROCttREnR eÉ¡,rÉnnr, Du QuÉBEc,

mis-en-cause

AI.ETDAVTT OE' KENNETH R. STE\/ENS, .fR., MD

THE UNDERSIGNED, being duly sworn 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 Radiation Oncology, Oregon Heal-th & Science

University, Portland, Oregon. I have t.reated thousands of

patients with cancer.

2. In Oregon, our assisted suicide law applies to patients

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

clarify for the court that this does not necessarily mean that

patients are dying.

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

Another doctor had given her a terminal diagnosis of six months

to a year to live, which was based on her not being treated for

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

Affidavit of Kenneth Stevens, .tr., MD
F:\AsE Files\Leblanc\Kenneth stevens MD Affidavit.wpd

page 1-
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4. At our f irst meeting, ,Jeanette told me plainly that she did

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

kill herself with a lethal dose of barbiturates. It was very

much a settl-ed decisi-on.

5. I, personally, did not and do not bel-j-eve in assisted

suicide. I al-so be]ieved that her cancer was treatable and that

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

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

6. On the thírd or fourth visit,

and l-earned that she had a son. I

I asked her about her family

asked her how he would feel if

Shortly after that, she agreed

she is

she went through

to be t,reated and

with her plan.

she is stil1 alive today. Indeed,

thrilled to be alive. It's been twelve years.

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

had steered her to suicide.

B. Today, for patients under the Oregon Health PIan (Medicaid) ,

there is al-so a f inancial incentive to commit suici-de: The Pl-an

covers the cost. The PIan's "Statements of fntent for the ApriÌ

1-, 201"2 Prioritized Llst of Health Servicês," states:

It is the intent of the [Oregon Hea]-th
Servicesl Commission that services under ORS
1,21 .800-1"21 .891 (Oregon Death with Dignity
Act) be covered for those that wish to avail
themselves to those services.

Attached hereto at page SI-l-.
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9. Under

incentive

the Oregon Health PIan,

towards suicide because

there is also a financial-

the Pl-an wiII not necessarily

example, patients with cancer

"Iess 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

Plan's "Guideline Note 12." (Attached hereto at page GN-4).

10. The term, "fess than 24 months median survival with

treatmentr " means that statistically half the patients receJ-ving

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

half will- live longer than two years.

11. Some of the patients tiving longer than two years wil-l

Iikely live far longer than two years, as much as fj-ve, ten or

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

there are always some people who beat the odds.

1,2. Al-I such persons who f it within "Guideline Note L2" wil-I

nonetheless be denied treatment. Their suicides under Oregon's

assisted suicide act wil-I be covered.

13. f also write to clarify a difference between physicían-

assisted suicide and end-of-life palliative care in which dying

patients receive medication for the íntended purpose of rel-ieving

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

of double effect. This is not physj-cian-asslsted suicide in

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

anytime soon.
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L4. The Oregon Health ptan is a government health plan

administered by the state of oregon. rf assisted suicide is
legalized in canada, your g:overnment health pran could folrow a

similar pattern. rf so, the plan will pay for a patient to die,

but not to 1ive.

SVüORN BEFORE ME at $h",^r""À
Oregon, USA
on,gætevnbr \t-, 2orz

NAME : le*g,rcu- ßorq5e>

A notary in and for the
State of Oregon

ADDREsS : lb îOO gr..o-\r*a\o¡Ì, 
", 

-Ðho.*l {{
EXPTRY OF COMMISSION: F)Y ,þ,fu,s|
PLACE SEAL HERE:

ë
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STATEMENTS OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

STATEMENT OF INTENT f : PALLIATIVE CARE

It is the intent of the Commission 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 life (see examples below)'

Palliative care is comprehensive, special¡zed care ideally provided by an interdisciplinary team (which may include but is not limited

to physicians, nurses; social workeis, etc.) where care is particularly focused on alleviating suffering and promoting quality of life.

Su'ch'interdisciplinary care should include assessment, care planning, and care coordination, emotional and psychosoc¡âl

counseling for þatierits 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-threatening/limiting illness,

A) without regard to a patient's expected length of life:
. lnpatient palliative care consultation; and,
. Outpatient palliative care consultation, office visits.

B) w¡th an expected median survival of less than one year, as supported by the best available published evidence:
. Home-based pall¡ative care services (to be defined by DMAP), with the expectation that the patient wlll move to home

hospice care.
C) w¡th an expected median survival of six months or less, as supported by peer-reviewed literature:

. Home hospice care, where the primary goal of care is 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

allev¡ate symptoms and improve quality of life, without ¡ntending to alter the trajectory of the underlying disease.

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

B) Surgical decompression for malignant bowel obstruction.
C) Meðication therapy such as chemotherapy w¡th low toxic¡ty/low side effect agents with the goal to decrease pain from

bulky disease or olher ident¡f¡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 medicaily appropriate for completion of basic act¡v¡ties of daily living, for management of symptomatic complications or

as required for symPtom control.
E) Acupuncture with intent to relieve nausea.

Cancer treatment with inlent to palliate is not a covered serv¡ce when the same palliation can be achieved with pain medicat¡ons or

other non-chemotherapy agents.

It ¡s NOT the intent of the Commission that coverage for palliat¡ve care encompasses those treatments that seek to prolong life

despite substant¡al burdens of treatment and l¡m¡ted chance of benefìt. See Guideline Note 12: TREATMENT OF CANCER WTH
LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE.

STATEMENT OF INTENT 2: DEATH WITH DIGNITY ACT

It is the intent of the Commission that services under ORS 127 .800-127 .897 (Oregon Death with Dignity Act) be covered for those

that wish to avail themselves to those services. Such services include but are not limited to attending physician visits, consulting
physician confirmation, mental health evaluation and counseling, and prescription medications.

STATEMENT OF INTENT 3: INTEGRATED CARE

Recognizing that many ind¡viduals with mental health d¡sorders receive care predominantly from mental health. care providers, and

recog-nizinglhat integiating mental and physical health services for such individuals promotes patient-centered care, the Health

Evidence Review Commisèion endorses the incorporation of chron¡c disease health management support within mental health

service systems. Although such supports are not part of the mental health benefit package, mental health organizations (MHOs)that

elect to piovide these se¡vices may report them using psychiatric rehabilitation codes which pair with mental health diagnoses. lf
MHOs choose to prov¡de tobacco cessation supports, they should report lhese services using 99407 for individual counseling and

59453 for classes.

patients with a life{hreaten¡ng illness or severe
for medical treatment and with services available

4-1 6-201 2 Page Sl-1
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GUIDELINE A/OIES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUtDEL|NE NOTE 9, WIRELESS CAPSULE ENDOSCOPY (CONTD)

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

GUIDEL]NE NOTE 10, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS

L¡ne 413

Central serous retinopathy (362.41) is included on this line only for treatment when the condition has been present for 3 months or
longer. Pars planitis (363.21) should only be treated ¡n patients with 20140 or worse vision..

GUIDELINE NOTE I1, 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 ,243,249,252,276
278,280,287, 292, 3 1 0-31 2, 31 4, 320, 339-341, 356,459,622

A) CSF are not indicated for primary prophylaxis of febrile neutropenia unless the primary chemotherapeutic regimen is known to
produce febrile neutropenia at least 20% 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 regimen, other
alternatives such as the use of less myelosuppressive chemotherapy or dose reduct¡on should be explored in this s¡tuation.

B) For secondary prophylaxis, dose reduction should be considered the pr¡mary therapeutic opt¡on after an episode of severe or
febrile neutropenia except in the sett¡ng of curable tumors (e.9., germ cell), as no disease free or overall surv¡val benefits have

been documented us¡ng dose maintenance and CSF.
C) CSF are not indicated in patients who are acutely neutropenic but afebrile.
D) CSF are not indicated ¡n the treatment of febrile neutropenia except in patients who received prophylactic f¡lgrastim or

sargramostim or in high risk patients who did not receive prophylactic CSF. High r¡sk patients include those age >65 years or
with sepsis, 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 prior

ep¡sode of febrile neutropenia.
E) CSF 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 pegf¡lgrastrim) are indicated in the setting of autologous progenitor cell transplantation, to mobilize peripheral

blood progenitor cells, and after their infusion.
G) CSF are NOT indicated in patients receiving concomitant chemotherapy and radiation therapy.
H) There is no evidence of clinical benefit in the rout¡ne, cont¡nuous use of CSF in myelodysplastic syndromes. CSF may be

indicated for some patients with severe neutropenia and recurrent infections, but should be used only if signifìcant response is
documented.

l) CSF is indicated for treatment of cyclic, congen¡tal and idiopathic neutropenia.

GUIDELINE NOTE 12, TREATMENT OF CANCER WITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE

Lines 102,103,123-125,144,159,165,166,170,181,197,198,207,208,218,220,221,228,229,231,243,249,252,27ï278,280,287,292,
3 1 0-31 2, 320, 339-341,356,459, 586, 622

This guideline only applies to patients with advanced cancer who have less lhan 24 months median survival with treatment.

All patients receiving end of life care, either with the intent to prolong surv¡val or with the ¡ntent to palliate symptoms, should have/be

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

Treatment with ¡ntent to prolong survival ¡s not a covered service for patients with any of the following:
r Median survival of less than 6 months with or without treatment, as supported by the best available published evidence
r Median survival with treatment of 6-12 months when the treatment is expected to improve median survival by less than 50%, as

supported by the best available published evidence
o Median survival with treatment of more than 12 months when the treatment is 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 reg¡men, as indicated by low

performance status.

Unpublished evidence may be taken into consideration in the case of rare cancers which are universally fatal within six months without
treâtment.

The Health Evidence Review Commission is reluctant to place a strict $/QALY (quality adjusted life-year) or $/LYS (life-year saved)
requirement on end-of-life treatments, as such measurements are only approximat¡ons and cannot take into account all of lhe merits of
an individual case. However, cost must be taken into consideration when cons¡dering treatment options near the end of life. For

example, in no instance can ¡t be justified to spend $100,000 in public resources to increase an individual's expected survival by three
months when hundreds of thousands of Oregonians are without any form of health insurance.

4-16-2012 Page GN-4
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GUIDELINE NOTES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUIDELINE NOTE 12, TREATMENT OF CANCER WITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE (CONT'D)

Treatment w¡th 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 ¡nvasive coronary artery bypass surgery indicated only for single vessel disease.

GUIDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS

L¡nes 79, 1 03, 1 05, 1 25, 1 31, 1 66, 1 70,1 98,206,231,280,31 4

Second bone marrow transplants are not covered except for tandem autologous transplants for mult¡ple myeloma

GU]DELINE NOTE 15, HETEROTOPIC BONE FORMATION

Lines 89,384

Radiation treatment is indicated only in those at h¡gh risk of helerotopic bone formation: those with a history of prior heterotop¡c bone
formation, ankylosing spondyl¡t¡s or hypertrophic osteoarthr¡tis.

GUIDELINE NOTE I6, CYSTIC FIBROSIS CARRIER SCREENING

Lines 1,3,4

Cystic fibros¡s carrier testing 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 l2 months for adults and twice per 12 months for children up to age 19
(D1110, D1 120, D1203, D1204, D1206). More frequent dental cleanings and/or fluoride treatments may be requ¡red for certain higher
risk populations.

GUIDELINE NOTE I8, VENTRICULAR ASSIST DEVICES

Lines 108,279

Ventricular assist devices are covered only in the follow¡ng circumstances:
A) as a bridge lo cardiac transplant;
B) as treatment for pulmonary hypertension when pulmonary hypertens¡on ¡s the only contraindication to cardiac transplant and

the anticipated outcome is cardiac transplant; or,
C) as a bridge to recovery.

Ventricular assist devices are not covered for destination therapy.

Ventricular assist devices are covered for cardiomyopathy only when the intention is bridge to cardiac transplant.

GUIDELINE NOTE I9, PET SGAN GUIDELINES

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

PET Scans are covered for diagnosis of the following cancers only:
. Solitary pulmonary nodules and non-small cell lung cancer
. 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 ¡nvasive diagnostic procedure, or will assist in determining the optimal anatomic
location to perform an invasive diagnostic procedure.

PET scans are covered for the initial staging of the following cancers:
. Cervical cancer only when initial MRI or CT is negat¡ve for extra-pelvic metastasis
r Head and neck cancer when in¡tial MRI or CT is equivocal

4-16-2012 Page GN-5
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DECX,ARJMION OF i'EJAIìTETTE ¡TAI.L

I, JEANETTE HALL, declare as follows:

1. I live in Oregon where assisted suicide is legal. Our law

was enacted in l-997 via a ballot measure that I voted for.

2. In 2000, I was diagnosed with caneer and told that I had 6

months to a year to live. I knew that our law had passed' but I

didn't know exactly how to go about doíng it. I tried to ask my

doctor, Kenneth Stevens MD, but he didn't really ansl^ter me. f n

hindsight, he was stalling me.

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

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

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

chemotherapy and radiation. I am so happy t,o be alíve!

4. This Ju1y, it wilt be 16 years sínce my diagnosis. If Dr.

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

Assísted suicide should not be legaJ..
lÍ.Lne-

Dat,ed this J0 day of 201-6

te

E:\ASE 2016 +\Cotorado lnitialive\,teanetEe Hall Declaration.Hpd
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By JESSICA FIRGER CBS NEWS Apríl t7, 2014, S:oa A.M

12 million Americans
misdiagnosed eachyear

OCBSN Watch Now >

rTComments ./ d Share . l# Tweet , Ü Stumble ,'& Email

Each year in the U.S., approximately rz million adults who seek outpatient
medical care are misdiagnosed, according to a new study published in the journal
BMJ Quality & Safety. This figure amounts to 1 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
primarily on patients in hospital settings. But this paper suggests a vast number of
patients are being misdiagnosed in outpatient clinics and doctors' offices.

"It's very serious," says CBS News chief medical correspondent Dr. Jon LaPook.
"When you have numbers like re million Americans, it sounds like a lot -- and it is
a lot. It represents about 5 percent ofthe outpatient encounters."

Getting 95 percent right be good on a school history test, he notes, "but it's not
good enough for medicine, especially when lives are at stake."

'¡ More from Morning Rounds with Dr. LaPook

For the paper, the researchers analyzed data from three prior studies related to
diagnosis and follow-up visits. One of the studies examined the rates of
misdiagnosis in primary care settings, while two of the studies looked at the rates
of colorectal and lung cancer screenings and subsequent diagnoses.

To estimate the annuaì 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 S.o8 percent.

CBS News. AlvqyÅ 0n.
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You Can Help Restore Families
While You Restore Your Home.

When you donate goods and cloth¡ng to
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CAI.IADA

PROVINCE DE QIIEBEC
DTSTRICT DE TROIS-RIVIÈRES
No. : 400-L7-002642-1-LQ

COUR SUPÉNTEURE

GINETÍE LEBI,AI{C,
demanderesse

PROCI'REUR EÉUÉNET, DU CA¡IADA,
défendeur

et
PROCLRELR eÉrVÉner, DU QrniBEC,

mis-en-cause

AFFIDAVIT OF .'OHN NORTON .IN OPPOSITION TO
ASSISTED SUICIDE AI{D EUTHAIIASIA

THB UNDERSIGNBD, beíng first duly sh/orn on oath, STATES:

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

years ol-d and in my first year of college, I \^/as diagnosed with

Amyotrophic Lateral Scl-erosis (ALS) by the University of Iowa

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

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

paralyzed) and die in three to five years.

2. I was a very physical person. The diagnosis l¡/as devastating

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

act j-ve riding blcycles. I al-so performed heavy labor including

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

strength, especially ín my hands.

3. The ALS diagnosis was confirmed by the Mayo Clinic in

Rochester Minnesota. I was eighteen or nineteen years o1d at the

AFFIDAVIT OF ,IOHN NORTON- Page 1-

E: \AsE Files\Leblanc\,lohn Norton Affidavit.wpd

A-42



time. By then, I had twitching in both hands, which hlere al-so

getting weaker. At some point, I l-ost the ability to grip in my

hands. I became depressed and was treated for my depression. If

instead, I had been told that my depression was rational and that

I 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 diagnosj-s, the disease

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

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

But, I have a wonderful life. I am married to Susan. We have

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

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

gripping required) . Prior to driving bus, I worked as a paroJ-e

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

bus. Vüe have wonderful friends. I en¡oy singing tenor in

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

driver.

5. I witl- be 15 years ol-d this coming September. If assisted

to me in the 1950's' Isuicide or euthanasia had been available

would have missed the bulk of my life and my life yet to come. I

hope that Canada does not legalize these practlces.

AE'FIDAVIT OF JOHN NORTON- Page 2
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IN THE STATE OF COLOFUADO

IN RE PROPOSED
INTTTATIVE #L24

DECI,ARJATION OF }ÍILLIAM
TOFFLER, MD

I, VüILLIAM TOFFLER, decl-are the f ollowing under penalty of

perj ury.

1. I am a professor of Family Medicine and a practicing

physj-cian in Oregon for over 30 years. I write to provide some

insight on the issue of physicj-an-assisted suicide, which is

legal in Oregon, and which I understand has been proposed for

Iegalization ín Colorado.

2. Oregon's law applies to "terminal" patients who are

predicted to have less than si-x months to l-ive. Our law def ines

terminal- as fol-low:

"TerminaI disease" means an i-ncurabl-e and
irreversible disease that has been medically
confirmed and will, within reasonable medical
judgment, produce death within si-x months.

Exhibit A, attached hereto.

3. In practice, this definition is j-nterpreted to include

as "chronic lower resþiratorypeople with chronic conditions such

disease" and 'odiabetes mel-l-itusr" better known as "diabetes."

4. In Oregon, people with chronic conditions are "terminalr " if

Decl-aratíon of !{iIliam Toff1er, MD
c¡\Use¡s\ilargàrêt\Docuhônts\Dox\ÀsE 2016 +\colorado\qilli.m loffIê¡ MD DecIarãtton.wd

page 1-
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without their medJ-cations, they have less than six months of

Iive, This is significant when you consider that a typical

insul-in-dependent 20 year-o1d-year wi77 Tive Jess than a month

without jnsuJin. Such persons, with insulin, are likely to have

decades to live; in fact, most diabetics have a normal l-ífe span

given approprj-ate control of their blood sugar.

5. I am concerned that by labelling people with chronic

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 Medicaid program is

already denying treatment to some patients based on a statisticaL

prognosis.

6. To read the most recent Oregon government report on our 1aw,

listing chronic conditions as an "underlying Í1Iness" to justify

assisted-suicj-de, please see Exhibít B attached hereto.

Signed under penalty of perjury, this llth day of April 20L6

l##"* #
VrIilliam L. Tof f ler MD

Professor of Family Medicine
31-81 Sït Sam Jackson Park Road
Portl-and, OR 97239

DecJ.aration of }lilLia¡ Toffler, MD - page 2
l!\À3Ê 2016 r\coro!àdô\Hll¡þm lor(l.r üû Dèc¡..!llen.qi

A-46



10t5t2016 Oregon Revised Statute

Search Public Health... P

Publlc Health > Provider and Partner Rasourcês > Evaluallon and Research > Doath with D¡gn¡tv Act > Oregon Rev¡sed
W

Oregon Revised Statute

Chapter 127

E¡EIE¡N

Note: The division headings, subdivision headings and leadlines for 127.800 to
127 .890, 127 .895 and 127 .897 were enacted as part of Ballot Measure l6 ('1994) and
were not provided by Legislative Counsel.

Please browse this page or Ël download the statute for printing - (or read the statute at
https ://www.oregonleglslature.gov)

.Contact Us
.iì..,, ::,ÀÀ. ::s;¡:-r:r¡:r". ;,:,.:à,:;,¿.-

dwda. i nfo@state.or. us

127 .800 s.1.01. Definitions.

The following words and phrases, whenever used in ORS 127 .800 lo '127 .897 , have the follow¡ng meanings:

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

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

(3) "Capable" means that in the opinion of a court or in the opinion of the patient's attending physician or consulting
physician, psychiatrist or psychologist, a patient has the ability to make and communicate health care decisions to health
care providers, including communication through persons familiar with the patient's manner of communicating if those
persons are available.

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

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

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

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

(a) His or her medical diagnosis;

(b) His or her prognosis;

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

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

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

(8) "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 by the Board of Medical
Examiners for the State of Oregon.

(1 1 ) "Qualified patient" means a capable adult who is a resident of Oregon and has satisfied the requirements of ORS
127.800 lo 127.897 in order to obtain a prescription for medication to end his or her life in a humane and dignified

confirmed and will, within
s.1l

Abo.ut Vs Contact.Us Jobs
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(tZ) "Tg4!g!¡[!ggg" means an incurable and irreversible diseaselhat has been medically
reasonable medical judgment, produce death within six months. [1995 c.3 s.'1 .01 ; 1999 c.423

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

(Section 2)

127 .805 s.2.01, Who may initiate a written request for medication.
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OREGON DEATH WITH DIGNITY ACT:

2015 DATA SUMMARY

For more information:
http : //www.healthorego n.org/ dwd
Contact: DWDA.info@ state.or.us
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X )¿'¡|'1,

http://pu blic. hea lth.oregon.gov/ProviderPa rtn erResou rces/Eva I uatio n Resea rch/

Deathwith DignityAct/Documents/year18.pdf
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Oregon Public Health Division
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lntroduction
Oregon's Death
obtain and use

with Dignity Act (DW , enacted in late llows terminally-ill adult Oregonians to

prescriptions from their ta nistered, lethal doses of medications.

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

issue an annual report. Data presented in th is summary, including the number of people for whom

DWDA prescriptions were written (DWDA prescription recipients) and the resulting deaths from the
ng forms and deathingestion of the medications (DWDA deaths), are based on required reporti

certificates received by the Oregon Public Health Division as of January 27,

the reporting process, required forms, and annual reports is available at:

http://www.hea lthoreeon.orsldwd.

2016. More information on

Figure 1: DWDA prescr¡pt¡on recip¡ents and deaths*,

by year, Oregon, 1998-2015
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Participation Summary and Trends
During ZO1S,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 ,2Ot6, the Oregon

publjc Health Division had received reports oî t32 people who had died during 2015 from ingesting the

medications prescribed under DWDA'

Since the law was passed in L997, a total of 1,545 people have had prescriptions written under the

DWDA, and 991 patients have died from ingesting the medications. From L998 through 201"3, the

number of prescriptions written annually increased at an average of 12.L%; however, during 20'J'4 and

TOE'FLER EXHIBIT B

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/
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2015, the number of prescriptions written increased by an average 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 2L8

patients for whom prescriptions were written during 20L5, t25 (57 ,3%') ingested the medication; all 125

patients died from ingesting the medication without regaining consciousness. Fifty of the 218 patients

who received DWDA prescriptions during 2015 did not take the medications and subsequently died of
other causes.

lngestion status is unknown for 43 patients prescribed DWDA medications in 2015. Five of these
patients died, but they were lost to follow-up or the follow-up questionnaires have not yet been

received. Forthe remaining 38 patients, both death and ingestion status are pending (Figure 2).

Figure 2: Summary of DWDA prescriptions wr¡tten and medicat¡ons ingested in 2015,

as of January 27,20tG

218 people had prescriptions
written during 20L5

43 ingestion
status

unknown

125 ¡ngested
medication

7 people with
prescriptions

written in previous
years ingested

medication during
2015

50 did not ingest
medication and

subsequently died
from other causes

132 ingested
medication

5 died, ingestion
status is unknown
or lost to follow

up

132 died from
ingesting

medication

consciousness after
ingesting

medication; died of
underlying illness

0 regain

38 death and
ingestion status

pending

1 Rate per 10,000 deaths calculated using the total number of Oregon resident deat
recent year for which final death data are available.

http://pu blic.health.oregon.gov/Provid e rPa rtne rResou rces/Eva I uation Resea rch/

DeathwithDignityAct/Documents/year18.pdf
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Patient Cha racteristics
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.I%l and well-

educated (43.L% had a least a baccalaureate degree).

While most patients had cancer, the percent of patients with cancer in 2015 was slightly lowerthan in

previous years(72.0%and773%, respectively). The percent of patients with amyotroph¡c lateral

sclerosis (ALS)was also lower (6.L%in 2015, compared to 83%in previous years). Heart disease

increased from 2.0% in prior years to 6.8% in 2075.

Most (90.L%) 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 (6O.2%). The number of
patients who had only Medicare or Medicaid insurance was higher than in previous years (62.5%

compared to 38.3%).

Similar to previous years, the three most frequently mentioned end-of-life concerns were: decreasing

abilityto participate in activitiesthat made life enjoyable 1P6.2%l,loss of autonomy (92.4o/ol, and lossof
dignity (7s.4%).

DWDA Process

A total of 1.06 physicians wrote 2L8 prescriptions during zOtS (1,-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 lor 14 patients (10.8%) during 20L5 compared to
75.7% 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.

TOFFLER EXHIBIT B
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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

Characteristics
2015

{N=132)

1998-2014
(N=859)

Total
(N=991)

,Sex N (%)1 N (%}1 N (%)1

Male (%) s6 (42.4 4s3 ß2.7) s09 (s1.4)

Female

at,death
78-34 (o/ù

76 406 482

1 (0.8) 7 (0.8) 8 (0,8)

3s-44l%l s (3.8) 18 (2.1) 23 (2.3)

45-54

55-64

2 1.5 61 63 6.4)

2I 15 184 27.4 zos (20.71

4r. (31.1") 247 .28.81 288 (29.r.)

7

6s-74 (%l

7s-84l%) 30 (22,7\ 229 .26.71 2se (26.7)

85+ (%) 32 (24.21 1r.3 (r"3.2) 14s (14.6)

Median years (range) 73 (30-102) 7t t\2s-96) 71(2s-102)
:Race

White (%) L22 (s3.7) 83r" (97.1,) 9s3 (s6.6)

African American (%)

American lndian (%) 0 (0.0) 2 lO.2) 2 (0.21

Asian (%)

0 (0.0) 1 (0.1) 1 (0.1)

4 9 13 1.3

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

other (%) 0 (0.0) 3 (0.4) 3 (0.3)

Two or more races (%) 1 (0.8) 3 (0.4) 4 (0.4)

I

Hispanic (%) 4 (3.1) 6 (0.7) 10 (1.0)

Unknown 7 3 4

,Marital status
Married (including Registered Domestic Partner) (%) s2 (3s.71 3es (46.1) 447 .4s.3)

Widowed (%) 34 (26.0) 1s8 (23.r") 232123.s)

Never married (%) e (6.s) 6s (8.1) 78 17.sl

Divorced (%) 36 (27.51 rs4 (22.71 230(.23.3)

Unknown 1 3 4

,Education

Less than high school (%) 7 (s.41 s1 (6.0) s8 (s.9)

High school graduate (%) 31 (23.8) 187 (21.. e) 218122.2)

Some college (%)

Baccalaureate or higher (%)

36 (27.7\ 224 260

s6 (43.1) 3s2 (4s.e) 448 (4s.s)
2

Unknown 2 5 7

Residence

Metro counties (Clackamas, Multnomah, Washington) (%) 64 (4s.2) 361 (42.3) 42s t43.2)

Coastal counties (%) 7 (s.41 63 (7.4) 70 17.11

Other western counties (%) 48 (36.s) 36s (42.7) 413 142.0)

East of the Cascades (%) 11 (8.s) 6s (7.6) 76 (7.71

Unknown 2 5 7

,End of life care

Hospice

Enrolled (%) tr8 (92.2) 747 (s0.2\ 86s (eo.s)

Not enrolled (%) 10 (7.8) 81 (e.8) e1 (e,s)

Unknown 4 31 35

I nsu ra nce

Private (alone or in combination) (%) 44136.7\ 48s (60.2) s33 (s7.2)

Medicare, Medicaid or other governmental (%) 7s 62.s\ 3r"r" (38.3) 386 (4L.4)

None (%) 1 (0.8) 13 (1.4)

12

r.2 (1.s)

Unknown

http://public.hea lth.oregon.gov/ProviderPa rtnerResou rces/Eva luat¡on Resea rch/
Deathwith D¡gnityAct/Documents/yea r18. pdf
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Oregon Public Health Division

2015 L998-20L4
(N=859)

Total
(N=991)Characteristics

Lung and bronchus (%)

95 667 762
23 lr7.4l 1s4 (18.0) r77 lr7.s)

Breast

Colon

Pancreas (%)

Prostate

Other

disease

Hrv/ArDs

Unknown

lateral sclerosis

e (6.8)

7 (s.3)

7

0

64 (7.s\

s4 (6
56

33

271.137.7\

71 (8.3)

38 (4.4)

L7 l2.Ol
s (1.1)

54

73 17.41

61

63 6.4

40

363

1

(6.8)

3

4I
I
6

9

0

t4

.6)312 (31

7e (8.0)

44 (4.s)

2612.61

9

68

3

3

diseaselower

Other illnesses

Referred for iatric evaluation

Patient informed family of decision (%)3

5 47 52 3

126 (9s.s) 72s {-93.21 8ss (s3.s)

Patient died at

Home (patient, family or friend) (%) 118 (90.1) 810 (s4.6) s28 (e4.0)

Long term care, assisted living or foster care facility (%) e (6.e) 37 (4.31 46 (4.71

Hospital(%) 0 (0.0) 1 (0.1) 1 (0.1)

Other

Lethal medication

Pentobarb¡tal

Other

Losing autonomy l%)

rbital/chloral rate/m ne sulfate mix (%)

of above and/or morphine) (%)

activities maki

12lr.2l

114 (86.4) 466 (s4.2) s80 (s8.s

1 (0.8) 38s (44.8) 386 (3s.0)

t6 (12.11 o (o.o)

1 (0.8)

72t 758 88.7 885

r27192.41 782 (sl.sl e03 (91,6)

Loss of dignity (%)s s8 (7s.4) s79 (79.31 677 (78.7\

- Losing control of bodily functions (%) 4613s.7\ 428 (s0.1) 474 (48.2)

/ Burden on family, friends/caregivers {%) 63 (48.1) 342 (40.0) 40s (41.r")

adequate pain control or concern about it (%) 37 (28.7) 277 (24.71 248 (2s.2)

Financial im ions of treatment

When medication was ingested6

3 27 13.2) 30 (3.1)

Prescribing phvsician 15 133 r48
Other provider, prescribing physician not present 13 243 256

No provider 6 81 87

Unknown 98 332 430

At time of death

Prescribing physician (%) 14 (10.8) 121_ (15.71 13s (1s.0)

Other provider, prescribing physician not present (%) 13 (10.0) 268 (34.71 28r (31.2)

No provider (%) 703 09.21 383 (49.6) 486 (s3.9)

Unknown 17 192

TOFFLER EXHIBIT B

http://public.hea lth.oregon.gov/ProviderPartnerResou rces/Eva luation Resea rch/
Deathw¡thDignityAct/Docu ments/yea r18. pdf

A-53
Page 6 of 7



Oregon Public Health Division

2015
(N=132)

1998-2014
(N=859)

Total
(N=991Characteristics

Regurgitated 2 22 24

Other 32 1

None 23 s06 529

Unknown 105 330 435

'Oth'ér outcomes

ined consciousness after in DWDA medicationsT 0 6 6

Duration (weeks) of patient-physician relationship

Median 9 13 t2
Range 1-1004 0-1905 0-1905

Number of patients with information ovailoble 132 857 989

Number of patients with informotion unknown 20 2

Duration (days) between 1st request and death
Median 45 47 46

Range 15-517 15-1009 15-1009

Number of patients with information ovøilable 131 8s9 990

Number of potients with informotion unknown 101

Minutes between ingestion and unconsciousnessu

Median 5 5 5

Range 2-15 1-38 1-38

Number of pøtients with informotion ovailable 25 s06 531

Number of pot¡ents w¡th informotion unknown 107 353 460

Minutes between ingestion and death6

Median 25 25 25

Range (minutes - hours) 5mins-34hrs lmin-1O4hrs lmin-104hrs
Number of potients with information ovailable 25 5L1 536

Number of potients with information unknown 107 348 455

Unknowns are excluded percentages.

2 lncludes d due to ign and un in neoplasms, other respiratory diseases, diseases of the nervous system (including multiple

sclerosis, Pa son's disease and Hu 's disease), musculoskeletal and connective tissue diseases, cerebrovascular disease, other
vascu la r ses, diabetes ntestinal diseases, and liver disease

3 First beginning in then, 40 patients (4.4%l have chosen not to inform their families, and 19 patients l2.l%l have had

no family to i unknown case in 2002, two in 2005, one in 2009, and 3 in 2013
4 Affirmative answers n't know" included in negative answers). Categories are not mutually exclusive. Data unavailable for four

patients in 2001
s First asked in 2003. Data avai ble for 130 patients in2015,730 patients between 1998-201,4, and 860 patients for all years.

A procedure revision was ma mid-year in 2010 to standardize reporting on the follow-up questionnaire. The new procedure accepts

information about time of
present at the time of death.
Six patients have regained

deaths. These deaths in 2005 (1 death),20tO(2 deaths),201,1 (2 deaths) and2OI2 (1 death). Please refertothe appropriate
years'annual reports on our bsite (http://www.healthoregon.org/dwd) for more detail on these deaths

TOFFLER EXHIBIT B

and circumstances surrounding death only when the physician or another health care provider is

is resulted in a larger number of unknowns beginning in 2010.
iousness after ingesting prescribed medications, and are not included in the total number of DWDA

http://pu bllc.hea lth.oregon.gov/ProviderPartnerResources/Eva Iuation Resea rch/
DeathwithDignîtyAct/Documents/yea r18.pdf
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'' Breaking.the.Silence on Elder'Âbuse".

From Washington Lawyer, February 2015

By Kathryn Alfisi

The issue of elder abuse made front-page news in 2009 when famed philanthropist Brooke
Astor's son, Anthony Marshall, was convicted on 14 of 16 counts for financially exploiting his
mother, stealing millions of dollars from her.

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

D.C. resident Hattie Mae Goode was a housekeeper who, along with her husband, had
scrimped and saved, bought a house (in which she took great pride), and wanted to be
independent in her elder years. Several years after her husband died, Goode was introduced to
Reginald Rogers by a mutualfriend. Rogers, a lawyer, soon became indispensable to Goode,
taking her to doctor appointments, to the bank, and eventually obtaining power of attorney over
her.

"She trusted him to take care of her and her financial affairs, which turned out to be a very bad idea. He just cleaned her
out," says Goode's niece Alma Robinson, who is executive director of the California Lawyers for the Arts.

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

Vulnerable and Exploited
While statistics are hard to come by, a recent report by the U.S. Department of Justice and U.S. Department of Health and
Human Services states that elder abuse-which includes physical, sexual, and psychological abuse, as well as neglect,
abandonment, and financial exploitation-affects about five million Americans each year. According to the report, just one
in 24 cases of elder abuse is reported to authorities.[1] {/,har-resourceslpublications/washlnglqn:
lawyer/articles/fe!ruarv-201 5-elder-abuse.cf m#ftn ref 1 I

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

Lawyers are likely seeing an increasing number of elder abuse cases for several reasons: There are now more individuals
who are considered elderly; people are living longer than ever before, but are not necessarily in a state of good health;
and the power of attorney is more widely used and, therefore, more likely to be abused.

ln a 2003 report, the National Research Council defined elder mistreatment (both abuse and neglect) as "(a) intentional
actions that cause harm or create a serious risk of harm (whether or not harm is intended) to a vulnerable elder by a
caregiver or other person who stands in a trust relationship to the elder or (b) failure by a caregiver to satisfy the elder's
basic needs or to protect the elder from harm."[2] Uþar-resourcesipublications/washinqton-lawyer/articles/february-
20 1 5-e ld er-a b u se. cf m#ftn_rgfZ)

The Web site of the U.S. Administration on Aging's National Center on Elder Abuse (NCEA) provides statistics and data
that help to paint a picture of the problem. Citing figures from the U.S. Census Bureau, the NCEA states that people age
65 or older are expected to account for 20 percent of the country's total population by 2050. Currently, seniors 85 years
old and up comprise the fastest growing segment of the U.S. population: 5.8 million as of 2010, a number that is projected
to increase to 19 million people by 2050.

The NCEA also offers various findings that reveal the prevalence of elder abuse. One such finding, from the 2003 report
by the National Research Council, slrowed that only 1 in 14 cases of elder abuse ever come to the attention of authorities.

Another finding, from a 2011 report on New York State elder abuse prevalence, revealed that major financial exploitation
was self-reported at a rate of 41 per 1,000 older residents surveyed, higher than other forms of abuse.f3J (/bar-
resources/f¡ublications/washinqton-lawver/articles/february-2015-elder-abuse.cfrnlÊftnref3l

Misplaced Trust
Traci Tait often deals with elder abuse cases at her job as assistant Bar counsel with the D.C. Office of Bar Cour
handled the Goode case, which in many ways was not that different from the many cases concerning the elderli A-55
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taken by Bar Counsel. However, the U.S. Attorney's Office also became involved with the Goode case, and Tait ended up
working collaboratively with the FBl.

The investigation into Goode's attorney started as a cold call by Robinson, Goode's niece, to the Office of Bar Counsel.
Not wanting to jump to conclusions, Tait first suggested that Robinson take certain steps, such as taping a conversation
with Rogers (with his permission) with a witness present, before filing a complaint against him. Tait also advised Robinson
to file a complaint with the U.S. Attorney's Office, which agreed to take the case.

Robinson, along with Goode's sister, decided to fly from California to the District of Columbia when they heard that Goode
was in the hospital. Once in the District, they soon became aware of how much control Rogers had over Goode's financial
affairs.

Following Tait's advice, Robinson set up a meeting with Rogers in which he told her that the books were open and he had
nothing to hide. But when Robinson and her aunt went to the bank, they discovered that Rogers had withdrawn all the
remaining cash (close to $6,000) from Goode's accounts. Meanwhile, Goode's phone had been disconnected because
the bills wêren't being paid, according to Robinson.

With Tait's assistance, Robinson was able to terminate Rogers' power of attorney over Goode and bring charges against
him, including intentional misappropriation, within six months of Robinson's initialcall.

"The things that will get you disbarment are misappropriation, theft, and dishonesty, depending on how big the dishonesty
is," says Tait.

Goode lost more than $260,000 in savings and was able to only recover $75,000, the most money allowed from the D.C.

Bar's Clients' Security Fund.

Despite the successful outcome of the case, the whole situation was very upsetting to Robinson.

"lt was just horrible to think that someone would take advantage of her like this when she was so vulnerable," she says.

The Silent Crime
As upsetting as the case was, at least Goode was able to see the situation resolved. Many elder abuse cases are never
reported or investigated because there's no family member or loved one involved. And the elderly often make unreliable
witnesses due to dementia, making it difficult to bring a case without a third-party witness. But this is why the elderly make
such easy targets.

"The elderly are an at-risk group for a lot of reasons, including, but not limited to, diminished capacity, isolation from family
or other caregivers, lack of sophistication when it comes to purchasing property, financing, or using computers," says Amy
Mix of the AARP Legal Counsel for the Elderly (LCE).

Mix heads up the Consumer Fraud and Financial Abuse Unit at LCE, which works closely with the D.C. Department of
Human Services' Adult Protective Services and the Metropolitan Police Department. She has seen cases where, like with
Goode, someone has convinced an elderly person to assign them the power of attorney, and then used that authority to
either take the senior's home-often a target of predatory lenders or con artists-or strip their bank accounts of all their
money.

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

$320,000 in cash.

"A lot of defendants are family members, lots are friends, often people who befriend a senior through church or some
other community group. We had a senior victim who had given her life savings away to some scammer who told her she'd
won the lottery and would have to pay the taxes ahead of time," says Mix. The scammer found the victim using
information in her husband's obituary.

There ârê ^r^^ '¡^24t offenders, accordinq to Mix. "There are oeoole who make a livinq off of this," she adds.

Mary Ann Parker also works for LCE, but as an attorney for the Office of the D.C. Long Term-Care Ombudsman Program,
which monitors individuals in long-term care facilities in the District, including nursing homes, group homes, and assisted
living facilities, as well as people who are getting a high level of service at home through the Medicaid waiver.

Parker says the program received about 50 complaints within the last year or two concerning elder physical or sexual
abuse or neglect. The complaints take a lot of investigation and, similar to financial exploitation, it can be difficult to prove

that abuse or neglect had taken place.

"When you talk about a vulnerable population that might have cognitive impairment, it's very difficult to find out if t - È c
abuse. í/Vhen you look at [elderly persons] with a big 6ruise on théir cheek you might think ihat someone hit ther A- 5 b
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Adult Abuse Defined

Aduh abuse generally refers to mistreatment of an older person by someone who has a special
relationship with the elder such as a spouse, sibling, child, friend, or caregiver. Abuse may take the form
of one or all of the following: physical, financial or emotional abuse, neglect or abandonment. Abuse
includes the willful infliction of serious pain or injury, unreasonable confinement, intimidation or forced
sexual contact.

Abusers

Typically, the abuser is a relative, frequently an adult child of the victim. The abusers may suffer from
alcohol or drug abuse. Sometimes the abusers were aþuseo as cntldren. The abuser may be emotionally
unstable. Sometimes, the caregiver can no longer cope with a stressful situation and does not know
where to turn for help.

Reporting Abuse

ny who suffer from abuse may feel ashamed em and suffer from low self esteem

Some don't want to report their own child as an abuser. Often the abused simply fears more abuse if
ey report are too 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 socialworkers. 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 (202) 541-9950. More victims are helped by callers outside the family than in it. When

you callthe hotline, a social worker wíll 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 câses, 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. Socialworkers may arrange for counseling, legal services, emergency placement,

and/or medical services,

Remember, 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 qre confidential. å,-5?



101512016 Mercy killing - definition of mercy killing by The Free Dictionary

Mercy ki¡ling - definition of mercy killing by The Free Dictionary
http: //www.thef reedictionary. com/mercy+ ki lli ng

n.

Euthanas

American Heritage@ Dictionary of the English Language, Fifth Edition. Copyright @ 2016 by Houghton Mifflin Harcourt Publishing Company. Published

by Houghton Mifflin Harcourt Publishing Company. All rights reserved.

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

mercy killing

mercy killing

(Medicine) another term for euthanasia

English Dictionary - Complete and Unabridged, 'l2th Edition 2014@ HarperGollins Publishers 1991, 1994, 1998, 2000, 2003, 2006' 2007'2009'

2411,2014

-3i e, -zi e)

act of putting to death painlessly or allowing to die, as by withholding medical measures

suffering from an incurable, esp. a painful, disease or condition

t1 < Greek euthanasía easy deathl

Random House Kernerman Webster's College Dictionary, @ 2010 K Dictionaries Ltd. Copyright 2005, 1997, 1991 by Random House, lnc. All rights

reserved.

Thesaurus Legend: * Synonyms ++ Related Words # Antonyms

Switch to new'thesaurus

Noun 1. mercy killing - the act of killing someone painlessly (especially someone suffering from an

incurable illness)

i:íisu1¡6¡¿.¡,

*+ k¡l¡, putting to death, killing - the act of terminating a life

Based on WordNet 3.0, Farlex clipart collection. @ 2003-2012 Princeton Univ

Translations

n.

eu.tha.na'Sia (,yu oe

killinAlso called

a person or

l-:rrail

L""r_¡V* Wf:,f,C¡S?

lir-¡hrcr¡hc Ti) {,}ui'írt'r¡': lû/tlrr-i {lJ {f¡e ilay errlail!

http://www.thefreedicti onary.com/m ercy+ ki I I i ng
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D i cti o n ary. co m ( http ://www. d i cti o n ary. co m/)

( http ://www. d ictio n a ry. co m/)

Lethal injection I Define Lethal injection at Dictionary'com

:heday/)
definitions a.lethal injection

High Blood Sugar
Get Facts on High Blood Sugar & a Type 2 Ðiabetes Treatment Option.

www.type2-diabetes-i nf o.com

ethal injection
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oun

the act or instance of injecting a d for purposes of pital punishme

Dictionary.com's 21st Centu ry Lexicon

Copyright @ 2003-2014 Dictionary'com, LLC

Cite This Source

Examples from the Web for lethal injection

Contemporary ExamPles

Rangers caught the dingo and put it down with /efhal injection

th ttD : P,q,t$vqf.flfedelqffi ðOcì6hlngs Abou t Au stra lia's Fa m ou s Dog, t h e Di n go

ä,[,útdeii;;]ä].y+iñãããiv¡ãäst.com /articles/2l12/06/L3/pets-or-predators-10-thinss-on-australia-s-famous-dos-the-
din go.html?sou rce=dictionary)

Meredith Kaufman (http://www.thedailybeast.com/contributors/meredith-kaufman.html?source=dictionary)

June t2,2OI2

lethat injectlbn is allowed as a form of execution in all thirty-two states that have the death penalty

(http:fi6i¡pqåtgetúqoËa6tcuôifl? (http://www.thedailybeast.com/a¡ticles/2TL4/07/23/arizona-botches-execution.html?

sourc@Uldeodiç}PnarY)
Ben Jacobs (http://www.thedailybeast.com/contributors/ben-jacobs.html?source=dictionary)

July 22,2014

or euthanasia

http:/Áivww.di cti onary.com/browse/lethal-i nj ection
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BEFORE ltHE LEGISI,ATURE OF THE
STATE OF NEV{ YORK

IN RE NEVü YORK BILLS DECI,ARJATION OF KENNETH
STE\¡ENS, lID

I, Kenneth Stevens, declare the fol-lowing under penalty of

perj ury.

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

legaI. I am also a Professor Emeritus and a former Chaj-r of the

Department of Radiation Oncology, Oregon Health & Science

University, Portland, Oreg¡on. I have published articles in

medical journals and written chapters for books on medical,

topics. This has been for both a natj-onal and international

audience. f work in both hospital and cl-inical settings. I have

treated thousands of pati-ents with cancer.

2. In Oregon, our assisted suicide law applies t.o patients

predicted to have less than six months to l-ive. I writ.e to

cl-arify that this does not necessarily mean that patients are

dying.

3. In 2000, I had a cancer patient named Jeanette Hal-I.

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 , J!., lllD - page J-

A- 60



cancer. I understand that he had referred her to me

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

not want to be treated and that was going to \\do/' our Iaw, i.e-,

kil] herself wit.h a lethal dose of barbiturates. It was very

much a settled decision.

5 . I, personal-J-y, did not and do not bel-ieve in assisted

suicide. I al-so believed that her cancer \^Ias treatable and that

her prospects were good.

treatment. She had made

She was not, however, interest.ed in

up her mi-nd, but she continued to see

me

6. On the third or fourth visit, I asked her about her family

and l-earned that she had a son. I asked her how he would f eel- if

she went t.hrough with her p1an.

to be treated and she is still-

Shortly after that,

alive t.oday. Indeed,

thrilled to be afive. It's been fifteen years.

legal assisted suicide1. For Jeanette, the mere presence of

had steered her to suicide.

B. I also write to clarify a difference between physician-

in whích dyingsuicide and end-of-life palliative care

receive medication for the intended purpose of relieving

ch may incidentalty hasLen death. This is the principle

effect.. This is not physician-assisted suicide in

she agreed

she is

assisted

patients

paì-n, whi

of double

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

anytime soon.

Affidavit of Kenneth Stevens, Jî., !!D - page 2
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9. Fina1l1r, I have been asked to comment on generally accepted

medical practice regarding the administration of prescription

drugs to a patient.

W fO- Generally accepted medical practice allows a doctor, or a

/\
/ þerson acting under the direction of a doctor, t.o adminj-sterl, prescription drugs Lo a patient. Common examples of persons

acting under the direction of a doctor, include: nurses and other

healthcare professionals who act under the direction of a doctor

to administer drugs to a patient ín a hospital setting; parents

who act under the direction of a doctor to administer drugs to

their children in a home settj-ng; and adult children who act

under the direction of a doctor to administer drugs to their

parents in a home setting. .#
Signed under penalty of perjury, this óf- day of January,

24L6.

A/**"7(ffi-b.*D
Kenneth Stevens, .Tr., MÐ

Sherwood, Oregon

Affj.davit of Kenneth Stevens, ilr., MD - page 3
r1çg*f¡\¿ x\À!E ¿Ill atilr! l'.'11\ir¡:N:t Storo¡! rJ !oëf..ãrl.À.Bl
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9t11t2016 Law Ofilces of Margaret K. Dore, P.S. Mail - RE: Death with Dignity Act

M argaret Ðore < m argaretdo re@m argaretdore. com >if l;lr¡4ilrcN K, lhr¡"e

RE: Death with Dignity Act
1 message

Parkman Alicia A <alicia.a. parkman@state.or. us>
To: Margaret Dore < margaretdore@margaretdore. com >

Cc: BURKOVSKAIA Tamara V <tamara.v.burkovskaia@state.or.us>

Wed, Jan 4,2012 at 7:57 AM

Thank you for your email regarding Oregon's Death with Dignity Act. For all of your questions, the answer is no. Since

our office is charged with maintaining absolute confidentiality, our policy is to never release identifying information.

We can neither confirm nor deny participation of any individual patient or physician. We have been contacted by law

enforcement and legal rep resentatives in the past, but have not provided identfving information of any type. To

ensure confidentiality, our office does not maintain source documentation on participants

Please let me know if you have further questions.

Thank you,

Alicia

Alicia Parkman

Mortality Research Analyst

Center for Health Statistics

Oregon Health Authority

Ph:971-673-1150

Fax:971-673-1201

From : Ma rgaret Dore [mailto: margaretdore@ margaretdore. com]
Sent: Monday, January 02,20L2 5:48 PM

To: alicia.a. parkman@state.or. us
Subject: Death with Dignity Act

/

Thank you for answering my prior questions about Oregon's death with dignity act.

I have these follow up questions:
A- 63



911112016 Law Ofüces of Margaret K. Dore, P.S. Mail - RE: Death with Dignity Act

1. Would youroffice release copies of completed reporting forms, e.9., a doctods completed "Oregon Death

with Dignity Act Attending Physician Follow-up Form," in response to a civil subpoena?

office release copies of completed reporting forms in answer to a request by law enforcement?

office confirm to law enforcement whether a had in fact died under O Death with

Margaret Dore
Law Offices of Margaret K. Dore, P.S.
www.margaretdore.com
1001 4th Avenue, 44th Floor
Seattle, WA 98154
206 389 1754
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DECTARATION OF TESTIMONY

I, Isaac ]ackson, declare under penalty of perjury the following:

L. 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
previously served as a Law Clerk to fudge Charles Carlson ofthe Lane County Circuit Court.
I was also an associate lawyer with a firm that specializes in insurance defense and civil
litigation.

2, 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
Oregon, Moreover, according to the current 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 letter I received back from the OffÌce ofthe Attorney General of
Oregon dated November 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 [0regon Revised Statutes] L27.865 prevents OHA [Oregon Health
Authority] 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 2 is a true and
correct redacted copy of a letter I received back, dated November 29,20t0, which states in
part:

While sympathetic to þour clienfs] 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 Health collects these 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. See Exhibit 2.

6. I also received a copy of the decedent's death certificate, which is the official death
record in Oregon. A true and correct, but redacted copy, is attached hereto as Exhibit 3.

The "immediate cause of death" is listed as "cancer." The "manner of death" is listed as

"Natural."

//t
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7. Per my request, a police officer was assigned to the case. Per the offìcer's confidential
report he did not interview my client, but he did interview people who had witnessed the
decedent's death,

8. The officer's report describes how he determined that the death was under Oregon's
suicide law act due to records other than from the State of Oregon, The ofñcer's

report also information from the Health
not to confirm or act.

closed the

9. Attached hereto as Exhibit 4 is a true and correct copy of the Oregon Health
Authority's data release polic¡ as of september 18, z\tz,which states in part:

The Death with Dignity Act requires that the Oregon Health Authority collect
information pertaining to compliance (oRS Lz7.g6s (z)) and to make
available to the public an annual statistical report (ORS 1Z7.g65 (3)).

The Oregon Health Authority's role is limited to collecting information so
that we ðan monitor compliance and provide a report regarding the effects of 5V
this
info

legislation. Confidentiality is critical and the Act
rmation coll record not

states w /Í
\rit?

ection

t{1
lr

rb

*'

gt5

c L27.865 (2)), rhe protection d
bytréTeãih with DignityAct precludes the Oregon Health Authority from
releasing information that identifies patients or participants, to the public,
medi4 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 lE, I hereby declare that the above statement
is true to the best of my knowledge and belie{, and that I understand it is made for use as
evidence in court and is subject to penalty for perjury,

c

b)(
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M{
,/l'

(
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t!

(t)Dated fufr.l? ?ptz-

-

055494
Office, LLC

Post Ofñce 8ox41240
Eugene, OR 97404
54L225.506t
Jackson@irjlaw.com

J
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JOÉIN R. KROGER
Atlongy Ocncrûl

MARY H, IA/TLLTAMS
Dcputy Attorney Gcrreral

DEPARTMDNT OFJUSTICE
GENERAL COI'NSEL DTVISION

t

Dear Mr, Jackson:

Dr, Hedborg, the state epidemiologist, rrceived your letter, dated Octob et 27,2010,
rcquestíng ce¡tain Death with Dignity Act records that may have been filed under OAR 333-009-
0010. Ifrecords canno-t be provided you also ask Dr, Hedberg to investigate the existence of the
documents and report fïndings to you, or lastly, to at least ver{fy whetherihe Oregon Health
Althority (OïA) has any rccord of oontact witl your client's deceased father. ln sum, your
olient would like any information that might shed light on his fatherjs death,

V/hile Dr. Hedbetg undorstrnds ths difficult tirne your client must be going through, ORS
127,865 prevents OHA û'omreleaslng any information to you or your client. 

-OHA 
may õniy

tnake publio annual statistical information. Please be assured that if ir.regularities are found on
papenvork submitted to the OIIA under OAI{ 333-009-00t0, OI{A can and has reported
information to the oregon Medical Board who can then lnvestigate the matter.

I understand that you are in the process ofgetting the death certificate for your cllent's
fathct and ttrat may shed some light on the matter for your çlienf, If your client believes that
somo nofr¡ious actions have taken place he certainly could contaot law enforcement.

Please contact me if you have additional questions.

Isaac Jackson
Jackson Law Office, LLC
P,O. Box 279
Eugene, OR 97440

Re: Death with Dignity Act Records Request

SKOrvdc/J¡rfllceil 23457 52

co: Katrína Hedberg, M.D, DHS

November 3,2010

Sincerely,

ShuuronK, O'Fallon
Senior Assistant Attorney General
Health and Human Services Section

!

15l5 SIV Fif,h Ave, Sulte 410, PoÍtand, OR 97201
Telephonc: (971) 673-1880 Fax (971) 673-lss6E TTY: (s03) 32s.5938 rvrnv.doj.srare,or.us

f S;s.:hJ-' " å.-67
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regon tìffi#g/ Medical Board
1500 SW lst Ave Ste 620
Poltlarrd, OR 97201-5847

(971) 673-2700
FAX (971) 673-2670

tv r\'r\'.oregorì, gor, /ortrb

Tltcodorc [ì. Krrlortgoski, (ìoter¡ror

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,
apparontly under the Oregon Death with Dignity Act. ln order for the Board to proceed
with a formal investlgation, a medical and/or legal basis must exlst to support an
allegatlon that a physlcian licensed by the Board may have violated Oregon law. ln our
review of the lnformation that you presentod we did not find a physician ídentifled nor
was there a specific allegation of misconduct on the part of a physician. As such, the
board is not aþle to initiate a formal investigation.

Whlle sympathetic to concorns about the circumstances of his father's
death, the Board is not able to provide tho informatlon requested, The Board does not
possess the requested documents nor does the Board routinely receive these
doouments. Under Oregon law the Oregon Department of Human Services collects
these documents for their purposes. Further, if the Board dld have the documente as a
part of an lnvestigation, the Board would be prevented from releaslng them by ORS
676.175.

Thank you for bringing your concerns to tho attention of the Oregon Medical Board. lf
you have any further questions regarding thls matter, you may contact me at 971-673-
2702,

Sincerely,

Randy H.
Complalnt
lnvestigatio Unit

/tXh,s:+ >
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Data Release Policy I Death with Dignity Act Page 1 of I

traduotlon nmcner deîtþflbQ$$:alráuelitv .tlüËltÊl{f- ßmgddt¿lB*P13rqrcËon w{ldtlros' l-_qpqr.l I

Data Release Policy

Reloâ3o of lnfornatlon Regardlng th€ Doatì wlth D¡gnlty Act

The Death wlth Dlgnlty Act rcqulres
127.885 (2)) and lo make avalleblo

thatthe oregon Health colled ínforma$on to compliance (ORS
to the publ¡c an annual report (ORS 127

The Oregon Healtlr Authority's role is l¡mlt€d lo collectlng lnformation so that we
reporl ragardlng fie efiso.ts of this leglslatlon.

ls not avaílable

to

occurs
haË usEd, or a provlder has
and we wlll not r€spond þ

Authorlty
statlstlcal

provlde a

Wthln the princlples of conlTdentlality, th€ Oregon Health Aulhorlty wlll publlsh a.n annual report whlch wilf lnclude
lnbrmatloñ on h'ow many prescriptiohs are wrltlen, and how many people aclually.lake the prescrlbed modlcatlon. The
specificlty of any data reieäsed wlll depend upon whôthor w6 can enEure lhat oonlTdentlallty wlll not be breached'

To rellerate,lh6 Oregon Health Authodg's role ln rBport¡ng on lho Death with Dignlv Act ¡3 8¡milarlo other publ¡o heãlth

data wo colloc[ The data are poputEüonåased and ou¡ charge ls to malntaln surveillanc,e of the overall offect of th€ Acl.
Tho deb arþ to be pres€nt€tt in än annual foport, but thê lnlormallon collocted ls requhed to be confldentlal. Thorofore'
cascby-case lnfoni¡atlon wlll not be provlded, and sp€cifiolty of data releassd wlll depend on havlng adequats numbefs to
ensure lhat confidentlallty wlll bo mËinta¡ned.

ElFrequently Asked Questions Related to Adcl¡tional Dsta Requests

il

Ëvh);þtl

not e recofd

or
by the

http//pubtic.health.oregon.gov/ProviderPartnerRe sowces/EvaluationResearcl/DeathwithDignity qlt9' a-20



Frequenüy Asked euestions

þ!ïö,i:"Tfffi,'¡',"",T,",ii".,!:,: ,.,!ili{lå,1!iêî;ijË:,î":i ffi1,#åî:îå,,*i13;s,'¡¡,1["f",¡:iof 
oreson ar rhe

iiiJ:;]iîiil,ii:ï'J"r* o*s;;Ë;ii;;iüË¡ï ro coilect ¡nro.mãtionìãoit pátients *r,o pa;ù.i;;Ë åach year and

Q: Are there any other states that have símilar legislation?
A: Yes' The Death with Dignity National center, which advocates for the passage of death with dignity laws, tracks thestatus or these raws arounl rÁe country t""", ht't'os,/u,;;:-¿îãiü¡öiiË;iülro¡"r"_e"tipnl.
Q: Who can pårt¡clpate in the Act?
A: The law statés that, in-order to participate, a patient must be: 1 ) 1 8 years of age. or older, z) a resident of oregon, 3)capable of mâking and communicäting Ëealth cåre decistons ror rrimlrrérself, änd a) diagnosed w¡th e term¡nat i'ness
[XJli]ï:t 

to doath within six 1o¡ mõntni ir i.ìt t" ñ;it"ii¡'ü'ril,ilÈi#iå ¿.i",ri,," *nãu,ô, t¡,àr" criteria have

Q: Can someone who doesnt live in Oregon participate in the Act?
A: No' only patients who establish that they are residents of oregon can part¡cipate if they meet certain cr¡teda.
Q: How does a paflent demonstrate resldency?
A: A patient must provide adequate documentation to^the attending physician to verify that s/he is a current resident oforegon' Factore demonstrating residency includã,'uut are not r¡miiäå iå: ãriörãgon oriver License, a lease agreementor property ownership document showini that yre ngtieÀirànË il;;; pr"ñtry in oregon, an oregon voterregistration' a rqcent oregon tax. return, ät". rt i"L[ìo the atte;ding ;nv5¡"]åñ t" delermine whetheior not the patienthas adequately established residency.

Q: How long does somêone have to be a resident of oregon to participate in the Act?

â;Jffi: 
is no Íl¡nimum residency requirement' A pationt must be able to establish that s/he is currenfly a resident of

Q: Can a non-res¡dent move to Oregon in order to part¡c¡pate in the Act?
A: There is nothing in the law that prevents someone from doing this. However, the patient must be able to prove to theattending doctor that s/he is currenfly a resident of Oregon.

Q: Are participating patients reported to the State of Oregon by name?
A: The State does collect the names of in order to cross-check death certificates. However, the law guaranteesthe confidentiality
this information to

of all participating
the public or med

physicians) and the Health Authority does not release
(as well as Oregon

ts
ts the of individual

Q: Who can glvè a patient a prescription under the Act?
A: Patients who meet certa¡n grlle4e can request a prescription for lethal medication from a licensed oregon physician.The phvsician must be a.Doctor of Meoicine it'r.ó.¡ år d.rã;;io;åön¡Ji¡eo¡c¡ne (D.o.) ticensed to practicemedicine bv the Board of Medical Examinersior th'e state of oreéõ;.-fhe pîysician must also be willing to participate inthe Act. Physicianrs are not required to provìde prescriptions to pJt¡"nt, ån,í pärticipation is voluntary. Aàditionally, somehealth care systems (for example, a cätnol¡c nåspitat or the Veierans Administration) havê prohibitions againstpracticing the Act that physicians must abide by äs terms of their em;lot;;;i.
Q: lf a patient's doctor does not participate in the Act, how can s/he get a prescription?
A: The patient must find another M.D. or D'o. licensed to practice medicinein oregon who is willing to participate. Theoregon Health Ar¡thority does not t*ott"nd'¿octors, nor 

""n 
*u piðu¡äãtüu n"ru, of participating phys¡cians orpatients due to thp need to protect confidentiãf¡ty. 

-

l#t"irlttt""t's 
primary care doctor is located in another state, can that doctor write a prescription for the

A: No' only M'D's or D'o's licensed to practice medicine by the Board of Medical Examiners for the state of oregon canwrite a valid pr€sôription for lethal medi'cation unããr the Act.

Q: How does a patient get a prescription from a participating physician?

fåT,l,i,ßï""'must 
meet certain criterla to be able to request to participate in the Act. Then, the following steps must

1 ' The patient must make two oral requests to the attending physician, separated by at least 1s days;
2' The patient must provide a written request to the attending physician, signed in the presence of two witnesses,at least one of whom is not related to ihe patient;

3' The attending physician and a consulting physician must confirm the patient,s diagnosis and prognosis;
4' The attending physician and a consulting physician must determine whether the patient is capable of makingand cominunicating health care decision-s ioi ¡,¡rm"r.àti;
5' lf either physician believes the patient's iudgment is impaired by a psychiatric or psychological disorder (suchas depression), the parient must be rererreã tor a psychoto!ìcaí exãiì¡nat¡on;
6' The attending physician must inform the pat¡ent of feasible alternatives to the Act including comfort care,hosp¡ce care, and pain control:

7' The attending physician must request, but may not require, the pat¡ent to notify their next-of-kin of theprescription request. A patient can rescind a réquest 
"i 

;"t ii;J;;ã in any månnei. ih" 
"ttdliàiì,g 

physic¡an

http://public'health'oregon.gov/ProviderPartnerResources/EvaluationResearcly'DeathwithDignityAcvpages/faqs.aspxþarticipating
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complicated grief after witnessing assisted suicide
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ABSTRACT

Backgtound: Despite continuing political, legal and moral debate on the subject, assisted suicide is

permitted in only a few countries worldwide. However, few studies have examined the impact that
witnessing assisted suicide has on the mental health 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-Traumatic Distress Disorder (PTSD; Impact
ofEvent Scale-Revised), depression and anxiety symptoms (BriefSymptom Inventory) and complicated
grief(lnventory ofComplicated Grief) were assessed at 14 to 24 months post-loss.
Resulfs: ofthe35participants,-13%metthecriteriaforfull FISD(cut-off >35),6.5%metthecriteriafor
subthreshold PTSD (cut-off> 25), and 4.9% met the criteria for complicated grief. The prevalence of
depression was 16%; the prevalence of anxiery was 6%.

Conclusion: A higher prevalence of PTSD and depression was found in the present sample than has been
reported for the Swiss population in general. However, the prevalence ofcomplicated griefin the sample
was comparable to that reported for the general Swiss population. Therefore, although there seemed to
be no complications in the griefprocess, about 20% ofrespondents experienced full or subthreshold PTSD

relateo ro tne loss ot a close person rnro
2010ElsevierMas5onsAs.Altrightsreserved.

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 Deutsche
Schweiz has about 50000 members, and between 100 and 150
people die each year with the organisation's assistance. In
comparison, Dignitas has about 6000 members, most of whom
live 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 headquarters
until the day ofuse. Usually, the suicide takes place at the patient's
home. On the day the member decides to die, an Exit volunteer
collects the medication and takes it to the patient's home. There,
he or she hands the patient the fluid to swallow. If the patient is
incapable of swallowing the barbiturate, it can be self-adminis-
tered by gastrostomy or intravenously [ l. After the patient has

died, the Exit volunteer notifies the police. All assisted suicides are
reported to the authorities. Deaths through assisted suicide are
recorded as unnatural deaths and investigated by the lnstitute of
Legal Medicine.

1. Introduction

Assisted suicide and euthanasia for terminally ill patients are
punishable by law almost everywhere except Switzerland, the
Netherlands, Belgium and the U.S. states of Oregon and Washing-
ton, Assisted suicide is generally defined as the prescribing or
supplying of drugs with the explicit intention of enabling the
patient to end his or her own life. In euthanasia, in contrast, it is the
physician who administers the lethal drug. In 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. In 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 with the explicit intention of enabling a

patient they have examined to end his or her own life. However,
most assisted suicides in Switzerland are conducted with the
assistance of non-profit organisations [23]. These right-to-die

' Corresponding author. Tel.: +49 341 971886'1.
E-maíl øddress: birgit.wagner@medizin.uni-leipzig.de (8. Wagner),

0924-9338/$ - see front matter @ 2010 Elsevier Masson SAS. All rights reserved.
doi:1 0.1 0.1 6/j.eurpsy.2or 0.1 2.003
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to be al¡vel Don't let
su¡c¡de bosome logal

July 1,2012 Your supporl is appreciatod

ln Monlanal
't Make Washington's Mistake

Dear Montana Board of Medical Examiners

wife and I operate two adult family homes in Washington
where assisted suicide is legal. I am writing to urge Please click on the flag

to donate to support
our work. Thank youi.''

you to not make Washington's mistake

Our assisted suicide law was passed via a ballot in¡tiat¡ve in
November 2008. During the election, that law was
promoted as a right of individual people to make their own
choices. That has not been our experience, We have also
noticed a shift in the attitudes of doctors and nurses towards
our typically elderly clients, to eliminate their choices,

leanette Hall, 12 years
after her doctor talked
her out of physician-
assisted suicide in
Oregon - Click photo to
read her story ,..1

Cho¡ce ¡s an lllusion

ffi*#!l

Four days after the election, an adult child of one of our
clients asked about getting the pills (to kill the father), It
wasn't the father saying that he wanted to die.

Since the act passed, we have also not¡ced that some
members of the medical profession are quick to bring out
the morphine to begin comfort care without considering
treatment. Sometimes they do this on their own without
telling the client and/or the family member in charge of the
client's care.

Since our law was passed, I have also observed that some
medical professionals are quick to write off older people as
having no quality of life whereas in years past, most of the
professionals we dealt with found joy in caring for them.
Our clients reciprocated that joy and respect.

Someday, we too will be old. I, personally, want to be cared
for and have my cho¡ces respected. I, for one, am quite
uncomfortable with these developments, Don't make our
mistake.

Juan Carlos Benedetto

Click on the banner to
see website il

Voices From oregon and
Vlrash¡ngton Whsre Assistod
Sulqide ls L6gal

. "l was afraid tc
leave rny husband
alone"

. "This is how society
will pay you back?
With non-voluntary
or involuntary
euthanasia?"

. "lf Dr. Stevens had
believed in assisted
su¡cìde, I nould be
dead "

. "It wasn'r the father
saying that he

Click on the photo to
learn more about the
Worldwide Theater
Protest - No "Me Before
You"! ..1..

WHYWE CARE

To learn more about
problems with legal
assisted suicide, go to
Qu¡ck Fôcts Atrout
Assisted Suicide.

Some healthcare
providers already
misuse and/or abuse
palliative care. If
assisted suicide is
made legal. providers
will have even more
power to abuse
patients andlor take

wånted to d¡e" posted by Admin at 12:32 pM â. ,'He rnade the M.r_4
n1¡stakeof asl<inç,l-1,.*---^-*!19 lG*l nt ttecommendlhisonGoogle

http:/lwww.montanansagainstass¡stedsuicide.or gl201207ldear-montana-board-of-m edical-exam iners.htm I
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811612016 Sawyer Arraigned on State Fraud Charges I News - Home
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SawSrer Arraigned on State Fraud' Charges

Judge Sets Plea Entry for Sept. 6

News sotrrpes
ÞOgnO: 1:35 PM PDT September 7, zott UPDATED: 4:36 AM PDT July L4,zotr-
BEND, Ore. -

Former Bend real estate broker Tami Sar,vyer was arraigned Thursday on state charges of criminal mistreatment and

aggravated theft, four days afterher arrest at Portland International Airport.

Sawyer was taken into custody by Port of Portland police after arriving on a flight back from Mexico, where she was allowed

to go and check on rental property.

She appeared before Deschutes County Circuit Judge Wells Ashby, who continued herbond at $5o,ooo but set no travel

restrictions, prosecutors said.

Ashby said she can travel outside of Oregon but has to sign and submit a waiver of extradition, should that be needed.

Sawyerfaces charges of first-degree criminal mistreatment and aggravated theft., accused of selling Thomas Middleton's
home and pocketing the proceeds.

The judge set her next court appearance for Sept. 6 at B:3o a.m., when she is scheduled to enter a plea.

Sawyer and husband Kevin are scheduled for trial in December on federal fraud and money-laundering charges.

Former Bend real estatebrokerTami Sawyerwas arrested Sunday night at Portland International Airport-on a Deschutes

County wanant issued laie last week aftei her indictment on felóny ðharges of criminal mistreatment and aggravated

theft.

Sawyer, 48, was booked into the Multnomah County Jail around 9 -p.ry. Sunday, about a half-hour after her arrest,

;;p".t¿Aly Ítaving just flown back to oregon after a jïdge agreed to let her go check on rental property that she and

husband Kevin own in Cabo San Lucas, Mexico.

Deschutes County Circuit JudgeAlta Brady signed an arrest warrant with $so,ooo bail last Thursday, ty-q days after she

was indicted on a first-degr"u õritnittut misireaiment charge that alleges she took custody of Thomas Middleton, ?a

dependent or elderly person,? for the purpose of fraud'

The first-degree aggravated theft charge alleges that in October zoo8, Sawyer stole more than $5o,ooo from the Thomas

Middleton Revocable Trust.

State and court documents show Middleton, who suffered from Lou Gehrig?s disease, moved into Sawyer?shome in July

àoo3, months after naming her trustee of his estate, The Bulletin reported Saturday. Middteton deeded his home to the
trust and directed herto mãke it a rental until the real estate market improved.

Instead, Sawyer signed documents that month to list the property for sale, two after died

assisted suicide. The property sold in October of that year for more than ,ooo, it was

deposlted rnto an account for one ofSawyer?s businesses, Starboard LLC, and $9o,ooo of that was transfered to two other

Sawyer companies, Genesis Futures and Tami Sawyer PC.

Sawyer and her husband, a former Bend police captain, face trial scheduled for December in Eugene on federal charges-of

*oí.y laundering, wire fraud and conspìracy to óommit wire fraud. They are accused of using investor money to pay for
personal property, causing investors to lose $+.+ million.

A federal judge twice gave permission for her to travel to Mexico, once in May and again last month. A-7 4
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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! final years of suffering f n helping
her to die peacefully. The public resp onse to the book caused him

the Hemlock Society USA in 1980
later, the Hemlock Society would

his garage in Santa Monica

merge passron n tn to come

ln 1991 he published FinalExit. Muc his surprise, it became the nat al

#1 bestseller within six months. S tnce it has been trans 12

languages and is now in its fourth edition

Although not affiliated with - and sometimes even at odds with - Compassion & Choices, Derek is still actively
involved in the movement. Always interesting and sometimes controversial, Derek will provide our supporters
andtheirguestswithhisperspectiveabouttheevolutionofthemovementforchoiceattheendof"t"'n O_rS
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in accordance definition

Ab0ut

noun:

Origin

OLD FBENTH

acordÊr

in accordance defìnition - Google Search

.t.

tô. ín lhe spìrrt of,

o@
0

ù;t'4

Go*gle tr
6.a1-All News Shopping Maps lmages More. Seãrch tools

0¡

in a manner conforming with.
''lhe prcCuct ¡s clí$tposed of ìn irccordanc+ ¡;íth ledeial
,syrlcr]yrlÌs: i¡1 ?rgiilrsßìðnÎ wiih, in corìíorûì¡ly ,ùíth. ¡n ii¡te tsiti¡,

following, heeding
"a ballat ireld iti accordanee with unicn rules"

ùt SWIt

llt i¡ìg l{, :¿{.ì

J il(iat

OLD FfiENCH

âÐordånoe

ENGLISH

aacord

I -;:i!

¿rcrrcldance
j";ldt,}3 ¿iil'.',li',jil

1 ai!:ii

Middle English: from Old Frênch acordance, lrom acorder'bring to an agreement' (see accord).

Tratrslaie accordatrcc to Choose lanquaqe ;

Use over tirne ftrr: acc<lrdançe

ãç
(;
ì11

à

l::,iiJ

Show less

Feedback

Accordance I Define Accordance at Dictionary.com
www.dictionary.com/browse/accordance -
agreement; conformity: in accordance with the rules. 2. tire act of according or granting: the

accordance of âll rights and privileges.

Accordance I Definition of Accordance by Merriam-Webster
www.merriam-webster.com/dictionary/accordance - Merria m -Webster "
Ðefinition of accordance. I : agreement, conformity <¡n accordance with a rule> 2 : the act of
granting.

You visíted ihis pâqe ofi g!12!1ç.

ln Accordance With I Definition of ln Accordance With by Merriam ...
www.merriam-webster.com/d¡ctionarylinYo20accordance%2Owith - M<'¡rtiam-Wêbsler .
in a way that agrees with or follows (something, such as a rule or request) <ln accordance w¡th your

request, I am sending a copy of my book.> <His funeral will ...

ln accordance with - ldioms by The Free Dictionary
idioms.thefreedict¡onary.com/in +accordance+with v
Definition of ¡n accordanc€ with in the ldioms Dictionary. in äccordanoe with phrase. What does in
accôrdance with expression mean? Definitions by the largest ...

Accordance - definition of accordance by The Free Dictionary
www.thefreedictionary.com/accordance .
Definê accordance. accordance synonyms, âccordance pronunciation, accordance translation, ...
Agreement; conformity: in accordance with your instructions. 2.

https:/Áivww.google.comlwebhp?sourceid=chrome-instant&ion= 1&espv=2&ie=UTF-8*&=in%20accordance%20definition fr,7Ç

ac'cord'ance
/e kôrdns/.(l
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Go*gle . define in the spirit of

About 86,400,000 result$ {0.$2 seconds)

¡n or in the S

define in the spirit of - Google Search

¡.

k.z'.
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Alt V¡.ieos Ne.ws Shopp¡ng lmages Mtrre w Search tools a-

\ l,røto*l''! !r*v' 
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Translate in lhe spirit to choose tanquase

Show less

Fêëdback

What's the meaning of "in the spirit of'? - English Language & Usage ...
english.stackexchange.com/questions/165465/whats-the-meâning-of-in-the-spirit'of -
Apr 2?, 201,i - ln the spirit of full d¡sc¡osure, lhe texter ir.r question tumed out to be my ed¡tor at Salon.

... Source: http://lmgtfy.com/?q=in+the+sp¡rit+of+def¡n¡tion ...

ln the spirit - definition of in the spirit by The Free Dictionary
www.thefreedictionary.com/in+the+spirit -
A force or principle believed to ân¡mate living beings. b. A force or principle bel¡eved to an¡mate

humans and often to endure after departing from the body of a person at death; the soul. 2. Spirit The

Holy Spirit.

spirit definition and synonyms I Macmillan Dictionary
www.macmillandictionary.com/us/dictionary/.../sp¡rit_... ' ll4acntili¿llt Ënglish Dictionaries '
Dêfine sp¡r¡t and get synonyms. Whât is sp¡rit? spirit mean¡ng, pronunciation ând more by Macmillan

Dictionary.

spirit Definition in the Cambridge English Dictionary
dictionâry.cambridge.orgius/.../sp¡dt v Cambridge Advanced Learner's Dictionary *
spirit definition, meaning, what ¡s spir¡t: a particular way of thinking, feeling, or behaving, especially a

way that ¡s typicâl of 4.... Learn more.

in the spirit of - definition of in the spirit of - Dictionarist
www.dictionarist.com/in+the+spirit+of .
Dêf¡n¡t¡on of in the spir¡t of. What is the meaning of in the spirit of in various languages. Translat¡on

of in the spirit of in the dictionary.

Spirit I Definition of Spirit by Merriam-Webster
www.merriam-webster.com/dictionaryispirit - Merria¡n-W+bsier o

'1 : an animating or vital princ¡ple held to give life to phys¡cal organisms. 2 : a supernatural being or

essence: asa capital¡zed : holy sp¡r¡tb : soul 2ac : an often malevolenl being that is bodiless but can

become visible; specifically : ghost 2d: a malevolent be¡ng that enters and possesses a human being.

Spirit Definition and Meaning - Bible Dictionary - Bible study
www.biblestudytools.com/dictionarylspirit/ - Crosswalk: Bibl* Stttcly Tools -
What is Spir¡t? Þefinition and meaning:SPlRlT spif-it (ruach; pneuma; Lâtin, spiritus): 1

SPIRIT - Definition from the KJV Dictionary - AV1611.COM
av1 61 1 .com/kjbp/kjv-dictionary/spirit.html'
KJV Dictionary Definit¡on: spirit. spirit. SPIR'lI n. L. spiritus, from spiro, to breathe, to blow. The

primary sense is to rush or drive. 1. Primar¡ly, wind; air in motion; ...

Spirit of enterprise I Define Spirit of enterprise at Dictionary.com
wwwdictionary.com/browse/spirit-of-enterprise -
Spir¡t ot enterprise detin¡tion at Dictionary.com, a free online dictionary w¡th pronunciat¡on, synonyms

and translation. Look it up now!

Spirit I Define Spirit at Dictionary.com
www.d¡ctionary.com/browse/spirit .

in thought or intention
"he r:ouldni be here in

notthough phys ically.
hêbL¡t withtsper$on,

https:/lwww.google.com/webhp?sourceid=chrome-instant&ion= 1&espv=2&ie=UTF-8#q=define%21ino/o2ttheo/o2}spirit%20of

t
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lnstructions for Medical Examiners, Coroners, and Prosecuting Attorneys:

Compliance with the Death with Dignity Act

Washington's Death with Dignity Act (RCW 70.245) states that "...the patient's death
certificate...shall list the underlying terminal disease as the cause of death." The act
also states that, "Actions taken in accordance with this r do not, for a
constitute suicide, ass SU e, mercy ling, or mtcr g, un er

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

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

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

3. The cause of death section m not contain a lan that indicates that the
Death with Diqnitv Act was used, such as

a. Suicide
b. Assisted suicide
c. Physician-ass isted suicide
. Death with Dignity
. t-1000

Mercv killinq
Euthanasia
ffii6ifal or Seconal
Pentobarbital or Nembutal

The Washington State Registrar will reject any death certificate that does not properly

adhere to the requirements of the Death with Dignity Act.r lf a death certificate con

reference to actions that m
uneral Director wi tn

medical ce

Call the Department of Health's Centerfor Health Statistics (360-236-4307)for
guidance on how to proceed if you have any questions regarding compliance with cause
of death reporting under the Death with Dignity Act.

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

as may be required to secure the uniform observance of its provisions and the maintenance of a perfect

system of registration. ... The State Registrar shall carefully examine the certificates received monthly
from the local registrars, county auditors, and clerks of the court and, if any are incomplete or
unsatisfactory, the State Registrar shall require such further information to be furnished as may be

necessary to make the record complete and satisfactory." RCW 43.70.160'
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