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1
I, LINDA KAY GANZINI, psychiatrist of Portland, Oregon, the United States of
America affirm:
Introduction
1.

I am a Professor of Psychiatry and Medicine at the Oregon Health &
Sciences University ("OHSU"). I am a practising geriatric psychiatrist.

2.

I have been asked to make this affidavit in relation to Lecretia Seales'
statement of claim dated 20 March 2015. The purpose of this affidavit is
to provide the court with research that I have authored in relation to the
risk to vulnerable groups following the legalisation of various forms of
physician assisted death.

3.

I obtained my BA from Yale University in 1978 and my Doctor of Medicine
in 1983 from OHSU. Between 1984 and 1987 I was a Psychiatry
Resident at OHSU (including Chief Resident from 1986 to 1987), and
from 1987 to 1989 I was a Gerontology Fellow at the Portland Veterans
Affairs Medical Center. In 2003 I obtained a Masters of Public Health
with an emphasis in epidemiology and biostatistics from OHSU. I
received my Diploma from the American Board of Psychiatry and
Neurology in 1989, and Certification in Geriatric Psychiatry in 1991, 2000
and 2010. I have authored over 120 peer reviewed articles in the medical
literature on such topics as decision making capacity, end of life care and
physician assisted death.

4.

I currently hold the following positions:
(a)

Professor of Psychiatry and Medicine, OHSU;

(b)

Director of Geriatric Psychiatry Fellowship Programme, OHSU;

(c)

Director of the Division of Geriatric Psychiatry, OHSU; and

(d)

Senior Scholar, Center on Ethics in Health Care, OHSU.

5.

I annex a copy of my curriculum vitae at page 1 of the annexure "LKG-1".

6.

I have read the Code of Conduct for Expert Witnesses and agree to
comply with it.
Research into impact of physician assisted dying on vulnerable
groups
2007 Study

7.

In 2007, I was part of an international cross-disciplinary team that
published "Legal physician-assisted dying in Oregon and the
Netherlands: evidence concerning the impact on patients in vulnerable
groups", J Med Ethics 2007; 33:591-597 ("2007 Study"), page 20 of
annexure "LKG-1".
The Journal of Medical Ethics is a leading
international journal with a double blind peer review process.

8.

The purpose of the study was to empirically investigate the very serious
concerns raised about whether legal physician assisted dying can put at
risk those who are members of vulnerable groups. We approached the
task by investigating the data by reference to groups that are commonly
described as vulnerable. We assessed 10 groups. They were:
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(a)

the elderly;

(b)

women;

(c)

those without health insurance;

(d)

people with AIDS;

(e)

people with low educational status;

(I)

the poor;

(g)

racial and ethnic minorities;

(h)

people with non-terminal physical disabilities or chronic nonterminal conditions;

(i)

minors and mature minors; and

m

people with psychiatric illness (including depression and
Alzheimer disease).

9.

Those groups corresponded, in our view, with the groups commonly
described as "vulnerable" by those concerned about the potential effects
of legalised physician assisted dying (in box one of our study at page 592
we set out the concerns expressed by bodies such as the New York State
Task Force on Life and the Law, the joint opinion in the US Supreme
Court decision of Washington v Glucksberg and other eminent groups
referring to such vulnerable populations).

10.

We chose the jurisdictions of Oregon and the Netherlands in which
physician assisted dying is legal and in which data was collected
pertaining to the conduct of physician assisted dying. Our methodology
and the data available to us are set out in our report, as is a summary of
the legal regimes in those two jurisdictions (see box 2 at page 593).

11.

Risk is a statistical and epidemiological term. In summary, we were
unable to find any evidence of a heightened risk in that sense to people
within nine of the vulnerable groups. However, we did identify a
heightened risk in that sense in relation to people with AIDS. In Oregon,
however, the number of persons with AIDS/HIV who access the law is
very low, comprising eight deaths since the law's enactment in 1997,
representing 1.1% of all deaths under the law.

12.

We concluded overall that the data does not support concerns that death
in this way would be practised more frequently on persons who are
considered vulnerable in terms of demography or illness, excepting the
possibility of persons with AIDS.
Criticism of the 2007 Study

13.
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lIora Finlay and Robert George published a critique of our study making
four criticisms ("Legal physician-assisted suicide in Oregon and the
Netherlands: evidence concerning the impact on patients in vulnerable
groups - another perspective on Oregon's data", J Med Ethics, published
online on 11 November 2010 (doi.10.1136)), page 28 of annexure "LKG1". Our reply is at page 32 of annexure "LKG-1".
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14.

The principal objection made was that vulnerability is not necessarily
defined by socioeconomic groups (page 172 of the paper). I agree with
that.

15.

Indeed, the point and focus of the 2007 Study, as described in the article
itself, was to identify whether members of groups, which respected
commentators on legalised physician assisted dying had identified as
being vulnerable, were at risk. We found that they were not, subject to
the caveat around patients with AIDS. I am not aware of any other study
that established that the groups we researched are at risk from legalising
physician assisted dying.

16.

In addition to the principal criticism of the 2007 Study, other criticisms
were raised. Those criticisms and why they were not well made are:

17.

(a)

The sample available does not introduce a systematic error into
the assessment of the risk to the elderly. Our data showed that
in Oregon those over 85 had the lowest ratio of assisted dying,
followed by those aged between 65 and 84. In the Netherlands,
there was no difference in the rate between those younger than
65 and those aged 65 or older.

(b)

It is true, as we noted, that some who received prescriptions in
Oregon survived more than six months. That reflects the fact
that prognosis is not perfect. But survival for more than six
months does not mean that the patient is not suffering from
terminal illness. Nor is it evidence that assisted dying in Oregon
is used in cases of chronic illness.

That is not to say that the jurisdictions that we studied (and indeed other
jurisdictions) cannot improve on the practices we observed in Oregon and
the Netherlands. For example, in a subsequent study (L Ganzini, E Goy
and S Dobscha "Prevalence of depression and anxiety in patients
requesting physicians' aid in dying: cross sectional survey", British
Medical Journal 2008: 337: A1682), page 34 of annexure "LKG-1", which
was relied on by Hora Finlay and Robert George, we tried to understand
the prevalence of depression in those seeking aid in dying. Although our
sample was small, we concluded that while most patients who request aid
in dying do not have a depressive disorder, the Oregon system may not
adequately protect all mentally ill patients and increased vigilance and
systematic examination for depression were needed. I emphasise that
the most we were able to conclude was "may nor'; that was because we
were unable to determine if depression was influencing the request for
physician assisted death. In addition, I note that the measures we
identified would be reasonably straightforward to implement. Again, to be
clear, the issue we identified is not a reason, in my opinion, to oppose
physician assisted dying.
Developments since the 2007 Study

18.
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Oregon ceased publishing the detailed data on which this study was
based in 2006, and to my knowledge there has been no further research
published in relation to the situation in Oregon that allows comparison of
persons who die from lethal prescriptions to those who die from other
. causes. I am not aware of any equivalent study attempting to identify the
impact of legal physician assisted dying on any of the 10 groups in the
2007 Study.

4
19.

Since the 2007 Study was published, similar laws to those in Oregon
have been passed in Washington and Vermont. I am not aware of any
study addressed at vulnerable groups in those jurisdictions.

20.

To my knowledge, none of the North American jurisdictions have had
difficulty with physicians adapting to the law changes. For example,
following the law change in Oregon (which came into force in 1997),
ethical guidance was provided by the professional bodies (page 39 of
annexure "LKG-1 "). An article describing the experience of one hospital
in Washington, following legalisation of physician assisted dying in that
state in 2008 is at page 166 of annexure "LKG-1". Importantly, all of the
US jurisdictions allow any physician to opt out of participating in the law
for any reason.
Conclusion

21.

To the best of my knowledge, the 2007 Study remains the most
comprehensive and authoritative study into the potential for legalised
physician assisted dying to disproportionately affect the vulnerable. I am
aware of no research that contradicts or invalidates the conclusions
drawn in that study.

AFFIRMED at Portland, Oregon this 16th
day of April 2015 before me:

A person duly authorised to administer oaths in
Oregon
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CURRICULUM VITAE
LINDA GANZINI, MD, MPH

03/19/2015
WORK ADDRESS:

VA Portland Health Care System (VAPORHCS)
Mental Health Division (R&D 66)
3710 SW U.S. Veterans Hospital Road
P.O. Box 1034, Portland, Oregon 97207

WORK PHONE:

(503) 220-8262, Ext. 56492

FAX:

(503) 402-2952

EMAIL:

Linda.Ganzini@va.gov

CURRENT POSITIONS
1989 - Present

Staff Psychiatrist, Consult-Liaison Psychiatry Service and Outpatient Mental Health,
VAPORHCS

1990 - Present

Director of Geriatric Psychiatry Fellowship Program, VAPORHCS

1995 - Present

Senior Scholar, Center on Ethics in Health Care, Oregon Health & Science University
(OHSU). Portland, OR

2001 - Present

Professor of Psychiatry, OHSU

2003 - Present

Professor of Medicine, OHSU

2005 - Present

Director. Division of Geriatric Psychiatry, OHSU

2013 - Present

Associate Director, HSR&D Center to Improve Veteran Involvement in Care (CIVIC)

EDUCATION
1974 -1978

BA, Yale University, New Haven, Connecticut

1979 - 1983

MD,OHSU

1998 - 2003

MPH with emphasis in epidemiology and biostatistics

MAJOR PROFESSIONAL TRAINING AND EXPERIENCE
1983 - 1984

Internal Medicine Resident, OHSU

1984-1987

Psychiatry Resident, OHSU

1986 -1987

Chief Resident in Psychiatry, OHSU

1987 - 1989

Gerontology Fellow, VAPORHCS

1989 -1994

Assistant Professor of Psychiatry, OHSU

1989 -1998

Director of Consult-Liaison Psychiatry, VAPORHCS

1993 -1995

Co-Director VAPORHCS demonstration project, "Enhancing the Management
and Continuity of Mental Health Care of Older Veterans in the Acute
Psychiatry and Nursing Home Care Unit Settings"

1994 - 1997

Director, Medical Student Clerkship in Psychiatry, OHSU

1994 - 2001

Associate Professor of Psychiatry, OHSU

1996 - 2001

Associate Director. Psychiatry Residency Training Program, OHSU

1998 - 2000

Project on Death in America Faculty Scholar, Open SOCiety Institute

2001-2013

Director, Interprofessional'Feliowship Program In Palliative Care, VAPORHCS

2006 - 2013

Director. Portland Center for the Study of Chronic, Comorbid Mental and Physical
Disorders, VA HSR&D Research Enhancement Award Program
This is the annexure marked "LKG-1" referred to in the affidavit
of Linda Kay Ganzin! affirT)'led at Portland, Oregon this
day
of April 2015 b';l9re me
.
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PROFESSIONAL EXPERIENCE
PROFESSIONAL
1989
1989

Hospital, London
London
Visiting
Visiting Fellowship
Fellowship in
in Psychogeriatrics, Guy's-Hithergreen Hospital,
(April 1 -- May 1)
(April

1989 -- 1994
1989

Examiner,
Part IIII "Oral
"Oral Exams"
Exams"
Examiner, American
American Board
Board of Psychiatry and Neurology, Part

MEDICAL LICENSURE
MEDICAL
1984
1984

Oregon (MD14026)
Oregon

SPECIALTY CERTIFICATION
1989
1989

Psychiatry and
and Neurology
Neurology
Diplomate
Diplomate in
in Psychiatry,
Psychiatry, American Board of Psychiatry

1991
1991

Psychiatry, American
American Board
Board of
of Psychiatry
Psychiatry and
and
Added-qualification
Added-qualification in Geriatric Psychiatry,
Neurology
Neurology

2000

Added-qualification recertification in
in Geriatric
Geriatric Psychiatry,
Psychiatry, American
American Board
Board of
of
Psychiatry and
and Neurology
Psychiatry

2010

Added-qualification recertification in Geriatric
Geriatric Psychiatry,
Psychiatry, American
American Board
Board of
of
Psychiatry and
and Neurology - through 2020
Psychiatry

HONORS AND AWARDS
1983

Cum Laude - OHSU
Cum

1983

Alpha Omega Alpha
Alpha

1983

Lange Book Award

1983

American Women's Medical
Medical Association
Association Award
Award for
forScholastic
ScholasticAchievement
Achievement

1985 - 1987

APA Mead-Johnson Fellowship in Public Psychiatry

1987

Resident Research Award, North Pacific
Pacific Society
Society for
for Psychiatry
Psychiatry and
and Neurology
Neurology

1991

National
International Congress
Congress on
on Schizophrenia
Schizophrenia
National Institute of Mental Health -- International
Research,
Investigator Award
Award
Research, Young Investigator

1991

Psychiatry Residency Teaching Award
Award -- OHSU
OHSU

1993

American College
College of
of Neuropsychopharmacology,
Neuropsychopharmacology, Young
Young Investigator
InvestigatorAward
Award

1994

Portland Veterans Affairs Health
Health Care
Care Research
Research Award
Award

1996
1996

Distinguished Service
Service Award, Psychiatry
Psychiatry Residency
Residency Training
Training Program,
Program, OHSU
OHSU

1996

Pacific Region,
Region, Geriatric
Geriatric Psychiatry
Psychiatry
Best Doctors in America, Pacific

1997
1997

of Recognition
Recognition for
for Excellence
Excellence in
in Medical
Medical
Nancy C.A. Roeske, M.D.,
M.D., Certificate
Certificate of
American Psychiatric
Psychiatric Association
Association
Student Education, American

1998
1998

in America, Geriatric
Geriatric Psychiatry
Psychiatry
Best Doctors in

2003

Faculty Development Award,
Award, Department
Department of
of Psychiatry,
Psychiatry, OHSU
OHSU

2003

Poster Session,
Session, Academy
Academy of
ofPsychosomatic
PsychosomaticMedicine
MedicineAnnual
Annual
Second Place Award, Poster
San Diego,
Diego, CA
CA
Meeting, San

2004
2004

in America,
America, Psychiatry
Psychiatry
Best Doctors in

2005
2005

Academy of
of Psychosomatic
Psychosomatic Medicine
Medicine
Research Award, Academy

2005 -- 2009
2009

in America
America
Doctors in
Best Doctors

2010
2010

ofPsychosomatic
Psychosomatic
Dlin-Fisher Award,
Award, Best
Best paper
paper submission,
submission, Academy
Academyof
Finalist, Dlin-Fisher
Medicine
Medicine

PROFESSIONAL
PROFESSIONAL COMMITTEES
COMMITTEES (selected)
(selected)
1989 -- 2005
2005

Ethics Committee,
Committee, VAPORHCS
VAPORHCS

1989
1989 -- 2005
2005

Clinical Consultation
Consultation Subcommittee,
Subcommittee, VAPORHCS
VAPORHCS(Chair,
(Chair,1994-2005)
1994-2005)
Ethics Clinical

2
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1996 -- 2004
1996

Task
Task Force to
to Improve the Care of Terminally-III Oregonians

1997 - 2003
1997

Research
2001-2003)
Research and
and Development Committee, VAPORHCS (Chair, 2001-2003)

1998 -- 2005
1998

Board
Board Member,
Member, Oregon
Oregon Hospice Association

1999 --2002
1999
2002

VA National
National Bioethics Committee
VA

2005 - 2007
2005

Research
Research and
and Development Committee, VAPORHCS

2006 - 2008
2006

Academy of Psychosomatic Medicine,
Medicine, Annual
Annual Meeting,
Meeting, Program
Program Committee
Committee

2006 - Present
2006

Department
OHSU
Department of Psychiatry Executive Committee, OHSU

2006 - 2011
2011

Promotion
of Medicine,
Medicine, OHSU
OHSU
Promotion and
and Tenure Committee, School of

2006 - 2011
2011

Medical
OHSU
Medical Student Award
Award Committee, OHSU

2007 - 2011
2011

OHSU
School
School of Medicine Faculty Council, OHSU

2007 - Present

Academy of Psychosomatic Medicine,
Medicine, Council
Council

2008 - Present
2008

Promotion and
and Tenure
Tenure Committee
Committee
OHSU
OHSU Department of Psychiatry Promotion

2008 - Present
2008

Member,
Disease Research,
Research, Education
Education and
and Clinical
Clinical Center,
Center,
Member, Northwest Parkinson's Disease
VAPORHCS

2008 - 2011
2011

Lake
Foundation
Lake Oswego School District Foundation
Northside
2008-2009-Raised $1.6
$1.6 million
million for
for Lake
Lake Oswego
Oswego Schools
Schools
Northside Campaign Chair, 2008-2009—Raised
President, 2009-2010
President,
Campaign
2010-2011-Raised $2.2
$2.2 million
million for
for Lake
Lake Oswego
Oswego Schools
Schools
Campaign Chair,
Chair, 2010-2011—Raised

2008 - 2010

Academy of Psychosomatic
Psychosomatic Medicine,
Medicine, Chair,
Chair, Research
Research Committee
Committee

2009 - 2012

Member,
Committee
Member, Northwest HSR&D Steering Committee

2010
2010 --2011
2011

Alternate Chair, Research
Research &
& Development
Development Committee,
Committee, VAPORHCS
VAPORHCS

2011 --2012
2012
2011

Academy of Psychosomatic Medicine, Program Chair

2011
2011 - Present

Ad Hoc Reviewer, HSR&D
HSR&D NRI
NRI Scientific
Scientific Merit
Merit Review
Review Board
Board

2012 - 2013
2013

Academy of Psychosomatic Medicine, Secretary

2013 - Present

OHSU Research Committee

2013 - Present

President,
Foundation
President, Portland VA Research Foundation

MENTORING (last
(last decade)
decade)
TEACHING, EDUCATION AND MENTORING

Courses
1990 - Present
Present

Introduction to Geriatric Psychiatry,
Psychiatry, MS3
MS3 (2
(2 hours
hours every
every six
six weeks)
weeks)

1990 - 2013

Introduction to Geriatrics for PGY
PGY 22 and
and PGY
PGY 33 Psychiatry
Psychiatry Residents
Residents (8
(8 hours
hours
biannually)

1991
1991 - Present

Coordinator for weekly Geriatric
Geriatric Psychiatry
Psychiatry Journal
Journal Club
Club

1994 - 1997
1997

in Psychiatry
Psychiatry
Course Director, Medical
Medical Student
Student Clerkship
Clerkship in

1998 - 2009
2009

Lecturer and Small Group
Group Leader,
Leader, MS2
MS2 Aging
Aging Section,
Section, Growth
Growth and
and Development
Development
(3 hours)

2012
2003 - 2012

City Palliative
Palliative Care
Care Conferences
Conferences
Coordinator, All City

Present
2002 - Present

Palliative Care Fellowship,
FellowShip, Didactics
Didactics (6
(6 hours
hours annually)
annually)

Present
2006 - Present

"Decision-making Capacity."
Capacity." Yearly
Yearly to
to Forensic
Forensic Psychiatry
PsychiatryFellows
Fellows

2009
2007 -- 2009

Principles of Clinical Medicine,
Medicine, MS1
MS1 course,
course, spring,
spring, small
small group
groupleader
leader(24
(24in-class
in-class
hours)

3
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Clinical Supervision
Supervision (last decade)
Clinical
1989 -- Present
1989

PGY2
PGY2 Psychiatry
Psychiatry Resident,
Resident, Psychiatry Consultation Service

1991 -- Present
Present
1991

PGY5
PGY5 Geriatric
Geriatric Psychiatry
Psychiatry Fellows in
in Outpatient Clinic

2005 -- Present
2005

Geriatric
Service
Geriatric Medicine Fellow,
Fellow, Psychiatry Consultation Service

2007 -- Present
2007

MS3
M53 Psychiatry Clerkship,
Clerkship, Psychiatry Consultation
Consultation Service

2010 - Present
2010-

PGY1 Neurology
Neurology Resident,
Resident, Psychiatry Consultation Service
PGY1
Service

Research Supervision
Research
1992-- 1994
1992
1994

of delirium
delirium as
as
Kathleen
Kathleen Farrell,
Farrell, MD,
MD, Geriatric Medicine Fellow, "Misidentification of
depression."

1993-- 1994
1993
1994

in emergency
emergency care."
care."
Pam
Pam Edwards,
Edwards, MD,
MD, Psychiatry Resident, "Violent elderly in

1994-- 1996
1994
1996

Susan
MD, Psychiatry Junior Faculty,
Faculty, "Geriatric
"Geriatric training
training in
in adult
adult psychiatry
psychiatry
Susan Levitte,
Levitte, MD,
resident training programs."
resident

1995-- 1997
1995
1997

Beverly
Fellow, "Neuropsychiatric
"Neuropsychiatric adverse
adverse
Beverly Kay
Kay Young,
Young, MD, Geriatric Psychiatry Fellow,
effects of antiparkinsonian drugs."
effects

1998 - 1999

Maria
MD, Medicine Resident, "Caregivers'
"Caregivers' assessment
assessment of
of aa good
good death
death for
for
Maria Silveira,
Silveira, MD,
ALS patients."

1999 - 2004

Richard
Fellow, "Concordance
"Concordance among
among family
family caregivers
caregivers on
on
Richard Mularski,
Mularski, MD, Pulmonary Fellow,
quality of death" and "Pain as a 5th
5th vital sign."
sign."

2001
-2012
2001-2012

Sahana
Psychiatry Junior
Junior Faculty,
Faculty, "Capacity
"Capacity to
to consent
consent to
to research
research
Sahana Misra, MD, Psychiatry
participation in bipolar patients." VA
VA Career
Career Development
Development Award,
Award, 2004-2007
2004-2007

2003 --2012
2003
2012

in patients
patients with
with Parkinson's
Parkinson's disease:
disease: caregiver
caregiver
Elizabeth
of life
life in
Elizabeth Goy, PhD, "Last month of
perspectives." VA Career Development Award,
Award, 2006-2009
2006-2009

2003 --2012
2012

Suzanne Watnick, MD, "Depression and mortality
mortality in
in dialysis
dialysis patients."
patients."

2004 - 2009
2009

in primary
primary care."
care." VA
VA Advanced
Advanced Career
Career
Steven Dobscha, MD,
MD, "Treatment
"Treatment of
of depression
depression in
Development Award, 2005-2008
2005-2008

2005 - 2009

Kristen (Snyder) Dunaway, MD,
MD, "Effect
"Effect of
of Oregon
Oregon motor
motor vehicle
vehicle reporting
reporting changes
changes on
on
elderly drivers."

2010
2010-- Present

MS, "Lung
"Lung Cancer
Cancer Evaluation
Evaluation Process:
Process: Understanding
UnderstandingRisks
Risks
MD, MS,
Christopher Slatore, MD,
Along the Continuum."
Continuum."

PROFESSIONAL PRESENTATIONS (last decade)
decade)
April,
2005
April,2005

Depression and
and Behavioral
Behavioral Disorders
Disorders in
in the
theElderly."
Elderly."Department
Departmentof
of
"Update on Depression
12'h Annual Internal
Internal Medicine
Medicine Review,
Review, OHSU,
OHSU, Portland,
Portland, OR
OR
Medicine 12th

September, 2005
2005

Suicide." Pain
Pain and
and Palliative
Palliative Care
Care Conference,
Conference, Stanford
Stanford University
University
"Physician-Assisted Suicide."
Medical Center, Stanford,
Stanford, CA
CA

October, 2005
2005

"The Lessons of
of Terri
Terri Schiavo."
Schiavo." Keynote
Keynote speaker,
speaker, "Artificial
"Artificial Nutrition
Nutrition and
and Hydration
Hydrationat
at
of Life:
Life: Ethics
Ethics and
and Evidence."
Evidence." Smith
Smith College,
College, MA
MA
End of
the End

October, 2005
2005

WA
Becker Society,
Society, Annual
Annual Meeting.
Meeting. Keynote
Keynote speaker,
speaker, Seattle,
Seattle, WA
Ernest Becker

November,
November, 2005
2005

"Oregon's Death
Death with
with Dignity
Dignity Act:
Act: Who
WhoRequests
RequestsAssisted
AssistedSuicide?"
Suicide?"Academy
Academyofof
"Oregon's
Psychosomatic Medicine,
Medicine, Research
Research Award
Award and
and Plenary
PlenaryLecture,
Lecture,Albuquerque,
Albuquerque,NM
NM
Psychosomatic

February, 2006
2006

Problems in
in Dementia."
Dementia." OHSU
OHSU Family
Family Medicine
MedicineReview
ReviewCourse,
Course, Portland,
Portland,
"Behavioral Problems
OR
OR

4
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February, 2006
2006
February,

"Oregon's
Physician-Assisted Suicide?"
Suicide?" American
American
"Oregon's Death
Death with
with Dignity Act:
Act: Who Chooses Physician-Assisted
Academy
Assembly, Nashville,
Nashville, TN
TN
Academy of
of Hospice
Hospice and
and Palliative Medicine Annual Assembly,

February, 2006
2006
February,

"Care
"Care of
of Patients
Patients with
with Posttraumatic
Posttraumatic Stress
Stress Disorder
Disorder and
and Schizophrenia
Schizophrenia at
at the
the End
End of
Medicine Annual
Annual Assembly,
Assembly,
Life."
Life." American
American Academy
Academy of Hospice and Palliative Medicine
Nashville, TN
TN
Nashville,

March, 2006
March,2006

"Controversies
at the
the End
End of
of Life."
Life." American
American Medical
Medical
"Controversies in
in Artificial
Artificial Food and Hydration at
Directors Association,
Association, Dallas,
Dallas, TX
Directors

March, 2006
March,2006

"The
Eight Years
Years Experience."
Experience." Canadian
Canadian Palliative
PalliativeCare
Care
"The Oregon
Oregon Death
Death with
with Dignity Act: Eight
Association, Victoria, BC
Association,

May, 2006
May,

on Medical
Medical Education."
Education." Federal
Federal Pharmacy
Pharmacy
"The
Industry on
"The Effect
Effect of the
the Pharmaceutical Industry
Conference, Tacoma, WA
Conference,

May, 2006
May,

"Artificial
End of
of Life:
Life: Ethics
Ethics and
and Evidence."
Evidence." Oregon
Oregon
"Artificial Nutrition
Nutrition and Hydration at the End
Geriatric
Conference, Portland,
Portland, OR
OR
Geriatric Education
Education Center, Annual Conference,

June, 2006
June,

"Care
Disorders at
at the
the End
End of
ofLife."
Life." Statewide
StatewidePalliative
Palliative
"Care of Patients with
with Chronic Mental Disorders
Care Conference,
Conference, Beaverton, OR
Care
OR

September, 2006

"The
Morbidity and
and Mortality,
Mortality, Department
Department of
ofMedicine,
Medicine, Portland,
Portland,
"The Disappearing Patient." Morbidity
OR

November, 2006

"When
"When Does
Does a Feeding Tube Prolong Life or Increase Comfort?" Academy of
Psychosomatic
Tucson, AZ
Psychosomatic Medicine Annual
Annual Meeting, Tucson,

November, 2007

in End
End of
of Life
Life Care."
Care." Academy
Academy of
ofPsychosomatic
PsychosomaticMedicine
Medicine
"Accusations of Euthanasia in
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Principal Site Investigator: Goy, ER
Principal
Co-Investigator: Ganzini,
Co-Investigator:
Ganzini, L
Dates
1, 2006-December
2006-December 31,
31, 2007
2007
Dates of Project:
Project: January 1,
Total Cost:
Cost: $27,000
Total
HSR&D
Program "Portland
"Portland Center
Centerfor
forthe
theStudy
StudyofofChronic,
Chronic,Comorbid
ComorbidMental
Mental
HSR&D Research
Research Enhancement Award Program
and Physical Disorders"
and
Principal Investigator: Ganzini
Ganzini L
Principal
Co-Principal Investigator: Hickam,
Hickam, D
D
Dates
1, 2006-September
2006-September 30,
30,2013
Dates of Project:
Project: October 1,
2013
Cost: $1,731,000
Total Cost:
HSR&D
of Suicidal
Suicidal Ideation
Ideation in
in OEF/OIF
OEF/OIFVeterans"
Veterans"
HSR&D "Outcomes and Correlates of
Principal Investigator: Dobscha SK
Principal
Co-Investigator: Ganzini L
Dates of Project: October 1,
1, 2008-April
2008-April 30,
30, 2012
2012
Total Cost: $783,000

Brain Injury"
Injury"
OCTRI
OCTRI "Research
"Research Consent Capacity in
in Individuals with and without Traumatic Brain
Principal
Misra S
S
Principal Investigator: Misra
Co-Principal Investigator: Goy
Goy ER
ER
Co-Investigator: Ganzini L
Dates of Project: August 1,
1,201
O-July 31,
31, 2011
2011
2010-July
Total Cost: $10,000
in
Methamphetamine Abuse Research Center (MARC) Pilot
Pilot Project
Project "Health
"Health Service
Service Use
Use and
and Outcomes
Outcomes in
Veteran Methamphetamine
Methamphetamine Abusers"
Abusers"
Principal Investigator:
Investigator: Ganzini L
Co-Principal Investigator: Morasco
Morasco BJ
BJ
Dates of Project:
1, 201 O-June 30,
30, 2011
2011
Project: July 1,2010-June
Total Cost: $25,000
American Lung Association Social Behavioral Research
Research Award
Award "Depression
"Depression and
and Lung
Lung Cancer:
Cancer: Association
Association
with Mortality and Processes
Processes of
of Care"
Care"
Principal Investigator: Slatore
Slatore C
C
Co-Investigator: Ganzini L
1, 2010-June
2010-June 30,
30,2012
Dates of Project: July 1,
2012
Total Cost: $80,000
NIH "Oregon Alzheimer's Disease
Disease Center"
Center"
Principal Investigator: Kaye
Kaye JJ
Consultant: Ganzini L
1, 2010-March
2010-March 31,
31, 2015
2015
Dates of Project: April 1,
Total Cost: $347,336
HSR&D "Veterans,
Recruitment Restrictions"
Restrictions"
"Veterans, Researchers and IRB Members Experiences with Recruitment
Investigator: Ganzini L
L
Principal Investigator:
NH, Knight
Knight SJ,
SJ, Penrod
Penrod JD
JD
Co-Investigators: Hickam DH, Misra S, Arar NH,
Dates of Project: September 1,
1, 2012-January
20 12-January 31, 2015
2015
Cost: $391,806
$391,806
Total Cost:
Opioid Misuse
Misuse and
and Abuse with
with Urine
Urine Drug
Drug Testing"
Testing"
U.S. Food & Drug Administration "Reducing Prescription Opioid
Morasco BB
Principal Investigator: Morasco
Co-Investigators: Ganzini L,
L, Dobscha S, Peters D,
D, Krebs
Krebs EE
Co-Investigators:
5, 2012-August
20 12-August31,
31, 2015
2015
September 5,
Dates of Project: September
Cost: $177,651
$177,651
Total Cost:
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19
19

HSR&D
Involvement in
in Care
Care (CIVIC)"
(CIVIC)"
HSR&D "HSRD
"HSRD Center to Improve Veteran Involvement
Principal Investigator:
Investigator: Dobscha S
Principal
Co-Principal Investigator: Ganzini
Ganzini L
Co-Principal
Dates of
of Project:
Project: October 1, 2013-September 30, 2018
2018
Dates
Total Cost:
Cost: $2,902,288
Total
MSRC-FY13-22
MSRC-FY13-22 "Home-Based
"Home-Based Mental
Mental Health
Health Evaluation
Evaluation (HOME)
(HOME) to
to Assist Suicidal Veterans with the
Transition from
from Inpatient to Outpatient
Transition
Outpatient Settings:
Settings: A
A Multi-Site
Multi-Site Interventional
InterventionalTrial"
Trial"
United States Army Medical Research
United
Principal Investigator: Matarazzo
Principal
Co-Investigator: Ganzini
Ganzini L
Co-Investigator:
Dates of Project:
Project: September 2013-September
Dates
20 13-September 2015
2015
Total Cost:
Cost: $105,228
Total
NIH/NCATS
NIH/NCATS 5KL2TR000152-08
5KL2TR000152-08 'The
"The Impact of Specialist Palliative Care Utilization on Mortality and Other
Outcomes Among
Network"
Among Lung
Lung Cancer Patients within the Veterans Affairs Health Network"
Principal Investigator: Sullivan D
Principal
D
Co-Investigator (Primary Mentor):
Mentor): Ganzini L
Dates of Project: July 2014-June 2017
Dates
2017
Total Cost: $300,000
Total
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Background: Debates
physician-assisted suicide
of aa
Debates over
over legalisation
legalisation of physician-assisted
suicide (PAS)
(PAS)or
or euthanasia
euthanasia often
often warn
warn of
"slippery slope",
slope", predicting
predicting abuse
abuse ofofpeople
peopleininvulnerable
vulnerablegroups.
groups.ToToassess
assess this
this concern,
concern, the
the authors
authors
Oregon and
and the
the Netherlands,
Netherlands, the
the two
two principal
principaljurisdictions
jurisdictionsininwhich
whichphysician-assisted
physician-assisted
examined data from Oregon
dying is legal and data
data have
have been
been collected
collected over a substantial
substantial period.
Methods: The
PAS, now called death under the Oregon Death with Dignity
Dignity Act,
Act, isis
The data
data from
from Oregon
Oregon (where PAS,
legal)
cumulative Department
Department of
Human Services
and three
three
legal) comprised
comprised all
all annual
annual and cumulative
of Human
Servicesreports
reports1998-2006
1998-2006 and
independent
the Netherlands
Netherlands (where
(where both
both PAS
PAS and euthanasia
euthanasia are now
now legal)
legal)
independent studies;
studies;the
thedata
data from
from the
comprised all four government-commissioned
studies of
1995,
government-commissioned nationwide
nationwide studies
of end-of-life
end-of-life decision
decision making
making (1990,
(1990, 1995,
2001 and
2005) and
and specialised
specialised studies.
studies. Evidence
groups of
and 2005)
Evidenceofof any
any disproportionate
disproportionateimpact
impacton
on 10
10 groups
potentially vulnerable patients
patients was
was sought.
sought.
Results: Rates
Ratesof
ofassisted
assisteddying
dyingininOregon
Oregon and
and in
in the
the Netherlands showed no evidence
evidence of
of heightened
heightened risk
risk for
the
the uninsured
uninsured (inapplicable in the Netherlands,
Netherlands, where all are
are insured),
insured), people
people with
with low
low
the elderly,
elderly, women,
women, the
educational status,
status, the
or chronically
chronicallyill,
ill,minors,
minors,people
peoplewith
withpsychiatric
psychiatricillnesses
illnesses
the poor, the physically disabled or
including depression,
minorities, compared with background
background populations.
populations. The
The only group
depression, or
or racial or ethnic minorities,
with a heightened
heightened risk
risk was people
people with
with AIDS.
AIDS. While
Whileextralegal
extralegalcases
cases were
were not
notthe
the focus
focus of
ofthis
this study,
study, none
none
have
extralegal cases
cases in the Netherlands, there was no evidence of higher
have been
been uncovered
uncovered in
in Oregon;
Oregon; among extralegal
rates in vulnerable groups.
rates
groups.
Conclusions: Where assisted
assisted dying is already
already legal,
legal, there
there isis no
nocurrent
currentevidence
evidence for
for the
theclaim
claimthat
thatlegalised
legalised
PAS
impact on
on patients
patients inin vulnerable
vulnerable groups.
groups. Those
Those who
who received
received
PAS or
or euthanasia
euthanasia will
will have disproportionate impact
physician-assisted
the jurisdictions
jurisdictions studied
studied appeared
appeared toto enjoy
enjoycomparative
comparativesocial,
social,economic,
economic,
physician-assisteddying
dying in
in the
educational, professional
professional and other
other privileges.
privileges.

f physician-assisted
physician-assisted suicide
suicide (PAS)
(PAS) and/or
and/or voluntary
voluntary active
active
euthanasia were
were legalised,
legalised, would
wouldthis
thisdisproportionately
disproportionatelyaffect
affect
euthanasia
people in "vulnerable" groups?
groups? Although
Although principles
principles of
of patient
patient
people
autonomy and the
the right
right toto avoid
avoid suffering
suffering and
and pain
painmay
mayoffer
offer
autonomy
on
support
for these
these practices,
practices, concerns
concerns about
about their
their impact
impact on
support for
vulnerable populations
against them.
them. Warnings
Warnings about
about
vulnerable
populations speak
speak against
abuse have
have been
beenvoiced
voiced by
by many
manytask
taskforces,
forces, courts
courtsand
and
potential abuse
medical organisations
several countries
issue isis
medical
organisations in
in several
countries where
where the issue
under debate.
debate. Box
Box 1I presents
presents some
some of
of these
these concerns.
concerns.
We
these concerns
concerns seriously,
seriously, not
notonly
onlybecause
because they
they
We must take these
are repeated
repeated so
so often
often but
but because
because they
they are
areofofsuch
suchgravity.
gravity.
are
Would accepting
accepting or legalising
legalising physician-assisted
physician-assisted dying
dying at
a t aa
Would
patient's explicit
explicit request weigh
weigh more
more heavily
heavily on
on patients
patients inin
patient's
uninsured, the
the
vulnerable groups-the
vulnerable
groups—the elderly,
elderly, women,
women, the
the uninsured,
ethnic minorities,
minorities. people
people with
withdisabilities,
disabilities,people
people
poor, racial or ethnic
sometimes stigmatised
stigmatised illnesses
illnesses like
like AIDS,
AIDS. and
and others?
others?
with sometimes
Would vulnerable
vulnerable patients
patients be
be especially
especiaJly heavily
heavily targeted?
targeted?
Would
Would these patients be
be pressured,
pressured. manipulated,
manipulated. or
or forced
forced toto
Would
request or
or accept
accept physician-assisted
physician-assisted dying
dying by
byoverburdened
overburdened
request
family members,
members, callous physicians,
physicians, or institutions
institutions or
or insurers
insurers
family
concerned about their
their own
ownprofits?
profits?This
Thisslippery-slope
slippery-slope arguarguconcerned
ment assumes
assumes that
that abusive
abusive pressures
pressures would
'would operate
operate on
on all
all
ment
seriously or
terminally ill
ill patients
patients but
butwould
wouldselectively
selectively
seriously
or terminally
disfavour patients
patients whose
whose capacities
capacities for
for decision
decision making
making are
are
disfavour
are subject
subject to
to social
social prejudice
prejudice or
or who
whomay
mayhave
have
impaired, who are
been socially
socially conditioned
think of
of themselves
themselves as
as less
less
been
conditioned to
to think
assumed,
deserving of care. These pressures would result,
result, itit isis assumed,
deserving

amongvulnervulnerin
risk for
for physician-assisted
physician-assisted dying
dying among
in heightened risk
able
background populations.
populations.
able persons compared with background
These
concerns both
both for
for those
those who
whooppose
opposephysicianphysicianThese are
are concerns
assisted dying on moral grounds and
and for
for those
those who
who support
supportitit but
but
are uneasy about
about the
thepossible
possiblesocial
social consequences
consequencesof
oflegalisation.
legalisation.
assume
They
They are
are also
also concerns for
for proponents of legaJisation
legalisation who assume
that the
the risks
risks for
for vulnerable
vulnerable patients
patients are
are heightened
heightened ifif these
these
for those
those who
who favour
favour
practices
well as for
practices remain
remain underground,
underground, as
as well
legalisation
fear that
that vulnerable
vulnerable patients
patients will
will be
be denied
denied aa
legalisation but
but fear
privilege
that healthcare
healthcare
privilege reserved
reserved for
for better-situated
better-situated patients
patients and that
inequities
already affecting
affecting vulnerable
vulnerable persons will
will be
be exacerexacerinequities already
bated. In short, slippery-slope
slipPcly-slope concerns about vulnerable
vulnerable patients
patients
confront both those who
who do
do and
and those
those who
who do
do not
not find
find physicianphysicianassisted dying objectionable on moral
moral grounds.
grounds.
observe that patients
patients are
are members
members of
ofpotentially
potentially
Of course.
course, to observe
vulnera
ble groups is to assert neither that each
each such
such person
person or
or the
the
vulnerable
actually vulnerable
vulnerable nor that
thatpeople
people who
whoare
are
whole isis actually
group as a whole
seriously or terminally ill but not
not considering
conSidering physician-assisted
physician-assisted
seriously
dying are
are not
not vulnerable.
vulnerable. But
But it
it isis to10recognize
recognize aa special
special and
and
dying
about persons
persons and
and groups
groups seen
seenas
asvulnerable
vulnerable
appropriate concern about
or stigmatisation.
stigmatisation.
because of impairment, disadvantage
disadvantage or
Warnings of potential abuse
abuse rest
rest on
onpredictive
predictiveclaims,
claims. claims
claims
typicaIJy
this way
Ivay
typicallyassuming
assumingthat
that higher
higherrates
rates of
of death
death in this
suggest abuse.
We do not attempt
attempt to
to evaluate
evaluateputative
putativecriteria
criteria
suggest
abuse. We

II

Abbreviations: ALS,
ALS,amyotrophic
amyotrophiclateral
lateralsclerosis;
sclerosis; ODDA,
ODDA.Oregon
OregonDeath
Death
Abbreviations:
DignityAct;
Act;PAS,
PAS,physician-assisted
physician-assisted suicide
suicide
with Dignity
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""...
... no
nomatter
maHerhow
howcarefully
carefullyany
anyguidelines
guidelinesare
areframed,
framed,assisted
assistedsuicide
suicideand
andeuthanasia
euthanasia will
willbe
bepracticed
practicedthrough
throughthe
theprism
prismofofsocial
social
inequality and bias
bias that
that characterizes
characterizes the delivery of
of services
services in all
all segments
segments of our
our society,
society, including
including health
health care.
care. The
The practices
practices will
will
pose
without access
access to
care."
pose the
the greatest
greatestrisks
riskstotothose
thosewho
whoare
arepoor,
poor, elderly,
elderly, members
membersof
ofaa minority
minority group,
group, or without
to good medical care."
New York State Task
Task Force
Life and the Law,
Law, 1994
Force on
on Life
1994'1
""...
... the
theState
State has
has an
an interest
interest inin protecting
protecting vulnerable
vulnerable groups—including
groups-including the
the poor,
poor,the
theelderly,
elderly,and
anddisabled
disabledpersons—from
persons-fromabuse,
abuse,
neglect,
mistakes. The
Appeals [Ninth
[NinthCircuit]
Circuit]dismissed
dismissed the
theState's
State's concern
concern that
thatdisadvantaged
disadvantagedpersons
persons might
mightbe
be
neglect, and
and mistakes.
The Court
Court of Appeals
pressured
.... We
the real
real risk
risk of
of subtle
subtle coercion
coercion and
and
pressured into
into physician assisted
assisted suicide
suicideas
asludicrous
ludicrouson
on its
its face
face...
.We have
have recognized,
recognized, however, the
undue influence
influenceinin end
end of
of life
life situations
situations...
..."
undue
"
US
in Washington
US Supreme
SupremeCourt,
Court, joint
joint opinion in
Washington v Glucksberg (1997) and
and Vacco
Vacco vv Quill
Quill (1997)2
(1997) 2
"Euthanasia and assisted
assisted suicide
prohibitedby
bythe
the law
lawcodes
codes of
ofalmost
almost
suicide are
are opposed
opposed by almost every national medical association and prohibited
all
countries ....
euthanasia or
or assisted
assisted suicide or both
both are
are permitted
permitted for
for competent,
com~etent, suffering,
suffering, terminally
terminally illill patients,
patients, there
there may
may be
be
all countries.
... IfIf euthanasia
legal challenges ... to
to extend
extend these
these practices to others who are not
not competent,
competent, suffering
suffering or
or terminally
terminallyill.ill.Such
Suchextension
extension isis the
the "slippery
"slippery
slope" that many
many fear."
Canadian Medical Association,
Association, 199833
"Both society in general and the
the medical profession in particular
particular have
have important
importantduties
duties to
to safeguard
safeguard the
the value
value of
of human
human life.
life. This
This duty
applies especially to the most
most vulnerable
members of society-the
minorities, and
and other
other vulnerable
vulnerable
vulnerable members
society—the sick,
sick, the
the elderly,
elderly, the
the poor, ethnic minorities,
persons. In
In the
the long run, such
persons.
such persons
persons might come to be further discounted
discounted by
by society,
society, or even
even to view themselves
themselves as
as unproductive
unproductive and
candidatesfor
forassistance
assistance with
with suicide."
suicide."
burdensome,
burdensome, and
and on
on that
that basis,
basis, "appropriate"
"appropriate" candidates
theramifications
ramifications[of
[oflegalization]
legalization]are
aretoo
toodisturbing
disturbingfor
forthe
the...'"value
valueour
oursociety
societyplaces
placeson
onlife,
life,especially
especiallyon
onthe
thelives
lives of
ofdisabled,
disabled,
""...
... the
incompetent, and vulnerable persons."
incompetent,
American College of
of Physicians—American
Physicians-American Society
2001'4
Societyof
of Internal
Internal Medicine (ACP-ASIM),
(ACP ASIM), 2001
—

""...
...the
theCollege
Collegeconcluded
concludedthat
thatmaking
makingphysician-assisted
physician-assistedsuicide
suicidelegal
legal raised
raisedserious
serious ethical,
ethical, clinical,
clinical,and
andsocial
socialconcerns
concerns and
andthat
thatthe
the
practice might undermine
undermine patient trust
in end
end of
oflife
lifecare.
care.The
The College
College was
was also
also concerned
concerned with
with the
the risks
risks that
that
trust and
and distract from reform in
legalization posed
posed to vulnerable populations,
populations, including
including poor
poor persons,
persons, patients
patients with dementia,
dementia, disabled
disabled persons,
persons, those
those from
minority
from minority
have experienced discrimination, those
those confronting costly
costly chronic illnesses,
illnesses, or
children."
groups that have
or very young children."
American College
College of
ofPhysicians,
Physicians, 2005
200555
"... allowing
allowing physicians
physicians to participate
participate inin assisted
assisted suicide
suicide would
would cause
cause more
more harm
harmthan
thangood.
good.Physician-assisted
Physician-assisted suicide
suicide isis
fundamentally
the physician's
physician's role as healer,
healer, would
would be
be difficult
difficultor
orimpossible
impossible totocontrol,
control,and
andwould
wouldpose
poseserious
serious
fundamentally incompatible
incompatible with
with the
societal risks
risks ...
...""
societal
readily be
be extended
extended to
to incompetent
incompetent patients
patients and
and other
other vulnerable
vulnerable populations
populations......
"Euthanasia could also readily
American Medical Association,
1996, 20056
20056 77
Association, 1996,
/1

"In the
the BMA's view, legalizing
legalizingeuthanasia
euthanasia or
orphysician-assisted
physician-assisted suicide
suicide would
would have
haveaaprofound
profoundand
anddetrimental
detrimentaleffect
effectononthe
thedoctor—
doctorwould be
be unacceptable
unacceptable to
to put
put vulnerable
vulnerable people
people ininthe
theposition
position ofoffeeling
feelingthey
theyhad
hadtotoconsider
considerprecipitating
precipitatingthe
the
patient relationship. ItIt would
their lives..
lives ....The
The BMA acknowledges that there are some patients
palliative care
care will
willnot
notmeet
meettheir
theirneeds
needs and
andwishes,
wishes,
end of their
patients for whom palliative
considers that
number of
of people
people are
are too
too great
greattotoaccommodate
accommodate the
the needs
needs of
of very
very few."
few."
but considers
that the
the risks
risksof
of significant
significant harm
harm to
to a large number
British
British Medical Association,
Association, 2003 88
Remmelink
commissioned by
by the
the Dutch
Dutchgovernment
government
Remmelink report)
report) commissioned
used
cross-sectional analyses
from interviews,
interviews, death
death
used cross-sectional
analyses of
of data from
certificates
questionnaires totocover
coverall
allend-of-life
end-of-lifedecision
decision
certificates and questionnaires
making in
in the
the years
years 1990,
1990,111 ' "14 1995,
1995, 1515 2001"
2001 16 and
and 2005."
2005. 17Several
Several
smaller,
focused Dutch
studies provide
provide additional
additional data,
clata, as
as
smaller, focused
Dutch studies
noted below.
below. The
Oregon data are
are from
from the
the 2006
2006 report
report and
and
noted
The Oregon
cumulative study'
Dutch data
data are
are from
from the
the2005
2005
cumulative
study"and
and the
the Dutch
nationwide study'
studi 7 unless
unlessotherwise
otherwisementioned.
mentioned.The
TheOregon
Oregon
nationwide
Department of
Human Services
Services data include
include all
all legal
legal cases
cases
Department
of Human
under the
the ODDA;
ODDA; additional
additional surveys
surveys have
have not
not
reported under
reported
uncovered
Thenationwide
nationwide
uncovered extralegal
extralegalor
or unreported
unreported cases.lO
cases."'l'The
cover cases
cases reported to
to the
theauthorities
authoritiesasasrequired
required
Dutch
Dutch data cover
under Dutch
Dutch guidelines
guidelines as
as well
'well as
as extralegal,
extralegal, unreported
unreported cases.
cases.
Box
legal background,
background, incidence
incidence and
andregularegulaBox 22 provides
provides the legal
tion of
of assisted
assisted dying
dying in
in the
thetwo
twojurisdictions.
jurisdictions. The
The term
term
tion
"physician-assisted
was used
used by
by Oregon
Oregon in
in reporting
reporting
"physician-assisted suicide"
suicide" was
its data for
for the
the first
first several
several years
years of
of legalisation,
Iegalisation, but
butititdoes
does not
not
appear in the
the statute;
statute; Oregon
Oregon now
now refers
refers to
to "death
"death under
underthe
the
appear
Oregon Death with Dignity
Dignity Act".
Act". The
The term
term "physician-assisted
"physician-assisted
Oregon
to distinguish
distinguishthe
theform
formofofphysician-assisted
physician-assisted
suicide" is used here to

for 'whether
assisted dying
dying might seem
seem "appropriate"
"appropriate" for
for some
some
whether assisted
vulnerable groups.
groups. Rather,
Rather, we
we ask
ask the
the prior
prior question
question of
of whether
whether
where assisted
assisted dying
dying isis already
already legal,
legal, the
the
there is evidence that where
people in groups
groups identified
identified as
as vulnerable
vulnerable are
are more
more
lives of
lives
of people
frequently ended with assistance from a physician than
than those
those of
of
background population.
population. We
We can now
now begin
begin to
to evaluate
evaluate this
this
the background
factual issue
issue by examining
examining directly
directly what
is happening
happening in
in the
the
factual
what is
two principal
principal jurisdictions—Oregon
jurisdictions-Oregon and
the Netherlands—
Netherlandstwo
and the
where physician-assisted
physician-assisted dying
data have
have been
been
where
dying is
is legal
legal and
and data
collected over
substantial period.
period.
collected
over a substantial

DATA AVAILABLE
AND THE
THE
DATA
AVAILABLE IN
IN OREGON AND
NETHERLANDS
Oregon, nine
nine annual
annual reports
reports issued
issued by
by the
the Department of
of
In Oregon,
Services cover
cover the period
period since
since the
the Oregon
Oregon Death
Death with
with
Human Services
Dignity Act
(ODDA) took
1997.') Three
Three surveys
surveys of
of
Dignity
Act (ODDA)
took effect
effect in
in 1997.'
Oregon physicians
physicians and hospice
hospice professionals
professionals add
add information
information
Oregon
drawn from
Inthe
theNetherlands,
Netherlands,
beyond that drawn
beyond
from official
officialreports.1').j'
reports."' In
four nationwide
nationwide studies
studies ((the
which is
is known
known as
as the
the
four
the first
first of
of which
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Impact of
of physician-assisted
physician - assisteddying
Impact
patients
dyingon
on"vulnerable"
"vulnerable" patients

Oregon
Oregon

The
was passed
passed as
in 1994;
1994;implementation
implementation was delayed
delayed by
by aa legal
legal
The Oregon
Oregon Death
Death with
with Dignity
Dignity Act was
as aa ballot initiative in
injunction
measure was
passed again in 1997;
1997;the
the Act
Actbecame
became law
lawon
on
injunction and the measure
was returned
returned to
to the
the ballot by the
the legislature
legislature and passed
October 27
27 of
of that
that year. AAfederal
federal challenge
challengetoto the
the ODDA
ODDAwas
was rejected
rejected by
by the
the US
us Supreme
Supreme Court
Oregon isis the
the only
only
Court in
in 2006. Oregon
US
utilisati0n of
of the
the ODDA).
ODDA). Euthanasia
Euthanasia remains
remains illegal.
illegal.
US state
state to
to legalize
legalize PAS
PAS (now
(now referred
referred to as utilisation
• A total of
CD
of 292
292 people
people have
have died
died under
underthe
the ODDA
ODDAininthe
the99years
yearssince
since its
its enactment;
enactment; this
this is
is approximately 0.15% of people
have died during this
this period.
who have
• The
CD
Oregon residents
residents to
to obtain
obtain from
from their
theirphysicians
physicians aaprescription
prescriptionfor
forlethal
lethalmedication
medicationfor
forthe
the
The Act
Act allows
allows terminally
terminally ill Oregon
purpose
lives if the
the following
following conditions
conditions are
are met:
met:
purpose of ending their lives
•
CD

-— The
resident of Oregon.
The patient
patient must
mustbe
beadult
adult(18
(18 years
years of
of age
age or
or older)
older) and a resident
-— The
must be
as able
able toto make
makeand
andcommunicate
communicatehealthcare
healthcaredecisions).
decisions).
The patient must
be capable (defined as
consulting physician
physician must
must confirm
confirm the
the diagnosis
diagnosis and
and prognosis.
prognosis.
-— The
The prescribing physician and aa consulting
-— The
physicians as
as having
having aa terminal
terminal illness
illness (defined
(defined as
as 66months
months or
orless
less to
to live).
live).
The patient must
must be
be diagnosed
diagnosed by two physicians
-— The
requests toto his
least 15
15 days,
days, and
and one
one witnessed
witnessed written
The patient
patient must
must make
make two
two oral
oral requests
his or
or her
her physician,
physician, separated
separated by at least
request.
believes the
the patient
patient must
must be referred for
for aa
-— If either physician believes
the patient's
patient's decision
decision may
may be
be inAuenced
influenced by a mental disorder, the
mental health
mental
health evaluation.
-— The
feasible alternatives,
hospice care and
The patient
patient must
must be
be informed
informed by
by the
the prescribing physician of feasible
alternatives, including comfort care, hospice
control.
pain control.
-— The
must request,
the patient
patient to
to notify
notifyhis
hisororher
hernext
nextofofkin
kinofofthe
therequest.
request.
The prescribing physician must
request, but
but may not require, the
-— The
to the
the Oregon
Oregon Department
Departmentof
ofHuman
Human Services
Services (formerly
(formerly the
the
The physician
physician must
must report
report the
the prescription
prescription for lethal medication to
Oregon Health
Health Division);
Division); and
and the
the Department
Department must
must make available an annual statistical
statistical report
report of
of information
information collected
collected under
under
the Act.
Act.'188
Pharmacies are
are required to report
-— Pharmacies
report filling
filling such
such prescriptions.
prescriptions.
• Oregon's statute
statute requires
requires terminal illness
illness but makes
makes no reference
reference to the
the patient's
patient's pain,
pain, symptoms
symptoms or
or suffering.
suffering. ItItdoes
does not
not
indicate whether the prescribing physician
physician must,
must, may
mayor
maynot
notbe
bepresent
presentatatthe
thepatient's
patient'sdeath.
death.ItItstipulates
stipulatesthat
thatending
ending
or may
one's life under
under the
the Death
Death with
with Dignity
DignityAct
Actdoes
doesnot
notconstitute
constitute suicide.
suicide.
The Netherlands
The

• Voluntary active
active euthanasia
euthanasia and
PAS have
have been
been openly practised
practised and, in
in effect,
effect, legal
legal since
since the
the 1980s
1980s under
under guidelines
guidelines
and PAS
courts and by the Royal Dutch
Accordingtotoan
anexception
exceetionininthe
thecriminal
criminalcode
codeenacted
enacted
developed in the courts
Dutch Medical Association. According
in 2002,
2002, physicians
physicians who
whoperform
performeuthanasia
euthanasiaororprovide
provideassistance
assistanceininsuicide
suicidecommit
commitno
nooffense
offenseififthey
theyfollow
followthe
theguidelines
guidelines
for "d
ue care".
For
"due
• Of
Of the total annual mortality of 136
136 000
000(2005),
(2005),approximately
approximately1.7%
1.7%ofofdeaths
deathsare
areby
byvoluntary
voluntaryactive
activeeuthanasia
euthanasia and
and 0.1%
0.1 %
physician-assisted suicide; another 0.4%
0.4% involve
involve life-ending
life-endingacts
actswithout
withoutexplicit
explicitcurrent
currentrequest
request(known
(knownasasLAWER).
LAWER).
by physician-assisted
• The
The guidelines require that:
that:
- The
The patient must
must make
informed and
and well-considered
well-considered request.
request.
—
make aa voluntary, informed
—
- The patient must be
and hopeless
hopeless suffering, either
either currently
currently or
orininthe
theimmediate
immediatefuture
futureand
andwith
withno
nooutlook
outlook
be facing
facing unbearable
unbearable and
improvement.
for improvement.
—
- The
The physician must
must agree with the patient that no
no reasonable
reasonable alternative
alternative treatment
treatment that
that might
might reduce
reduce the
the suffering is
is available.
- The
The physician must
must consult
consult with
independent physician.
physician.
—
with another, independent
- The
The action must
must be performed with due
due care.
care.
—
—
- The
The action must
must be reported to the
the appropriate
appropriateauthorities.
authorities.
•CD Since
Since 1998,
1998, five
five regional
regionalcommittees
committees appointed
appointedby
bythe
theMinistry
MinistryofofJustice
Justicereview
reviewallallreported
reportedcases.
cases.If Ifthey
theydecide
decidethat
thatthe
the
physician's behavior
behavior met
met the
the requirements
requirements of
of due
due care,
care, their
theirdecision
decision isis final.
final.
• Dutch
Dutch law does
does not
the patient
terminally ill but does require that
that the
the patient be facing
facing "unbearable
"unbearable and
and
not require
require that the
patient be terminally
directivesrequesting
requestingeuthanasia
euthanasiaininthe
theevent
eventthat
thatthe
thepatient
patientbecomes
becomescomatose
comatoseorordemented
demented
hopeless suffering". Advance
Advancedirectives
hopeless
legal. Both
Both before and after
after statutory
statutory legalization
legalization inin the
the 2002
2002law,
law,aaphysician
physicianhas
hasbeen
beenprotected
protectedfrom
fromprosecution
prosecution
also legal.
are also
if the
the guidelines
guidelines are
are met.
met.

dying legally
legally permitted
Oregon from
the wider
wider range
range of
of
dying
permitted in
in Oregon
from the
physician-assisted dying
the Netherlands,
Netherlands, namely,
namely, both
both
physician-assisted
dyinginin the
active euthanasia.
euthanasia.
physician-assisted suicide and voluntary active
This paper
paper examines
examines available
available data
concerning the use
use of
of
This
data concerning
physician-assisted dying
(PAS in
in Oregon;
Oregon; PAS
PAS or
orvoluntary
voluntary
physician-assisted
dying (PAS

whether
active euthanasia
the Netherlands)
Netherlands) totodetermine
determine whether
active
euthanasia in the
there is
is evidence
evidence of
ofdisproportionate
disproportionate impact
impact on
onvulnerable
vulnerable
there
the lives
lives of
of people
people in
in vulnerable
vulnerable groups
groups more
more
Are the
populations. Are
physician's assistance
assistance than
than those
those of
of
frequently ended
frequently
ended with aa physician's
other, less
less vulnerable
vulnerable people?
people? The results
results presented
presented (table
(table I)J)
www.jmedethics.com
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Battin,
Battin, van
van der
der Heide,
Heide, Ganzini,
Ganzini, et al
al

move from
from the
the most
data to
move
1110st robust
robust data
to that
that which
which isis partial,
partial,
inferential or in other
inferenlial
other ways
wavs less
less secure.
secure. Detailed
Detailed accounts
accounlS of
of the
lhe
statistical and
and other
other methods
statistical
methods used
used in
in each
each source
source study
study are
are
available in
in those
including information
information on
available
those studies,
studies, variously
variously including
response rates,
response
rates, survey
survey questions
questions asked,
asked, sample
sample sizes,
sizes, actual
actual
numbers, statistical
statistical power
power and confidence
confidence intervals,
intervals, methods
methods of
of
calculation of rate ratios,
calculation
ratios, detectable
detectable differences,
differences, changes
changes over
over
time, and methodology,
methodology, design
design and
and analysis
analysis techniques.
techniques. We
We
time,
recognize that
that substantial differences
recognize
differences in the
the methodologies
methodologies of
of
the source
with
the
source studies
studies make
make itit impossible
impossible to
to determine
determine with
certainty
the actual
actual incidence
incidence of
of assisted
assisted dying
dying in
in several
several of
of
certainty the
the vulnerable
groups studied.
studied. Our
Our question
question is
is whether
the
vulnerable groups
whether the
the
available data
data show evidence
of heightened
to persons
persons in
in
available
evidence of
heightened risk to
vulnerable groups.

associated
status, showed
showed no
no special
special relationrelationassociated with
with educational status,
ships
of euthanasia
euthanasia or
orPAS.
PAS.
ships to
to patterns of

The
The poor:
poor: no
no evidence
evidence of
of heightened risk
The
do not
not include
include direct
direct measures
measures of
of income,
income,
The Oregon
Oregon data
data do
employment
death under
under the
theODDA
ODDA was
was
employmentoror assets,
assets, but
but death
associated
insurance ilnd
with high
high
associatedwith
with having
having health
health insurance
and with
educational
both indirect
indirect indicators
indicators of
of affluence.
affluence. In
In
educational status,
status, both
the
Netherlilnds, data
inferred from
from the
the postal
postal codes
codes of
of the
the
the Netherlands,
data inferred
showed
location
person was
was living
living before
before death showed
location in
in which
which the person
that
the overall
overall rates
rates of
of assisted
assisted dying
dying were
were somewhat
somewhat higher
higher
that the
for
socioeconomic status."
for people
people of
of higher socioeconomic
status."
Racial
Racial and
and ethnic
ethnic minorities: no
no evidence
evidence of
of

heightened risk

IS THERE
THERE EVIDENCE
EVIDENCE OF
OF HEIGHTENED RISK
IS
RISK TO PEOPLE
PEOPLE
IN VULNERABLE
GROUPS?
IN
VULNERABLE GROUPS?
Findings based on robust
Findings
robust data
The elderly:
elderly: no
The
no evidence
evidence of heightened risk

In
Oregon, 97%
292 patients
patients who
who had
had aaphysician's
physician's
In Oregon,
97% of
of the
the 292
assislance
six of
non-white patients
patients
assistance in suicide
suicide were
were white;
white; six
of the non-white
were
was Hispanic
HispaniC and
and one
one was
was
were persons
persons of Asian
Asian descent,
descent, one was
2.6% of
of Oregonians
Oregonians are
are AfricanAfricanNative
Native American.
American. Although
Although 2.6%
American,
has received
received physician-assisted
physician-assisted
American, no African-American has
the Act.
Act. Dutch
Dutch mortality
mortality statistics
statistics do
do not
not include
include
dying
dying under the
information
race or ethnicity;
ethnicity; however,
however, even
even the
the most
most
information about
about race
vocal
Netherlands do
do not
not
vocal opponents
opponents of
of assisted
assisted dying
dying in
in the Netherlands
is imposed
imposed more
more frequently
frequently on
on stigmatised
stigmatised racial
racial or
or
claim
claim that it is
ethnic minorities.
minorities.

In Oregon,
Oregon, 10%
10% of patients who
who died
died by
by PAS
PAS were
were 85
85 or
or older,
older,
21 % of all
persons in
in this
this
whereas 21%
all Oregon
Oregon deaths
deaths were among persons
age category.
Persons aged
18-64 years
years were
were over
over three
three times
times
age
category. Persons
aged 18-64
more likely
more
likely than those
those over
over age
age 85
85 years
years totoreceive
receiveassisted
assisted
dying. In the Netherlands,
in
dying.
Netherlands, rates
rates of
ofassisted
assisted dying
dyingwere
were lowest
lowest in
in 20(5),
2005), next lowest
the people
people over 80 (0.8%
(0.8% in
lowest in
in the
the age
age range
range
65-74 years (2.1%)
(2.1 %) and
and higher
higherbelow
belowage
age65
65(3.5%).
(3.5%).People
Peopleover
over
80 formed
of the group
80
formed 30%
30% of
group of
of patients
patients whose
whose requests
requests were
were
refused and 13%
refused
13% of those
those whose
whose requests
requests were
were granted
granted and
and
carried OUL'"
out.'
carried

People
Peoplewith
with non-terminal
non-terminal physical
physical disabilities
disabilities or
chronic non-terminal
non-terminal illnesses:
illnesses: no
no evidence
evidence of
of
heightened risk
In
one sense,
sense, virtually
virtually all
all patients
patients who
who are
are seriously
seriously or
or
In one
terminally
to some
some extent
extentphysically
physically disabled
disabled and
and
terminally ill
ill are
are to
are dying
dying lose
lose functional
functional capacities
capacities
chronically
chronically ilL
ill. Patients who are
and
may be
be bedridden
bedridden toward
toward the
the end;
end; in
in this
this sense,
sense, most
most
and may
patients
who received
received assistance
assistance in
in dying
dying in
in either
eitherOregon
Oregon or
or
patients who
the
Netherlands were
were chronically
chronically ill
ill and
and (recently)
(recently) disabled.
disabled.
the Netherlands
Cancer,
diagnosis in
in about
about 80%
80% of
of all
all cases
cases of
of assisted
assisted dying
dying
Cancer, the
the diagnosis
both Oregon
Oregon and
and the
the Netherlands,
Netherlands, is
is often
often identified
identified as
as aa
in
in both
chronic
illness; so
so is
is amyotrophic
amyotrophic lateral
lateral sclerosis
sclerosis (ALS),
(ALS), also
also aa
chronic illness;
invulnerable
vulnerable
frequent
diagnosis. Concerns
Concerns about
about persons
persons in
frequent diagnosis.
categories
focused, however,
however, on
Oil pre-existing
pre-existing physical
physical
categories have
have focused,
disabilities
chronic non-terminal
non-terminal illnesses.
illnesses.
disabilities ilnd
and chronic
indicate whether
whether aa
Although
from Oregon
Oregon do
do not indicate
Although the
the data from
ill (defined
(defined
person had
had aa disability
disability before
before becoming
becoming terminally
terminally ill
as
having 66 months
months or
or less
less to
to live),
live), no
no one
onereceived
received physicianphysicianas having
who was
was not
not determined
determined by
by two
two physicians
physicians
assistance
in dying
dying who
assistance in
iII-that is,
is, no
no one
one received
received such
such assistance
assistance for
for
to be
be terminally
terminally ill—that
disability alone. That some
some patients
patients received
received lethal
lethal prescriptions
prescriptions
that they
they did
did not
not ingest
ingest and
and lived
lived longer
longer than
than 66months
months may
may
represent
limitations in
in prognostication,
prognostication, although
althoughclinicians
clinicians
represent limitations
iII cancer
cancer patients
patients are
are likely
likely to
to overovercaring for
for terminally
terminally ill
caring
estimate rather
underestimate survivaL"
'4 In
In the
the
estimate
rather than
than underestimate
survival.
Netherlands,
assisted dying
dying for
for disability
disability alone
alone would
would not
not be
be
Netherlands, assisted
illegal
principle; aa terminal
terminal diagnosis
diagnosis is
is not
not required
required by
by the
the
illegal in
in principle;
Dutch
and aa person
person who
who faces
faces unbearable
unbearable suffering,
suffering,
Dutch guidelines,
guidelines, and
in
his or
or her
her own
own view,
view, and
and who
who has
has been
been offered
offered all
all forms
forms of
of
in his
treatment but
but has
has no
nohope
hopeofofimprovement
improvement may
mayrequest
request
treatment
assistance in
dying. Estimates
Estimates made
made by
by physicians
physicians of
of the
the
assistance
in dying.
amount of
of life
life forgone
forgone can
can be
be used
used to
to make
make an
anapproximation
approximation
amount
of disability
disability or
or chronic
chronic illness
illness status:
status: about
about 0.2%
0.2% of
of patients
patients
of
receiving euthanasia or
or assistance
assistance in
in suicide
suicide were
were estimated
estimatedtoto
receiving
than 66 months
months of
oflife,
life, or
or less
less than
than10
10of
ofthe
the
have forgone
forgone more than
have
2400 cases
cases in
in 2005.
2005. Dutch
Dutch general
general practitioners
practitioners
approximately 2400
approximately
infrequently grant and
and frequently
frequently refuse
refuse assistance
assistance in
indying
dyingtoto
is "old
"oldage/general
age/general deterioradeteriorapatients
whose diagnosis
diagnosis is
patients whose
"other" (this
(thisincludes
includes the
thecategory
category of
of patients
patients with
with
tion"
or "other"
tion" or
no terminal
terminal illness
illness and
and no
noALS
ALS or
or multiple
mUltiple sclerosis)."
sclerosis).'" There
There
no
is thus
thus nonoevidence
evidencethat
thatphysician-assisted
physician-assisted dying
dying poses
poses
is

no evidence
Women: no
evidence of heightened risk
risk
In Oregon,
Oregon, 46%
46% of
of individuals
individuals receiving
receiving assisted
assisted dying
dying were
were
women
women were
were not
more likely
likely than
men to
to use
use
women and
and women
not more
than men
assisted suicide.
suicide. In
In the
the Netherlands,
Netherlands, despite
despite some
some fluctuation
fluct ualioninin
the rates
rates tend
tend to
to be
be
different years
the nationwide
nationwide studies,
studies, the
different
years of
of the
slightly
men.
slightly higher in men.

Uninsured
people: no
Uninsured people:
no evidence
evidence of heightened risk
Three
(1%) did
not have
have documented
documented health
health
Three Oregon
Oregon patients
patients (1%)
did not
in four
four cases,
cases, insurance status
status was
was unknown.
unknown. In
In
insurance, and in
16.9% of
non-elderly adults
in Oregon
Oregon were
were uninunincontrast, 16.9%
contrast,
of non-elderly
adults in
65 and
and older
older are
are insured
insured by
by Medicare).
Medicare). In
In the
the
sured'" (persons
(persons 65
sured"
mandated
Netherlands, virtually
virtually all
patients are
are covered
covered by
by mandated
Netherlands,
all patients
health insurance.
insurance.
nationwide health
People with AIDS:
AIDS: heightened risk found
found
People
In 99 years
years in
in Oregon,
Oregon, aa total
total of
ofsix
sixpersons
persons with
withAIDS
AIDS died
died
under the
the ODDA;
ODDA; although
the numbers
numbers are
are small
small (2%
(2% of
ofthe
the
although the
ODDA deaths),
with AIDS
AIDS were
were 30
30 times
times
total of
of 292
292 ODDA
deaths), persons with
than those
those who
who died
diedof
ofchronic
chronic
more likely
likelv to use assisted dying than
respira tory disorders
the interview
in terview portions
portions of
of the
the nationna tionrespiratory
disorders in
in the
wide studies
studies in
in the
theNetherlands,
Netherlands, very
very few
fewpatients
patientswith
withAIDS
AIDS
had received
received aa physician's
physician's assistance
assistance in
in dying.
dying. However,
However, in
in an
an
had
Amsterdam cohort
of 131
131 homosexual
homosexual men
men with
withAIDS
AIDS
Amsterdam
cohort of
diagnosed between
1985 and
1992 who
who had
had died
died before
before1 1
diagnosed
between 1985
and 1992
January 1995,
1995,22%
by euthanasia or
or PAS.'
PAS."
January
22% died
died by

Findings based on
on partly
partir direct,
direct, partly
partly inferential
infe~ential data
data
Findings
People with
low educational
educattonal status:
status: no
no evidence
eVidence of
People
with low
heightened risk
risk
In Oregon,
Oregon, the
the likelihood
likelihood of
of dying
dying by
by PAS
PAS was
was correlated
correlated with
with
In
educational attainment.
attainment.Terminally
Terminallyill
ill college
college graduates
graduates
higher educational
\-vere 7.6
7.6 times
times more
more likely
likely to
to die
die with
withphysician
physician
in Oregon
Oregon were
in
than those
those without
without aahigh
highschool
schooldiploma.
diploma. While
While
assistance than
assistance
direct quantified
quantified data
data are
are available
available in
in the
theNetherlands
Netherlandsabout
about
no direct
the educational
educational status
status of
ofpatients
patientsreceiving
receiving assisted
assisted dying,
dying,
the
1990 study
study about
aboutprofessional
professional status,
status,
information in
the 1990
information
in the
www.jmedethics.com
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Impactof
of physician-assisted
physician-assisteddying
dyingon
on "vulnerable"
"vulnerable" patients
Impact
patients
heightened risk
risk to
to people
with disabilities
who are
are not
heightened
people with
disabilities who
not also
also
seriously ill.
seriously

deaths)
lowest in
in any
any age
age group,
group, it
it is
is difficult
difficult to
to reach
reach
deaths) were
were the lowest
1% of
statistically
200l, less
statistically firm
firm conclusions.
conclusions. In 2001,
less than
than 1%
of all
all deaths
deaths
of
euthanasia: no
no
of persons
persons aged
aged 1-17
1-17 years
years were
were the
the result of euthanasia:
age group.
group.
cases
cases of
of PAS
PASwere
werefound
found in
in this
this age
The
Netherlands has
recently developed
developed aa protocol
protocol for
for
The Netherlands
has recently
euthanasia
in newborns
newborns with
with very
very serious
serious deficits
deficits who
who have
have aa
euthanasia in
parents and
and medical
medical
hopeless
hopeless prognosis
prognosisand
and experience
experience what
what parents
suffering; the
the decision
decision is
is to
to be
be
experts
experts deem
deem to
to be
be unbearable suffering;
made
parents and
and requires
requires their
their full
full
made in
in collaboration
collaboration with
with the
the parents
protocol." Such
Such cases
cases
approval.
approval. This
Thisisisknown
known as
as the Groningen protocol."
are
infrequent-22 cases
cases have
have been
been reported
reported to
to district
district
are infrequent-22
attorneys
the past
past 77 years,
years, and
and there
there
attorneys in
in the Netherlands during the
10 to
to 20 cases
among the
the somewhat
somewhat
are
are an
an estimated 10
cases annually among

Minors and
and mature
minors: no
no evidence
evidence of
of heightened
heightened
Minors
mature minors:

risk
risk
The Oregon
Oregon ODDA
ODDArequires
requiresthat
that aa patient
patient be an adult
adult (18
(IS years
years
The
of age
age or
or older)
is granted;
granted; no
no cases
cases of
of
of
older) before
before assisted
assisted dying
dying is
physician-assisteddeath
death were
were reported
reported among
among minors.
minors. In
In the
physician-assisted
the
Netherlands, mature
mature and relatively
relatively mature minors
minors are
are underunderNetherlands,
stood to
to have
capacity and
and are
are not
stood
have some
some decision-making
decision-making capacity
not
excluded under
under the
the Dutch
Dutch guidelines,
guidelines, but because
because they
they are
are
excluded
below the
the age
age of majority
majority must be
be regarded
regarded as
as "vulnerable".
"vulnerable".
below
Since death
death rates among minors
Since
minors in
in the
the Netherlands
Netherlands(0.4%
(0.4%of
ofall
all

Table 11 Physician-assisted
from Oregon
Oregon
Physician-assisteddying
dyingininpotentially
potentiallyvulnerable
vulnerablegroups
groups inin Oregon
Oregon and the Netherlands:
Netherlands: overview of data from
reports and studies,
Dutch nationwide
nationwide and
reports
studies, and Dutch
and focused
focused studies
studies

=

Oregon-PAS
Oregon-PAS patients
patients1998-2006
1998-2006
Potentially vulnerable
vulnerable group
Potentially
graup

Characteristic
Characteristic

Netherlands*PAS/euthanasia patients
2400)
Netherlands*- PAS/euthanasia
patients2005
2005(n(n.2400)

(%)
No.
No. (%)

Rate
Rate ratio

Characteristic
Characteristic

(%)
No.
No. (%)

Rate
Rate ratio
ratio

Findings based
based on direct
Findings
direct data
The elderly (age in
in years)
years)
The

18-44
18-44
11
11 (4)
45-64
83
83 (28)
65-84
170
170 (58)
85+
28
28 (10)
85
+
Median 70 (range
(range 25-96)
Median

3.4
3.2
2.3
1.0
1.0

0-64
65-79
80+

900 (38)
950 (39)
550 (23)

1.7
1.7
1.7
1.7
1.0
1.0

Women

Male
Female

157
157 (54)
135 (46)

1.1
1.1
1.0
1.0

Male
Female

1350
1350 (56)
1050 (44)

1.3
1.3
1.0
1.0

Uninsured people
Uninsured

Private insurance
Private
Medicare or Medicaid
Medicare
No insurance
insurance
Status unknown

180 (62)
105 (36)
3 (1)
4 (1)

People with AIDS
People

HIV/AIDSt
HIWAIDST

6 (2)

30.3

HIV/AIDS:I:
HIWAIDSI

25 (9)
82 (28)
64
(22)
64 1221
121 1411
(41)

1.0
1.8
3.2
7.6

Indirect data (via SES);
SES); no direct relationship

Nat
are insured)
insured)
Not applicable (all are

29 (22)

7.9

Findings
Findings based on partly
partly direct
direct and partly
partly inferential
inferential data
data
People
with low educational status
People with
status

<High
school
<High school
HS
HS graduate
Same college
Some
Baccalaureate
Baccalaureate or
or higher

The poor (people
low SES)
(people with low

Rate low*

Racial
Racial and ethnic
ethnic minorities
minorities

White
African-American
African
- American
Hispanic
Native American
American
Asian
Other
Other

SES§
Low SES§
ModerateSES
SES
Moderate
High SES
Institutions§
(97)
284 (97)

1.0

1400
(38)
1400 (38)
1200
(33)
1200 (33)
800 1221
(22)
800

300 (8)
(8)
300

1.0
1.0
1.2
0.3

data (Dutch
(Dutch mortality
mortalitystatistics
statistics are
are not
kept by
by race)
race)
No data
not kept

0(0%)
0
(0%)
«1%)
1 (<1%)
«1%)
1 (<1%)
(2)
6 (2)

0.4
0.5
0.5
1.8
1.8

0

0

o

o

People
People with chronic physical
physical or
or mental
mental
disabilities
or chronic
chronicnon-terminal
non-terminalillnesses
illnesses
disabilities or

Not legal;
legal; no
no cases
cases reported
reported or identified
identified
Not

No data
data to
to calculate denominator; probably
probably 10
10cases
cases or
or
Na
fewer per year
year
fewer

Minors
Minors

or identified
identified
Nat legal;
legal; no
no cases
cases reported or
Not

aged 11-16
years
1.6% of
of all
all deaths
deaths of
of minors
minors aged
1.6%
- 16 years

Findings
on inferential
inferential or
or partly
partly contested
contesteddata
data
Findings based on
People
People with psychiatric
psychiatric illness,
illness, including
including
depression
Alzheimer disease
disease
depression and Alzheimer

Not legal;
legal; no
no clear
clearcases;
cases;three
threedisputed
disputedcases
cases
Not
among those
those given
given prescription
prescription (n=456)
(n = 456)
among

No data
data to
to calculate
calculatedenominator;
denominator;increased
increasedrequests
requests
Na
among cancer
cancer patients
patients with
with depression;
depression; probably
probably rare
rare for
for
psych iatric illness
illness as
legal in
in Alzheimer
Alzheimer
psychiatric
as main diagnosis; legal
advance euthanasia
euthanasia directive
directive but
but compliance
compliance
disease with advance
disease
rare
rare

*All
'Allestimates
estimates are
are based
based upon
upon data
data about
aboutaa sample
sample of
of 9000
9000 deaths
deaths from
from August
August to
to November
November 2005,
2005, unless
unless indicated
indicated otherwise;
otherwise; 2005
2005 data
data are
are used
used for
for simplicity.
simplicity. Data
Data
are
are roughly
roughly comparable
comparablefor
forentire
entireperiod
periodstudied.
studied.Also
Alsosee
seevan
vander
derHeide
Heideofefal,0/, 2007.''
2007. J7
tReferent
tReferent is
is chronic
chronic lower
lower respiratory
respiratory disorder.
disorder.
tEstimate
:l:Estimate based
based upon
upon prevalence
prevalence study
study from
from early
early1990s.
1990s.
4Indirect
leveland
andinsuredness).
insuredness).
"Indirect data
data (via
(viaeducational
educationallevel
§Estimates
01, 2003.'1
2003."
§Estimates based
based upon
upon 2001
2001 nationwide
nationwide study;
study;also
alsosee
see Onwuteaka-Philipsen
Onwuteaka-Philipsenofefal,
LAWER,
LAWER, life-ending
life-ending acts
acts without
without explicit
explicitcurrent
currentrequest;
request; PAS,
PAS, physician-assisted
physician-assisted suicide;
suicide; SES,
SES, socioeconomic
socioeconomicstatus.
status.
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596
596
over 1000
1000 children
children born
born in
in the
the Netherlands who
over
who die
die during
during the
the
first year
year of life,
first
life, about 1%
1% of newborn deaths.
deaths.

two
to five
five physician-assisted
physician-assisted deaths
request per
per year,
year,
two to
deaths on
on request
mostly
always in
in patients
patients with
with aaconcurrent
concurrent serious
serious
mostly but
but not
not always
physical
the terminal
terminal phase.
phase. Explicit
Explicit requests
requests
physical illness,
illness, often
often in
in the
uncommon in
in
for
physician's assistance
assistance in
dying are
are not
not uncommon
for aa physician's
in dying
and aa majority
majority of
of Dutch
Dutch
psychiatric
psychiatric practice
practice in
in the Netherlands, and
psychiatrists
suicide for
for psychiatric
psychiatric patients
patients
psychiatrists consider
consider assisted
assisted suicide
acceptable
circumstances. However,
However, this
this rather
rather liberal
liberal
acceptable in certain circumstances.
to be
be associated
associated with
with quite
quite reluctant
reluctantpractice:
practice:
attitude
appears to
attitude appears
that Dutch
Dutch law
law would
would permit
permit it,
it, itit occurs
occurs only
only
despite
fact that
despite tbe
the fact
very
very rarely.
Since
Netherlands has
has also
also recognised
recognised as
as legal
legal
Since 2002,
2002, the
the Netherlands
with dementia,
dementia,
advance
directives of
patients with
advance euthanasia
euthanasia directives
of patients
including
Alzheimer disease.
disease. Although
Although approximately
approximately 2200
2200
including Alzheimer
demented
patients with
with advance
advance directives
directives requesting
requesting euthaeuthademented patients
nasia
the onset
onset of
of dementia
dementia die
die annually
annually having
having been
been
nasia after
after the
by aa physician
who knows
knows about
about this
this directive—indeed,
directive-indeed,
treated
treated by
physician who
in
76% of
of such
such cases,
cases, compliance
compliance with
with the
the directive
directive was
was
in 76%
discussed-euthanasia
discussed—euthanasia is
is seldom
seldom performed.")
performed.'
Table
summarises the
the comprehensive
comprehensive data provided
provided in
in
Table 2
2 summarises
table 1.
1.

Findings based
based on
on inferential
inferential or partly contested data
Findings
data
Patients with
with psych
psychiatric
Patients
iatric illness,
i II ness, including
i nclud i ng depression
depression
and Alzheimer disease: no
and
no evidence
evidence of
of heightened risk
Approximately 20%
20% of
of requests
requests for physician assistance in
Approximately
in dying
dying
PAS.'" None
None
came from depressed patients,
patients, but
butnone
noneprogressed
progressedtotoPAS.'"
292 patients who died
determined to
of the 292
died under
underthe
theODDA
ODDA were determined
to
have a mental illness influencing their decision, though
though there
there have
have
been three
among the
been
three disputed
disputed cases
cases among
the 9-year
9-year total
total of
of 456
456 who
who
received prescriptions.'"
prescriptions!" 27" Because
received
Because not all patients who
who requested
requested
assistance were specifically
evaluated
by mental health
healthprofesprofesassistance
specifically evalua
ted by
sionals and
and because
sionals
because many
many cases
cases of
of depression
depression are
are missed
missed in
in
possible that some
some depressed
depressed patients
patientsreceived
received
primary care,
care, it is possible
lethal prescriptions;
prescriptions; itit is
is also
also possible
that a patient
lethal
possible that
patient without
without aa
mental disorder
disorder at
at the
thetime
timeofofreceiving
receiving the
theprescription
prescriptionbecame
became
by the
the time
time they
they ingested
ingestedit.ir.There
Thereis,
is, however,
however, no
nodirect
direct
depressed by
evidence that depressed
forreceiving
receiving
evidence
depressed patients
patients are
are at
at higher
higherrisk
riskfor
ODDA.
assistance in
in dying
dying under
underthe
theODDA.
In the
the Netherlands,
Netherlands, about
about two-thirds
two-thirdsof
ofexplicit
explicit requests
requests for
for
granted. In
In 31%
31% of
of all
all requests
requests not
not
assistance
dying are not granted.
assistance in dying
granted
the 1995
1995 study,
study, the
the physician
physician gave
gave the
the presence
presence of
of
granted in the
psychiatric illness
illness as
as at least
least one
one reason
reason for
fornot
notcomplying.
complying.
psychiatric
Physicians in
in the interview
interview portion of the
the 1995
1995 Dutch
Dutch nationnationPhysicians
wide study mentioned depression as the predominant
predominant symptom
symptom
who died
died by
by PAS
PAS or
or euthanasia
euthanasia inin3%
3% of
ofall
allcases,
cases,
in patients who
compared with "loss of
of dignity"
dignity" in
in 60%,
60%, pain
pain as
as an
an associated
associated
compared
complaint
in 45%
and debility
45% and
debility in 43%.
43%. In
In one
one study,
study, cancer
cancer
complaint in
patients with depressed
patients
depressed mood
mood were
were four
four times
times more
more likely
likely to
to
request euthanasia,
euthanasia, but how
request
how often
often the
the request
request was
was granted
granted isis
unknown."
In 1994,
1994, the Dutch supreme court ruled in the
the Chabot case, in
which
psychiatrist assisted
assisted with suicide
suicide for
for a woman
woman with
with
which a psychiatrist
withoutconcomitant
concomitantphysical
physicalillness,
illness,
intractable depression
depression but
but without
that "intolerable
"intolerable suffering"
suffering" might
might consist
consist in
in mental
mentalsuffering
suffering
not involving
involving the
the terminal
terminal
alone
somatic origins
origins and not
alone without somatic
thatsuch
suchcases
cases
phase of a disease,
the court
court commented
commented that
disease, though the
would
that they
theyrequire
requireheightened
heightenedscrutiny.'"
scrutiny.'"The
The
would be rare and that
about 3%
3% of
of all
all
2001 Dutch
interview study
2001
Dutch interview
study estimated
estimated that about
requests for
for euthanasia
euthanasia or
or PAS
PAS that
that physicians
physicians had
had received
received the
the
previous
from patients
patients with
with predominantly
predominantlypsychiapsychiaprevious year
year were
were from
granted. In
In the
the
tric or
or psychological
psychological illnesses,
tric
illnesses,but
but none
none were
were granted.
Dutch
1995 nationwide
nationwide substudy
substudy on
onend-of-life
end-of-life decision
decision
Dutch 1995
making
psychiatric practice,
practice. there
there appeared
appeared to
to be
be about
about
making in psychiatric

THE
AND THE
THE
THE COMPREHENSIVE
COMPREHENSIVE PICTURE
PICTUREIN
IN OREGON
OREGON AND
NETHERLANDS
The
from Oregon
Oregon and
the Netherlands
Netherlands are
are the
the most
most
The data
data from
and the
informative
sources concerning
concerning legal
legal physician-assisted
physician-assisted dying,
dying,
informative sources
though they
they are
are not
not comparable
comparable in
in aa number
number of
of respects:
respects: they
they
cover
time periods,
periods, were
were obtained
obtained by
by different
different
cover different
different time
theOregon
Oregon
methods,
are of
of different
different strengths.
strengths. Neither
Neither the
methods, and
and are
nor
the Dutch
Dutch studies
studies were
were corrected
corrected throughout
throughout for
for consideraconsideranor the
whether diagnoses
diagnoses that
thatmay
maymake
makephysician-assisted
physician-assisted
tions
of whether
tions of
and nonnondying
equally distributed
vulnerable and
dying attractive
attractive are equally
distributed in vulnerable
vulnerable groups.
groups. Clearly,
Clearly, more
needs to
to be
be done.
done.
more work
work needs
Where
they do
do overlap,
overlap, however,
however, the
the studies
studies are
are largely
largely
Where they
Oregon
consistent.
data are
are robust,
robust, the
the picture
picture ininOregon
consistent. Where
Where the
the data
and
the Netherlands
Netherlands is
is similar:
similar: in
in both
both jurisdictions,
jurisdictions, aa smaller
smaller
and the
percentage
of older
people received
received assistance
of
percentage of
older people
assistance in
in dying
dying than
than of
younger
gender ratios
ratios were
were slightly
slightly higher
higher for
for males
males
younger patients; gender
over
assistance was
was not
not more
more common
common among
among the
the
over time;
time; and
and assistance
uninsured.
Socioeconomic da
ta of
of intermediate
intermedia te strength,
strength,
uninsured. Socioeconomic
data
usually
other, more
more robust
robust data,
data, also
alsosuggest
suggest
usually inferred
inferred from
from other,
similar
in the
the two
two jurisdictions:
jurisdictions: recipients
recipients of
of assistance
assistance
similar pictures
pictures in
in
dying were
\'\'ere likely
likely to
to be
be of
of equal
equal or
or higher
higher educational
educational status
status
in dying
and
were less
less likely
likely than
the background
background population
popUlationtotobe
bepoor.
poor.
and were
than the
Data
that are
are robust
robust inin one
onejurisdiction
jurisdiction but
butpartly
partlyinferential
inferential
Data that
and
hence less
less secure
secure in
in the
the other
other did
did not
notreveal
reveal cases
cases in
in either
either
and hence

risk in
in physician-assisted dying in
in Oregon
Oregon and
and
Table 2 Summary of evidence of heightened risk
the Netherlands
Evidence of
heightened risk
risk

group
Potentially vulnerable group

No
evidence of
of
No evidence
heightened risk
risk

Direct data
Direct
The elderly
The
Women
Uninsured people
People with AIDS
AIDS
People

x
x
xx
x

Partly dired,
data
Partly
direct, partly inferential data
People with low
low educational
educationalstatus
status
People
The poor: people
people with
withlow
lowsocioeconomic
socioeconomicstatus
stotus
The
Raciol and ethnic
ethnic minorities
minorities
Racial
People with
or mental
mental disabilities
disabilities or
or chronic
chronic
People
with chronic physical or
non-terminal illnesses
illnesses
non-terminal
Minors

x
x
x
x
x

Inferential or
data
Inferential
or partly contested data
People with
illness, including depression
depression and
People
with psychiatric illness,
Alzheimer disease
disease
Alzheimer
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ABSTRACT
Battin
deaths from
from physicianphysicianBattin et
et al examined
examined data
data on deaths
assisted
suicide (PAS)
(PAS) in
in Oregon
Oregon and on
on PAS
PAS and
and
assisted suicide
voluntary
(VE) inin The
This paper
voluntary euthanasia
euthanasia (VE)
The Netherlands.
Netherlands. This
reviews
methodology used in
in their
their examination
examination and
reviews the methodology
questions the conclusions
conclusions drawn
drawn from
from it—namely,
it-namely, that
that
there is for the most
most part
part 'no
'no evidence
evidenceofofheightened
heightenedrisk'
risk'
to vulnerable people from
from the
thelegalisation
legalisationofofPAS
PASororVE.
VE.
This
evidence about
about PAS
PAS inin
This critique
critique focuses
focuses on
on the evidence
Oregon.
that vulnerability
vulnerability to
PAS cannot be
be
Oregon. ItIt suggests
suggests that
to PAS
categorised simply
simply by
gender or
or other
other
by reference
reference to race, gender
socioeconomic
impetus to
to seek
seekPAS
PAS
socioeconomicstatus
status and
and that the impetus
derives
including emotional
reactions
derives from
from factors,
factors, including
emotional state,
state, reactions
to loss, personality
personality type and situation
situation and
and possibly
possibly to
to
PAS
apply across the
the social
social
PAS contagion,
contagion, all
allfactors
factors that
that apply
spectrum,
on the
thebasis
basisofofofficial
official reports
reports
spectrum. It also argues, on
from
Oregon Health
Health Department
Department on
on the
theworking
working ofof
from the Oregon
the Oregon
Oregon Death with
with Dignity
Dignity Act
that,
Act since
since 2008, that,
contrary to the conclusions
contrary
conclusions drawn
drawn by
by Battin
Battin et aI,
a/, the
highest resort
resort toto PAS
PAS inin Oregon
Oregon isis among
among the
theelderly
elderlyand,
and,
on
basis of
of research
research published
published since
since Battin
Battin et al
on the basis
a/
reported,
is reason
reason to
to believe
believe that
that some
some
reported, that there is
terminally
in Oregon
Oregon are taking
taking their
their own
ownlives
lives
terminally illillpatients
patients in
with
despite having
having had
had
with lethal drugs supplied by doctors despite
depression
time when
were assessed and
and
depression at
at the
the time
when they
they were
cleared for
for PAS.
PAS.

The paper
paper by
by Battin
Battin et all
titled above
above purports
purports to
to
a/ 1 titled
examine
is evidence
evidence that, when
when
examine 'whether
'whether there
there is
assisted dying is legal,
legal, the lives
lives of
of people
people in
in groups
groups
more frequently
frequently ended
ended
identified
identified as
as vulnerable are more
with assistance
assistance from a physician
physician than those
those of
of the
the
background
However, their paper
paper
background population'.
population'. However,
reference to certain
certain
categorises
categorises vulnerability
vulnerability by
by reference
socioeconomic groups, relating
relating to
to age,
age, race,
race, sex
sex and
and
by
economic
economic and
and educational
educational status,
status, rather
rather than by
reference
vulnerability and
and personality
personality
reference to emotional vulnerability
type, or
or other
otherrecognised
recognised markers
markers of
of vulnerability
vulnerability
type,
which exist
exist
people seeking to end their
their lives,
lives, which
among people
They conclude that
that
spectrumof
ofsociety.
society22 They
across the spectrum
there is
is no
no evidence
evidence that
thatlegalised
legalised PAS
PAS in
in Oregon
Oregon
poses a risk to
to people
people who
who are,
are, according
according to
to their
their
poses
validity of
of
definitions, vulnerable.
definitions,
vulnerable. We
We question
question the validity
these factors
factors are
are likely
likely to
to be
be
this conclusion,
conclusion, as
this
as these
invisible to their
their traditional
traditionalsocioeconomic
socioeconomicanalysis.
analysis.

BACKGROUND
key concern
concern over
over the
the legalisation
legalisation of
of PAS
PAS is that
that
A key
law enacted
enacted totoprovide
providePAS
PAS for
forself-reliant
self-reliant and
and
a law
capacity might
might
strong-willed individuals
strong-willed
individuals with
with capacity
MedEthics
Ethics 2011;37:171-174.
2011;37:171-174.doi:10.1136/jme.2010.037044
doi:10.1136/jme.2010.037044
JJ Med

migrate
population of
of terminally
terminallyill
ill people
people
migrate into the population
as
less resolute individuals to
to
as aa whole, encouraging less
opt
PAS either as the
the result
result of
ofreal
realororperceived
perceived
opt for PAS
pressures
from within
within themselves,
themselves,
pressures from
from others
others or from
or
under the
the influence
influence of treatable
treatable and
and transient
transient
or under
in practice
practice in
in
depression.
depression. Whether
Whether this is happening in
US state
state of
of Oregon
Oregon is
question that the
the
the
the US
is the question
study of Battin et
sought to
to answer.
answer.
et all
al l sought
They examined
examined Oregon's
Oregon's data on
on PAS
PAS since
since its
its
Dignity
legalisation
legalisation under
under the
the Oregon
Oregon Death
Death with Dignity
attempt to
to assess
assess whether
whether
Act
(ODDA) in
Act (ODDA)
in an
an attempt
persons
socioeconomic groups are
are dying
dying
persons in certain socioeconomic
at
by PAS
PASmore
moreoften
oftenthan
than others
others in
in the population at
large.
selected by Battin
Battin et
large. The
The categories selected
et all
a/ 1 were
as
as follows:
1.
1. The elderly
2.
2. Women
3.
people
3. Uninsured people
4. People
AIDS
People with
with AIDS
5. People
Peoplewith
with low educational
educational status
6.
6. The poor
7.
7. Racial
Racial and
and ethnic minorities
8.
physical disabilities
disabilities or
8. People
Peoplewith
with non-terminal physical
chronic non-terminal
non-terminal illnesses
illnesses
9.
minors
9. Minors
Minors and
and mature minors
10.
psychiatric illness,
illness, including
including
10. Patients
Patients with psychiatric
depression
disease
depression and Alzheimer's disease
They concluded
concluded that all
all these
these categories
categories show
show
'no
Oregon. l
`no evidence
evidence of
of heightened
heightened risk'
risk' in Oregon.'

THE CATEGORIES
CATEGORIES
We
question the
the methodology
methodology used
used and
and
We call
call into question
the
conclusions derived
four distinct
distinct
the conclusions
derived from
from itit on four
conclusions of
of vulnervulnergrounds.
Battin et aI's
grounds. First, Battin
al's conclusions
PAS among
among elderly
elderly people
people in
in Oregon
Oregon
ability
ability to PAS
variance with
with official
official Oregon
Oregon Health
Health
seem
seem at variance
Department
(OHD) data.
data. 33 Second,
Second, some
some of
of the
the
Department (OHD)
other socioeconomic
socioeconomic categories
categories used
used (in
(inparticular,
particular,
women, racial
racial minorities
minorities and
people of
of low
low
women,
and people
be of
of
educational or
educational
or economic
economicstatus)
status) seem
seem to
to be
questionable relevance
relevance in
context ofofvulneravulneraquestionable
in the context
PAS, whereas
whereas other
othervulnerabilities
vulnerabilities have
have
bility to
to PAS,
not been
been discussed.
discussed. Third, the distinctions
distinctionsand
andlegal
legal
implications are
not discussed
discussed between
between terminal
terminal
implications
are not
illness, which the
the ODDA
ODDA covers,
covers, and
and chronic
chronic illness
illness
illness,
ODDAdoes
does not
notlicense
license
or disability for which the
the ODDA
PAS.
cite more
more recently
recently published
published
PAS. Finally,
Finally, we
we cite
Oregon-based research
contrary to
to
Oregon-based
research suggesting
suggesting that,
that, contrary
the conclusion
conclusion reached
reached by Battin
Battin et al,l
persons
a/, 1 persons
with depression
depression are
are indeed
indeed vulnerable
vulnerable to
toPAS;
PAS; we
we
with
also discuss
discuss how
how vulnerability
vulnerability may
maybe
becategorised.
categorised.
also
We deal
these four
four concerns
concerns in turn.
turn.
We
deal with these
171
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PAS and
and the
the elderly
PAS
Battin et
et all
a/ 1 have compared the proportion
Battin
proportion of
of deaths
deaths from
fromPAS
PAS
and
deaths from
from other
other causes
causes for
for two
two groups
groups of
of people
people
and deaths
in
Oregon-those aged
they define
define as
as
in Oregon—those
aged 85
85years
years or
or over,
over, who
who they
elderly,and
andthose
thoseaged
aged18-64
18-64 years.
years. They
They report
report that 'in
elderly,
'in Oregon
Oregon
10% of
of patients
patients who
10%
who died
died by
byPAS
PAS were 85
85 or
or older,
older, whereas
whereas 21%
21 %
of
persons in this
this age
age category'.
category'.
of all
all Oregon
Oregon deaths
deaths were among persons
They state that
that 'persons
'persons aged
aged 18-64
18-64years
years were
were over
over three
three times
times
more likely
more
likely than those
those over
over age
age 85
85years
years totoreceive
receive assisted
assisted
dying'. From
From this
this they draw the
there isis `no
'no
dying'.
the conclusion
conclusion that there
evidence
the elderly
elderly from
from the
thelegalisation
legalisation
evidence of
of heightened
heightened risk'
risk' to the
PAS.
of PAS.
There
number of
of problems
problems with
with this
thisapproach.
approach.TradiTradiThere are
are a number
tionally, the
the threshold of
tionally,
of the
the beginning
beginning of
of old
old age
age isis65
65years,
years,
subcategorised by subsequent decades.
Eighty-five years
subcategorised
decades. 44 Eighty-five
years is
is far
too high
too
high to
to indicate
indicate the
thebeginning
beginning of
ofold
oldage.
age.Second,
Second, Battin
Battin
et ai's
al's calculations
and comments
ct
calculations and
comments omit
omit deaths
deaths among
among OregoOregonians aged
aged between 65 and 84
nians
84 years,
years, despite
despite the OHD
OHD annual
annual
reports on the operation
operation of
of the
the ODDA
ODDAsince
since 1998,
1998, showing
showing that
that
the majority
the
majority (60%)
(60%) of all
all PAS
PAS deaths
deaths occur
occur in
in these
these demodemographically recognised
recognised decades,
decades,65-84
65-84 years,
years, which are
are usually
usually
graphically
called
method of
ofcalculation
calculation
called elderly.
elderly.AAthird
third problem
problem lies
lies in
in the method
itself that is
itself
is vulnerable
vulnerable to
to aa systematic
systematic error.
error. Since
Since death
death rates
rates
from non-PAS
causes among
among persons aged
from
non-PAS causes
aged 85
85 years or
or over
over are
are
thatalmost
almostany
anyrate
rateofofPAS
PAS in
in this
this
naturally very high, it follows that
age
less than the
the
age bracket
bracket isis likely
likelyto
to show
show up
up as
as proportionately less
as deaths
deaths from
from
rate
of deaths
deaths from
from other
othercauses.
causes. Conversely,
Conversely, as
rate of
non-PAS causes
causes are
are relatively
relatively less
lessfrequent
frequent among the young
non-PAS
young and
and
middle-aged (18-64years),
(18-64 years), even aa relatively
middle-aged
relatively small
small rate
rateofofPAS
PAS
will loom large
in this age group as against
will
large in
against other
other deaths.
deaths.
12 OHD
OHD annual
annual reports
reports issued
issued between
between 1998
1998 and
and 2009
2009
The 12
show that,
that, of
ofthe
the460
460persons
persons who
whohave
havedied
diedininOregon
Oregonby
byPAS
PAS
this 12-year
12-year period,
period, 314
314 (68.3%)
(68.3%) were
wereaged
aged65
65years
yearsororover,
over,
over this
whereas
146 (31.7%)
(31.7%) were
aged between
between 18
18 and
and6464years.
years.
whereas 146
were aged
age for
for PAS
PAS recorded
recorded in the reports
reports over
over
Moreover,
Moreover, the
the median age
the 12-year
12-year period
period is
is 71
71 years.
years. Battin
Battin ct
conclusion that the
the
et aI's
al's conclusion
elderly
higher risk
risk of
of PAS
PAS would
would appear
appear to be
be atat
elderly are
are not
not at higher
variance
these official
official data.
data.
variance with these

suicide
than
suicide risk
risk and
and suicide
suicide rates
rates overall
overall are
are higher
higher among
among men than
USA and
and Europe.
Europe. 55 66
women
the USA
women in both the
Similarly,
Similarly,we
weare
aretold
toldthat
that 'in Oregon 97%
97% of
of the 292
292 patients
who
physician's assistance
assistance in
in suicide
suicide were white'. Given
Given
who had a physician's
that white
white individuals
individuals comprise
comprise some
some 90%
90% of
of Oregon's
Oregon's populapopulation,
is also
also unsurprising.
unsurprising. Again,
Again, Battin ctet all
tion, this is
a/ 1 do not state
why
was included
included in their
their analysis
analysis of the
the impact
impact of
of
why ethnicity was
legalised
legalised PAS
PASon
onvulnerable
vulnerablegroups.
groups.Although
Although members
members of ethnic
minorities
to bebesocioeconomically
socioeconomically disadvantaged,
disadvantaged, the
the
minorities tend
tend to
far from
from being
being universal.
universal. Interestingly,
Interestingly, one
one might
might
linkage
linkage isis far
expect
the other
otherdirection,
direction, for
for example,
example, members
members of
of
expect trends
trends in the
are
ethnic
minorities often hold
hold religious
religious or moral beliefs
beliefs that are
ethnic minorities
unfavourable
the concept
conceptof
ofPAS.
PAS. Their
Their lower
lower access
access to
to health
health
unfavourable to the
care
authority in
in
care and
and palliative
palliative care
care in
in the
the USA,
USA, and
and mistrust
mistrust of authority
make these
these groups
groupsless
less vulnerable
vulnerabletotoPAS.
PAS?7 8
general,
general, may in fact make
Battin ct
state that
that'in
'inOregon
Oregonthe
thelikelihood
likelihood of
of dying
dying by
by
et all
a/ 1 state
PAS
They
PASwas
wascorrelated
correlatedwith
with higher
higher educational
educational attainment'.
attainment'. They
ill college
college graduates
Oregon were
were 7.6
7.6
continue:
'Terminally ill
continue: 'Terminally
graduates in
in Oregon
physician assistance
assistance than those
those
times
die with physician
times more
more likely
likely to
to die
without aa high
high school
school diploma'.
diploma,l1 Two questions arise
arise from this
this
are better educated
educated more
more vulnervulnerfinding.
finding. First,
First, are
are people
people who
who are
able,
the context
context ofofPAS,
PAS, because
because illness
illness and
and potential
potential
able, in
in the
dependence
them or
orbecause
because they
theyhave
have
dependence are
are more
more frightening
frightening to them
fewer
psychosocial supports? Second,
Second, perhaps
perhaps more
more interestinterestfewer psychosocial
that college
college graduates were
were 7.6
7.6 times
times
ingly,
ingly, why
why did
did the finding that
more
PAS than
others not lead
lead Battin
Battin and
and her
her
more likely
likely resort
resort to
to PAS
than others
if the
the less
less well
well educated
educated are
are not
not
associates
associates to
to question whether, if
especially
PAS, perhaps
better educated
educated are?
are?
especially vulnerable
vulnerable to
to PAS,
perhaps the better
There
need to
to dig
dig somewhat
somewhat deeper
deeper in
order to try
try and
and
There is
is a need
in order
establish
example, educated
educated patients
patients may
mayresort
resort
establish whether,
whether, for example,
PAS because they
they are
are people
people who
who are
are familiar
familiar
more frequently
to PAS
frequently to
with the
the intricacies
intricacies of
of the
the law
lawand
andcan
canargue
arguemore
morepersuasively
persuasively
with
their physicians
physicians (J(J Griffiths,
Griffiths, personal
personal communication,
communication,
with their
may be
be vulnerable
vulnerable to
to factors
factorsinvisible
invisible
2010).
2010). Alternatively,
Alternatively, they may
to rigid
rigid demographic
demographic analysis.
analysis.
We
under the
the ODDA
ODDA was
was associated
associated with
with
We are
are told
told that
that 'death under
having
high educational
educational status,
status, both
both
having health
health insurance
insurance and
and with high
OHD reports
reports that
that 2.6%
2.6% of
of
indirect indicators
indicators of
of affluence'.
affluence'. I1 The OHD
those dying by PAS
PAS cited
as
cited financial
financial implications
implications of
of treatment as
an end-of-life
health insurance
insurance of
of
end-of-life concern,
concern, but
but only 1.3% had no health
any type, suggesting
suggesting that perceptions
perceptions of
of cost
cost rather
rather than
thanabsoabsolute economic disadvantage
disadvantage might
mightinfluence
influencevulnerability
vulnerabilitytotoPAS
PAS
in a healthcare system that
thatdoes
doesnot
notprovide
provideequitable
equitableuniversal
universal
Yet Battin
Battin ct
do not
notreflect
reflect on
onthe
thevulnerabilities
vulnerabilities
coverage.
coverage. Yet
et all
a/ 1 do
that wealth
wealth may
maybring,
bring,for
forexample,
example, perceptions
perceptions ofofsuffering,
suffering,
dignity,
the stigmatisation
stigmatisation of
ofillness
illness and
anddisability.
disability.
dignity, control,
control, or the
These
are not
not
These merit
merit discussion,
discussion,ifif only
only to
to establish
establish that
that they are
thedata
datasimply
simplydo
do
clear
desire to die
die or that
clear forces
forces towards
towards the desire
that the
not exist
exist to
to confirm
confirm or
orrefute
refutehypotheses.
hypotheses.There
Thereare,
are,however,
however,
within the
the existing
existing more
more detailed
detailed data,
data, pointers
pointers that
that seem
seem to
to
been overlooked.
overlooked.
have been
The Oregon
Oregon data
data on
onfactors
factorssuch
suchas
asloss
loss of
of control,
control, indignity
indignityand
and
The
such vulnerabilities
vulnerabili ties cannot
cannotbe
beignored
ignored
being a burden suggest tha
thatt such
set alongside
alongside the
the relative
relative prosperity
prosperity of
ofthose
thoseresorting
resorting
when set
to PAS
PAS as
authors appear
appearto
tohave
have
asaasolution
solution to
to their suffering. The authors
concept of
of vulnerability
vulnerabilityfrom
fromone
oneperspective
perspectiveonly—as
only-as
seen the concept
which only
onlyless
less educated
educated or
or less
less wealthy
wealthypersons
persons
something to which
might succumb.
succumb.In
Inany
anyresearch
researchanalysis
analysisor
orcritique,
critique,ititisis necessary
necessary
might
what anthropologists
anthropologistscall
callthe
the'insider—outsider'
'insider-outsider'
recognise what
to recognise
polemic in
see a problem
problem from within
within aa set
set of
of
polemic
in which those who see
values have difficulty imagining
imagining aa view
view from
from elsewhere.
elsewhere 99
Battin et a/
all1 do
donot
notdiscuss
discussthe
theongoing—currently
ongoing-currently fourfourBattin
fold-rise in
PAS in
Oregon, but
but media
media coverage
coverage and
andpossible
possible
fold—rise
in PAS
in Oregon,
Also, there may
may be
be aa subliminal
subliminal
need consideration.
consideration. 10
contagion need
111 Also,

Irrelevant groups
groups
The socioeconomic
socioeconomic groups selected by Battin
Battin et all
as measures
measures
a/ 1 as
are commonly
commonly used
used ininsociological
sociological research
research toto
of vulnerability are
address
fields such
such as
as employment,
employment, education,
education,
address questions
questions in fields
(eg, malnutrition)
malnutrition) and life
life expectancy.
expectancy. It isis
housing, health
housing,
health (eg,
questionable, however,
of them
themcan
canbe
beregarded
regarded
questionable,
however, whether
whether many of
vulnerability in
in the
thecontext
contextofofPAS.
PAS.Conversely,
Conversely,
as indicators of vulnerability
qualitative research,
research, vulnerability
vulnerability ininend-of-life
end-of-Iifedecisiondecisionin qualitative
making
been shown to
to be
be more
morerelated
related totocommunicative
communicative
making has
has been
difficulties,
having unrelieved
unrelieved symptoms
symptoms or
or
difficulties, situation,
situation, having
distressing medical
medical condition,
condition, or
orbeing
beingsocially
sociallyundervalued.
undervalued.
a distressing
While some
some
factors transcend
transcendsocioeconomic
socioeconomic groupings.
groupings 22 While
These factors
of the
the groupings
groupings selected
selected by Battin
Battin et
ct al
alll (eg,
(eg, the
the elderly,
elderly, those
those
with illnesses
illnesses or
or disabilities
disabilities and
and persons
persons with
withpsychiatric
psychiatricillness)
illness)
with
are clearly
clearly relevant,
explanation offered
offered as
as to
to why
why
are
relevant, there
there is
is no explanation
such as
as women,
women, racial
racial minorities,
minorities, the
theless
less well
welleducated
educated
others such
less wealthy should
should be
be regarded
regarded as
as vulnerable
vulnerable to
to taking
taking their
their
or less
own lives
lives through
throughPAS.
PAS.
own
Battin et
ct a/
all1 state
state that
that'in'inOregon
Oregon46%
46%ofofindividuals
individualsreceiving
receiving
Battin
assisted dying
women were
were not
notmore
morelikely
likely
assisted
dying were
were women and women
men totouse
useassisted
assistedsuicide'.
suicide'. Battin
Battin et a/
all1 do
do not
not say
say
than men
whether women
womenwere
werebeing
being compared
compared with
withmen
menasasthe
thePAS
PAS data
data
whether
available or
they
on gender was available
or because
becausethe
the hypothesis
hypothesis was
was that they
PAS
have been
been considered
considered potentially
potentiallymore
morevulnerable
vulnerabletotoPAS
might have
men. ItIt isis worth
worth noting
notingthat
thatstudies
studieshave
havesuggested
suggested that
that
than men.

MedEthics
Ethics 2011;37:171-174.
2011;37:171-174.doi:10.1136/jme.2010.037044
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unintended coercive
coercive influence
influence from
from proponents
unintended
proponents of
of PAS,
PAS,
Compassioninin Dying
Dying of
of Oregon,
who often
Compassion
Oregon, who
often broker
broker contact
contact
between the patient
PAS and who
who 'guided most
most
between
patient and
andprescriber
prescriberof
of PAS
of those
those availing
availing themselves
themselves of
of an
an assisted
of
assisted death'.
death'.l111 Coercion is
notoriously slippery
slippery to unmask,
notoriously
unmask, especially
especially in
in consumerist
consumerist socisocieties in
in which citizens may be more sensitive to fashion
fashion and the
the
eties
new and when it is all too easy to project one's own
new
own view
view of
of best
best
interest upon
upon another,
another, or
or to
to feel
feel oneself
oneselfthat
that not
not to conform
interest
conform to
the new way
the
way is
is in
in some
some manner
manner politically
politically incorrect.
incorrect.

space
cancers may go into
into remission
remission and
and
space of
of time.
time. While
While some
some cancers
persist
background of
patient's life
life for
for aa number
number of
of
persist in
in the
the background
of aa patient's
come unforeseen
unforeseen and
bring about
about the
the
years,
years, many
many others
others come
and bring
patient's
matterof
ofmonths
monthsororeven
evenweeks.
weeks.
patient's death within aa matter

Depression
Depression
In
referring to
psychiatric illness,
state that
that
In referring
to psychiatric
illness,the
the authors
authors state
'approximately
dying
'approximately 20% of requests for physician assistance in dying
[in
depressed patients but
but none
noneprogressed
progressed
[in Oregon]
Oregon] came
came from
from depressed
to
PAS', that
is one
one in
in five
five applicants
applicants for
for PAS
PAS in Oregon
Oregon was
was
to PAS',
that is
diagnosed
allowed to
to proceed.
proceed.
diagnosed as
as having
having depression
depression and
and was
was not allowed
ItIt does
for those
those with
withundiagnosed
undiagnosed depression
depression who
who
does not account for
proceeded
to PAS.
PAS.
proceeded to
On
crucial, latter
latter question,
question, since
since Battin
Battin etet aI's
paper,
On this crucial,
al's paper,
aa co-author,
co-author, Ganzini,
Ganzini, has
has published
published a case-based
case-based study of
of 58
58
patients who
who requested
requested PAS,
PAS, 18
18 of whom
whom were
weregiven
given clearance
clearance
for
these 18,
18, three
three(ie,
(ie, one
onein
in
for PAS
PASby
bythe
the assessing
assessing physicians. Of these
six)
treatable but undiagnosed
undiagnosed depression
time of
of
six) had
had treatable
depressionatat the
the time
She concluded
concluded that
Oregon's Death
with
their
assessment. IS
their assessment.
15 She
that Oregon's
Death with
Dignity
'may not
not adequately
adequately protect
protect all
all mentally
mentally ill
ill
Dignity Act
Act 'may
patients'. While Battin et
acknowledge that
all patients
patients
et all
al l acknowledge
that 'not all
who requested
requested assistance
assistance were
were specifically
specifically evaluated by
by mental
mental
health
professionals', there
be a proper
proper and
and more
more urgent
urgent
health professionals',
there may
may be
cause
OHD's data
data on
on the
the
cause for
for concern
concern as
as this
this understates
understates the
the OHD's
operation
PAS law
respect to
to psychiatric
psychiatric and
and
operation of Oregon's PAS
law with respect
psychological
(8.4%) of the
the 460
460
psychological assessment.
assessment. By
By 2009,
2009, only
only 38
38 (8.4%)
their lives
lives under the terms
terms of
of the
theAct
Acthad
had
people
people who
who had ended their
with aadrop
dropininreferrals
referrals
been referred
referred for
for psychiatric evaluation, with
in
recent years
years to zero
zero or
or near
near zero."
zero. 14Ganzini's
Ganzini'sempirical
empirical data
data
in recent
appear
on Battin
Battin et ai's
that 'there
'there isis no
no
appear to cast doubt on
al's statement that
depressed patients
higher risk
risk for
for
direct
direct evidence
evidence that
that depressed
patients are
are at higher
ODDK
receiving
receiving assistance
assistance in
in dying
dying under
under the ODDR.

The sick and disabled
The
disabled
It is
is important
important to
It
to establish
establish whether
whetherpersons
personswho
whoare
arechronically
chronically
rather than terminallyill—that
rather
terminallyill-that is who
who do
do not
not meet
meet the
theODDA's
ODD.A:s
criterion of a 6-month
6-monthprognosis
prognosis of
ofdeath—are
death-arereceiving
receivingPAS
PAS in
in
Oregon. Battin et
et all
al l state
Oregon.
state that
thatininOregon
Oregon'no
'noone
onereceived
received
physician assistance
assistancein
in dying
dyingwho
who was
was not determined
physician
determined by two
physiciansto
to be
physicians
be terminally
terminally ill'.
ill'. They
They concede
concede that
that 'some
'some
patients received
lethal prescriptions
prescriptions that
that they did
patients
received lethal
did not
notingest
ingest
and lived
lived longer
longer than
than 66 months'
months' and
and observe
that this
and
observe that
this 'may
'may
represent limitations in
represent
in prognostication'.
prognostication'.
Indeed, prognostication
12 but
Indeed,
prognostication is
is notoriously
notoriously difficult,
difficult,12
but other
other
factors need
need consideration.
consideration. The
The statement
statement that
thatno
noone
onereceived
received
factors
lethal drugs
drugs who was not
not terminally
terminally ill
ill isis based
based on
on voluntary
voluntalY
lethal
declarations by
by prescribing
doctors, who
who are
are hardly
hardly likely
likely to
to
declarations
prescribing doctors,
make such
such declarations
make
declarations ifif this key
key criterion
criterion in
in the
the assessment
assessment
process for
for PAS
PAShas
has not
not been
met. Indeed,
process
been met.
Indeed, the OHD
OHD annual
annual
reports on PAS
repeatedly observe
observe that 'our
PAS repeatedly
'our numbers
numbers are
are based
based
reports
on aa reporting
on
reporting system
system for
for terminally
terminally ill
ill patients
patients who
wholegally
legally
receive prescriptions
prescriptions for
for lethal
lethal medications,
receive
medications, and do
do not
notinclude
include
patients and physicians
physicians who may
may act
act outside
outside the
the provisions
provisions of
of
13
with Dignity
Dignity Act'.
Act,.lS
the Death with
As Battin et
et all
al l state,
As
state, prognosticating
prognosticating is
is not
not an
anexact
exactscience.
science.
The OHD
OHD data
data from
from 1998
1998 to
to 2009
2009 reveal
reveal the
the median
median length
length of
of
time between
between first
first request
requestfor
forPAS
PAS and
and death
deathwas
was43
43days
days(range
(range
days)." Therefore,
in at least
15-1009 days)14
Therefore, in
least one
one instance
instance aapatient
patient
was
with lethal
lethal drugs
drugs by
by aa physician
physician on
on the
theunderunderwas issued
issued with
standing that
that he
he or
or she
she had
had 66 months
monthsor
orless
less to
tolive
live but
butlived
lived for
for
some
years thereafter.
thereafter.This
This isis not to
some 3 years
to suggest
suggest that
thatOregon
Oregon
physicians
are incompetent
incompetent or breaking
physicians are
breaking the law but rather
rather that
that
the difficulties
difficulties of prognostication are
are such that
thatpersons
personswho
whoare
are
chronically
rather than
than terminally
chronically rather
terminally ill
ill can
canfind
findthemselves
themselves
inadvertently
within the terms
inadvertently accessing
accessing PAS
PAS within
terms of
ofthe
theODDA.
ODDA.
Some
et al's
aI's observations
observations appear
blur the
the
Some of Battin
Battin et
appear to
to blur
distinction
distinction between
between terminal
terminal and
and chronic
chronic illness.
illness. They state
state that
that
'virtually all
all patients
patients who
who are
are seriously
seriously or
or terminally
terminally ill
ill are
aretoto
some
some extent
extent physically
physically disabled
disabled and
and chronically
chronically ill';
ill'; that
that
'patients who
who are
are dying
dying lose
lose functional
functional capacities
capacities and
and may
may be
be
bedridden
towards the
the end';
bedridden towards
end'; that 'in
'in this
thissense,
sense, most
mostpatients
patients
who received
assistance in
in dying
dying in
received assistance
in either
either Oregon
Oregon or
or The
The
Netherlands
Netherlands (which
(which we
we do
do not
notdeal
dealwith
withspecifically
specifically here,
here, but
but
nevertheless
nevertheless informs
informs the
theOregon
Oregondebate)
debate)were
werechronically
chronicallyillilland
and
(recently) disabled'; and that
that 'cancer,
'cancer, the
thediagnosis
diagnosisininabout
about80%
80%
of
of all
all cases
cases of
of assisted
assisted dying
dying in
in both
both Oregon
Oregon and
and The
The
Netherlands,
Netherlands, is
is often
often identified
identified as
as aachronic
chronicillness'.
illness'.This
Thisbegs
begs
the question:
question: what
whatdefinition
definition of
ofchronic
chronic illness
illness isis being
being used?
used?
The term
term isis normally
normally employed
employed to
to designate
designate an
an illness
illness that
that
persists
time and
and that may—but
persists for some considerable
considerable time
may-but will
will not
not
necessarily—be
necessarily-be the eventual
eventual cause
cause of
ofdeath.
death.Therefore,
Therefore,illnesses
illnesses
such
such as
as multiple
multiplesclerosis,
sclerosis, Parkinson's
Parkinson's disease
disease and
andcardiopulcardiopulmonary
monary disease
disease pretty well
well universally
universally have
have aa chronic
chronic and
and
disabling
disabling prelude
prelude before
before they become
become predictably
predictably terminal
terminal asas
defined
defined by less
less than
than 66months
months totolive.
live.Unlike
Unlikesome
someadvanced
advanced
malignancies,
malignancies, they are
are not terminal
terminal in
in the
the sense
sense that
thatthey
theyhave
have
set
set the
the patient
patienton
onaatrajectory
trajectorytotodeath
deathwithin
withina arelatively
relativelyshort
short

CONCLUSION
We
methodology
We challenge
challenge the
the underlying
underlying assumptions
assumptions and the methodology
all in
in their
their2007
2007examination
examinationof
ofPAS
PAS risks
risks
chosen
chosen by Battin et
et a/1
among vulnerable groups. Many
Manyof
ofthe
thesocioeconomic
socioeconomiccategories
categories
PAS law
law has
has been
been tested
tested
against which
which the
theoperation
operationofofOregon's
Oregon'sPAS
have
little or
or no
norelevance
relevance totoconcepts
concepts ofofvulnerability
vulnerability toto
have little
dying'.
'assisted dying'.
Socioeconomic
necessarily aa proxy
proxy for
for
Socioeconomiccategories
categoriesare
are not
not necessarily
PAS. The
Oregon data
data demonstrate
demonstrate
vulnerability to accessing
accessing PAS.
vulnerability
The Oregon
toPAS
PAS among
among better
bettereducated
educated and
andfinancially
financially
a greater
greater resort
resort to
affluent persons,
persons, particularly
particularly those
those over
over 65
65 years
years of
of age.
age. This
This
affluent
to ascertain
ascertain whether
whether they
theyhave
have
warrants further
further enquiry
enquiry to
warrants
vulnerabilities to
influence to
to accessing
accessing PAS,
PAS, which
which are
are not
not
vulnerabilities
to influence
addresses in their
their healthcare
healthcare system.
system.
adequately addresses
More recent research
research calls
calls into question
question the
the conclusion
conclusion that
that
More
persons with depression
depression are
being put
put atatrisk
riskofofPAS.
PAS. InIn
persons
are not being
we believe
believe Battin
Battin et al's
aI's analysis of the data
data as
as regards
regards the
the
short, we
PAS scene
is incomplete.
incomplete.
PAS
scene in Oregon is
Competinginterests
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In
physician-assisted dying
dying in
in Oregon
Oregon and
and the
the Netherlands:
Netherlands;evidence
evidenceconcerning
concerningthe
the
In their critique
critique of our paper "Legal physician-assisted
impact on patients in "vulnerable" groups,"
groups," I.G.
I.G. Finlay
Finlay and
and R.
R. George
George claim
claim to
to challenge
challengeour
ourunderlying
underlyingassumptions
assumptionsand
and
methodology with
on Oregon's
Oregon's data."
data." In
In our
our view,
view, however,
however, they
theymiss
missthe
thepoint
pointofofour
ourpaper
paperand
and
with "another perspective on
address a quite different issue. While we
we welcome
welcome their
their attempt
attemptto
to further
furtherexplore
exploreissues
issuesabout
aboutassisted
assisteddying,
dying,we
wedo
donot
not
believe
our argument
argument that
that where
where assisted
assisted dying
dying isis already
alreadylegal
legal(at
(atthe
thetime
timeofofour
ourstudy,
study,
believe they have in any way undercut our
Oregon and the Netherlands), there is
is no
no current
current evidence
evidence for
for the
the claim
claim that
thatlegalized
legalizedphysician-assisted
physician-assistedsuicide
suicideoror
in vulnerable
vulnerablegroups.
groups.
impact on
on patients
patients in
euthanasia will have disproportionate impact
statementsand
andposition
positionpapers
papers
Our paper was
was developed in response
response to
to the
the "slippery
"slippery slope"
slope" concern
concern widely
widelyprevalent
prevalentininstatements
many professional
professional medical
medicalgroups.
groups.We
Wecited
citedamong
amongothers
othersthis
thissample:
sample:
from variety of groups, including many
medical profession
profession in
in particular
particularhave
haveimportant
importantduties
dutiestotosafeguard
safeguardthe
thevalue
valueofofhuman
humanlife.
life.
"80th society in general and the medical
"Both
applies especially to
to the
the most
most vulnerable
vulnerable members
membersof
ofsociety--the
society--thesick,
sick,the
theelderly,
elderly,the
thepoor,
poor,ethnic
ethnicminorities,
minorities,
This duty applies
In the
the long
long run,
run, such
such persons
persons might
mightcome
cometo
tobe
befurther
furtherdiscounted
discountedby
bysociety,
society,ororeven
eventoto
and other vulnerable persons. In
on that
thatbasis,
basis,"appropriate"
"appropriate"candidates
candidatesfor
forassistance
assistancewith
withsuicide."
suicide."
unproductive and
and burdensome,
burdensome, and
and on
view themselves as unproductive
"... the ramifications [of legalization] are
are too
too disturbing
disturbing for
for the...value
the ... value our
oursociety
societyplaces
placeson
onlife,
life,especially
especiallyon
onthe
thelives
livesofof
"...the
vulnerable persons."
persons." American
American College
CollegeofofPhysicians--American
Physicians--AmericanSociety
SocietyofofInternal
InternalMedicine
Medicine
disabled, incompetent, and vulnerable
2001
(ACP -ASIM), 2001
Drawing on this and many similar statements
statements in
in the
the medical,
medical. policy,
policy. and
and bioethics
bioethics literatures,
literatures,we
weexamined
examined10
10groups
groups
identified here
here and
and in
in inequality
inequality studies
studies generally
generallyas
as"vulnerable."
"vulnerable."We
Weexplicitly
explicitlyrefrained
refrainedfrom
fromassuming
assumingthat
that
variously identified
thesegroups
groupsare
arenot,
not,and
andwe
wedid
didnot
notassert
assertthat
that
actually vulnerable
vulnerable and
and that
that people
peoplenot
notininthese
people in these groups are actually
be examined
examined in
in other
otherways
ways --as
--as Finlay
Finlayand
andGeorge
Georgehave
haveundertaken
undertakentotodo.
do.We
Wedid
did
could not
not be
issues about vulnerability could
objectively this
this particularly
particularlywidespread
widespreadform
formofofslippery-slope
slippery-slopeargument
argumentbecause
becauseit ithas
hasplayed
played
seek, however, to examine objectively
major role in the public,
public, political,
political, and
and professional
professionaldebates
debatesover
overphysician
physicianassistance
assistanceinindying.
dying.We
Weinsisted
insistedthat
thatthe
the
such aa major
ofconcern
concern to
to those
thosewho
whooppose
opposephysician-assisted
physician-assisteddying
dyingon
onmoral
moral
careful examination of objective evidence
evidence should
should be
be of
support aid-in-dying
aid-in-dying but
but are
are uneasy
uneasyabout
aboutthe
thepossible
possiblesocial
socialconsequences
consequencesofoflegalization,
legalization,toto
grounds, to those who support
assume that
that the
the risks
risks for
for vulnerable
vulnerablepatients
patientsare
areheightened
heightenedififthese
thesepractices
practicesremain
remain
proponents of legalization who assume
bedenied
deniedaaprivilege
privilegereserved
reservedfor
for
favor legalization
legalization but
but fear
fear that
thatvulnerable
vulnerablepatients
patientswill
willbe
underground, and to those who favor
that health
health care
care inequities
inequities already
alreadyaffecting
affecting vulnerable
vulnerablepersons
personswill
willbe
beexacerbated--that
exacerbated--thatis,is,toto
better situated patients and that
onmoral
moralgrounds.
grounds.
do not
not find
find physician-assisted
physician-assisted dying
dying objectionable
objectionableon
both those who do and those who do
do not
not claim
claim that
that people
people not
notin
in the
the10
10groups
groupsidentified
identifiedas
asvulnerable
vulnerablemight
mightnot
notseek
seekphysician
physicianassistance
assistanceinin
certainly do
We certainly
reasons--disturbed emotional
emotional states,
states, reactions
reactionstotoloss,
loss.personality
personalitytypes,
types,and
andother
otherfactors
factorsFinlay
Finlayand
and
dying for the "wrong" reasons--disturbed
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Replies
Page22of
of2
Replies to
to Legal
Legal physician-assisted
physician-assisted suicide
suicide in
inOregon
Oregonand
andThe
TheNetherlands:
Netherlands:evidence
evidence...... Page
2

George
and George
George provide
provide as
as itit were
were aasupplemental
supplemental look
lookatatthe
tilesame
same
George mention.
mention. That
That is not the focus of our paper. Finlay and
do
issue.
paper does
does indirectly
indirectly address
address some
some of
oftheir
theirconcerns.
concerns. Not
Notonly
onlydo
issue, but
but with
with an
an entirely different focus. However, our paper
we
rates of assisted dying
dying in
in depression
depression (rates
(rates of
of depression
depression are
are elevated
elevated ininpeople
peopleseeking
seekingassistance
assistanceinindying,
dying,
we examine rates
conditions like
like physical
physical disability,
disability, stigmatized
stigmatizedillnesses
illnessessuch
suchas
asAIDS,
AIDS,
but
but may
may not
not be
be elevated
elevated in people receiving it), but in conditions
in which
which physician-assisted
physician-assistedsuicide
suicideand
andeuthanasia
euthanasiamay
may
chronic
illness (all
(all conditions
conditions in
chronic nonterminal
nonterminal illness.
illness, and psychiatric illness
be
distressed emotional
emotional states
states and
and loss,
loss,but,
but,with
withthe
theexception
exceptionofof
be legal
legal in
in the
the Netherlands). All may all be associated with distressed
AIDS (largely prior,
the development
development of
of highly
highly active
active antiretroviral
antiretroviraltherapy),
therapy),ininnone
noneofofthese
theseconditions
conditions
prior, it can be noted, to the
are rates
did not
not assume
assume that
that the
the categories
categories we
weexamined
examinedidentified
identifiedwere
werethe
theonly
onlyrespects
respects
rates of assisted dying elevated. We did
in
did not
not attempt
attempt to
to distinguish
distinguish between
between relevant
relevantand,
and, as
asFinlay
Finlayand
and
in which
which individuals
individuals could be "vulnerable" and we did
George charge,
groups: rather,
rather, we
we examined
examined the
the categories
categories we
wedid
didbecause
becausethey
theyhad
hadplayed
playedsuch
suchaa
charge, "irrelevant" vulnerable groups;
oflegalization.
legalization.
prominent role
argumentation over
over the
the risks
risks of
role in
in public and professional argumentation
Although
data from both
both Oregon
Oregon and
and the
the Netherlands,
Netherlands, Finlay
Finlayand
andGeorge
Georgeaddress
addressonly
onlythat
thatofofOregon.
Oregon.
Although our paper examined data
Thus
relevance of
of data
data about
about chronic
chronic (nonterminal)
(nonterminal) illness
illnessor
ordisability,
disability,conditions
conditionsininwhich
whichaa
Thus they do not recognize the relevance
patient
of a physician
physician in
in dying
dying in
in the
the Netherlands
Netherlands but
butnot
notininOregon.
Oregon.They
Theymisread
misreadour
our
patient may
may legally seek the assistance of
analysis
that we omit
omit deaths
deaths among
among Oregonians
Oregonians aged
aged between
between65
65and
and84
84years;
years;this
thisdata
data
analysis of data
data about old age, claiming that
does indeed
text but
but is
is clearly
clearly displayed
displayed in
in Table
Table1,1,and
andsupports
supportsour
ourclaim
claimthat
thatthere
thereisisno
no
indeed not appear in the discursive text
evidence of heightened risk of
of assistance in
in dying
dying among
among the
the elderly
elderly (construed
(construed as
asage
age65
65and
andover).
over).We
Wedo
donot
notsee
seeaa
"systematic error" here, though the
tile fact that very
very elderly
elderly people
people die
die less
less frequently
frequentlyof
ofcancer
cancer(the
(themost
mostfrequent
frequentcondition
condition
associated
both Oregon
Oregon and
and the
the Netherlands,
Netherlands, approximately
approximately80%)
80%)may
mayexplain
explainthe
thesome
someofofthe
the
associated with
with assisted dying in both
finding.
Finlay
rise" in
in physician
physician assistance
assistance in
in dying
dying in
in Oregon
Oregonbetween
betweenthe
theinitial
initialyears
yearsofofthe
the
Finlay and
and George also refer to a "four-fold rise"
6/10,000deaths
deathsininOregon
Oregoninin
Death
Patients ingesting
ingesting lethal
lethal medications
medications represented
represented6/10,000
Death With
With Dignity Act and the present. Patients
1998,
deaths in
in Oregon
Oregon in
in both
both 1999
1999 and
and 2000,
2000, and
and21/10,000
21/10,000deaths
deathsininOregon
Oregon
1998, the
the first
first full
full year of legalization, 9/10,000 deaths
in
first year
year of
of legalization
legalization represents
represents persons
personswho
whoreceived
receivedprescriptions
prescriptionsfrom
fromthe
the
in 2010.
2010. Some
Some increase subsequent to the first
previous
subsequent year.
year. ItIt is
is aa misleading
misleading representation
representationof
ofthe
thetrend
trendtotocall
callthis
thisaafour-fold
four-foldincrease.
increase.
previous year dying in the subsequent
Most of Finlay and George's comments are
are not
not really
really about
about our
our data
data and
and analyses;
analyses; rather,
rather,they
theymainly
mainlyconcern
concernthe
the
A careful
careful reading
reading of
of our
our study
study will
will show
showthat
thatmost
mostof
ofthese
theseconcerns
concernshave
havealready
alreadybeen
beenaddressed,
addressed,
limitations of our study. A
particularly careful
careful to
to refrain
refrain from
from conjectural
conjectural claims
claimsabout
aboutthe
themotivations
motivationsofofpeople
peoplewho
whodied
diedwith
with
and
and that we have been particularly
physician assistance, claims that
that are,
are, in
in contrast,
contrast, central
central to
to the
the concerns
concerns ofofFinlay
Finlayand
andGeorge.
George.We
Wewelcome
welcomefurther
further
attempts to examine what really
really happens
happens where
where physician
physician assistance
assistanceinin dying
dyingisislegal,
legal,both
bothconcerning
concerningindividuals
individualswho
whoare
are
members of groups identified in
in the literature
literature as
as vulnerable
vulnerable and
and those
those who
whoare
arenot,
not,including
includingpeople
peoplewith
withhigh
highSES
SESand
and
other indicators of comparative privilege.
privilege. However,
However, we
we do
do not
not welcome
welcome the
theseemingly
seeminglyideologically
ideologicallybiased
biasedassumption
assumption
evident in the Finlay and George
George critique
critique that
that requesting
requesting or
or receiving
receiving such
suchassistance
assistanceisisitself
itselfaasymptom
symptomofofvulnerability;
vulnerability:
make itit impossible
impossible to
to examine
examine the
the facts
facts of
ofthe
thematter
matterinineither
eitherOregon
Oregonororthe
theNetherlands
Netherlandsininany
any
such an assumption would make
objective way.
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Participants
58 Oregonians,
Oregonians,most
mostterminally
terminallyillillwith
with
Participants 58
cancer or amyotrophic
either
amyotrophic lateral
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requested aid
aid in
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aid
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Objective
and
Objective To
Todetermine
determine the
the prevalence
prevalence of depression
depression and
anxiety in
pursuingaid
aidin
in dying
dyingfrom
from
in terminally
terminally ill
ill patients
patients pursuing
physicians.
Design
Design Cross
Cross sectional survey.

Main
Diagnosis of depression or
or
Main outcome
outcome measures
measures Diagnosis
anxiety
anxiety and depression
depression
anxiety according
according to
to the
the hospital anxiety
scale and the
the structured
structuredclinical
clinicalinterview
interview for
for the
the
Diagnostic
Statistical Manual
Manual of
of Mental
Mental Disorders.
Disorders.
Diagnostic and Statistical
Results 15 study
study participants
participantsmet
met"caseness"
"caseness"criteria
criteriafor
for
depression,
and 13
13met
metcriteria
criteria for
for anxiety.
anxiety. 42 patients
patientsdied
died
depression, and
by
for alethal
lethal
by the
the end
end of the
the study;
study; 18
18 received
received a prescription
prescription fora
by lethal
lethal
drug under
theDeath
Deathwith
withDignityAct,
Dignity Act, and
and nine
nine died
died by
underthe
participants who
who received
received aaprescription
prescriptionfor
foraa
ingestion. 15 participants
lethal drug did not meet
meet criteria
criteria for depression;
threedid.
did.All
All
depression; three
depressedparticipants
participantsdied
diedby
bylegal
legalingestion
ingestionwithin
within
three depressed
the research
researchinterview.
interview.
two months
months of
of the
two
most terminally
terminally ill
ill Oregonians
Oregonians who
who
Conclusion Although most
receive
disorders,the
the
receive aid in
in dying
dying do
do not
not have
have depressive
depressive disorders,
current practice
practiceof
ofthe
theDeath
Deathwith
withDignity
DignityAct
Actmay
mayfail
failto
to
current
protect some patients
patients whose
whose choices
choices are
areinfluenced
influencedby
by
depression from
from receiving
receiving aa prescription
prescription for
for aa lethal
lethal drug.
drug.
depression

INTRODUCTION

In 1994
1994 the voters
voters of
of Oregon
Oregon passed
passed the
theDeath
Deathwith
with
Dignity Act, which legalised the practice
of physicians'
physicians'
Dignity
practice of
ill patients.
patients. This
This law
law
aid in
in dying
dying for
for terminally
terminally ill
aid
authorises a physician to prescribe aa lethal
lethal dosage
dosage of
of
authorises
to aa competent,
competent,
drug, usually a short acting barbiturate,
barbiturate, to
requesting patient
the purposes
purposes of
of self
self
requesting
patient for
for the
administration. I Several
Several safeguards
safeguards in
in the
thelaw
lawensure
ensure
administration.
that patients are
are adult,
adult, competent,
competent, terminally
terminallyill,
ill, and
and
to end
end life
life voluntarily
voluntarily but
but not
notimpulsively
impulsively
choosing to
choosing
ofthe
law in 1997,
1997, between
betweenone
one
(box). Since enactment
enactment of
the law
deaths in
in Oregon
Oregon has
has
and two out of every thousand deaths
been by
by lethal ingestion.'
ingestion. I
been
extent to
to which potentially
potentially treatable
treatablepsychiatric
psychiatric
The extent
influence patients'
patients' decisions
decisions for
for aid
aidinin
disorders may influence
been debated.
debated. For
Forpeople
peopleatatthe
theend
endofoflife,
life,
dying has been
depression, hopelessness,
hopelessness, and
and psychosocial
psychosocialdistress
distress are
are
depression,
BMJ
FIRST I bmj.com
bmj.com
BM) II ONLINE
ONLINE FIRST

among the strongest correlates
correlates of
of desire for
for hastened
hastened
2
.!J Eighty
Eighty per
per cent
cent of
ofpatients
patients with
with cancer
cancer who
who
death.
death.'"
complete
mood disorder,
disorder, and,
and, in
in
complete suicide
suicide have
have aa mood
primary
populations, treatment
treatment of
of depression
depression
primary care populations,
10·1.The
TheDeath
Deathwith
withDignity
Dignity
reduces
reduces suicidal
suicidalideation.
ideation.'"
Act
requires that
that if
if the
the prescribing
prescribing or
or consulting
consulting
Act requires
the patient's
patient's judgment
judgmentisis
physician
physician is
is concerned that the
impaired by a mental
mental disorder
disorder(such
(such as
as depression)
depression) the
the
patient
referred to
to aa psychiatrist
psychiatrist or
or aa
patient must
must be
be referred
psychologist.
prescribed until
until the
the
psychologist.No
No drug
drug can
can be prescribed
mental health professional determines
determines that
that the
the patient
patient
does
have aa mental
mental disorder
disordercausing
causing impaired
impaired
does not have
judgment.
PhYSicians, hospice
hospice professionals,
professionals, and
and
judgment.'I Physicians,
family
patients in Oregon
Oregon who
who pursue
pursue
family members
members of patients
not believe
believe that
that depression
depression
aid in dying generally do not
ls 17
influences
forfor
hastened
death.
. In
2007none
none
influenceschoices
choices
hastened
death.
2007
of the
ingestion in Oregon
Oregon
the people who died by lethal ingestion
had been
evaluatedby
byaa psychiatrist
psychiatristor
or aa psychologist.'
psychologist. I
been evaluated
Healthcare
professionals, however,
however,often
oftenfail
failtotorecogrecogHealthcare professionals,
nise
depression, particularly
particularly among
among medically
medically ill
ill
nise depression,
IR 2o
patients.
The goal of
of this study was
was to determine
determine
•
patients.'H-2°
the prevalence and
and severity
severity of
ofpsychological
psychological distress,
distress,
including
depressive disorder,
disorder, in
in Oregonians
Oregonians
including major depressive
who request aid
aid in dying.
dying.
METHODS
We
used several
several sources
sources to
to notify
notify patients
patients of
of the
the
We used
in our
our study.
study. Some
Some potential
potential
opportunity
to participate
participatein
opportunity to
participants had contacted Compassion
Compassion and
and Choices of
Oregon for information
information about
aboutaccessing
accessing aid
aid in
indying.
dying.
an organisation
organisation that
thatoffers
offers
Compassion
and Choices
Choices isis an
Compassion and
information
andassistance
assistance to
to people
peoplewho
who choose
chooseaid
aidin
in
information and
dying in Oregon. In
In 2006
2006 Compassion
Compassion and
andChoices
Choices
dying
attended the
the deaths
deaths of
of three
three
gave information
information to
gave
to or attended
21
quarters of patients
Other
quarters
patients who
who chose
chose aid
aid in
in dying.
dying.'
Other
made an
an explicit
explicit request
requestfor
for aid
aid
potential participants made
as outlined
outlined in
in the
the Death
Deathwith
with
in dying to aa physician
physician as
Dignity Act. Ethics consultants
and palliative
palliative medicine
medicine
Dignity
consultants and
specialists in northwest Oregon
Oregon invited
invited
and oncology specialists
these patients to participate.
participate. Patients
Patients referred
referredfrom
fromall
all
sources
personnel directly
directly for
for more
more
sources contacted study personnel
information about
about enrolling.
enrolling. All
All patients
patients gave
gavewritten
written
informed consent
consent to
to participate.
participate.
informed
all
study psychologist
psychologist (ERG)
(ERG) administered
administered all
The study
measures in
the participant's
participant's home.
home. We
We used
used the
the
measures
in the
page 11 of
of 55
page
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Legal requirements
requirements of
Legal
of the
theOregon
OregonDeath
Deathwith
withDignity
DignityAct'
Act'

The
for care
must
The attending
attending physician
physician who
who is
is responsible
responsible for
care of
of the
the patient's terminal illness must
ensure that:
The patient
patient is
is aged 18 years or above
• The
The patient
patient is a resident
• The
resident of
of the
the state
stateof
ofOregon
Oregon
• The
The patient
patient has made one
one written
written and two oral requests separated
separatedby
by15
15days
days
The patient
patient understands
understands the
alternatives, including
• The
therisks
risks of
ofaid
aid in
in dying and the alternatives,
including hospice
hospice
and comfort care
The patient
patient is
is assessed
assessed by
• The
by aaconsulting
consulting physician
physician
Information about
about the patient
• Information
patientisisreported
reportedtotothe
theOregon
OregonDepartment
DepartmentofofHuman
HumanServices
Services
The
must ensure
ensure that:
that:
The attending
attending and
and consulting physicians must
The patient is capable of
• The
of making and communicating
communicating healthcare
healthcare decisions
decisions
The decision is
• The
is voluntary
The patient
patient has aa terminal
• The
terminal illness that
that would,
would, within
within reasonable
reasonable medical
medicaljudgment,
judgment,
cause death
death within
within six
six months
months

• The
the patient
patient
The patient
patient is referred to a psychologist or psychiatrist if concern
concern exists that the
has aa psychiatric disorder including depression that
that may
may impair
impair judgment
judgment
compiled by
by the
the Oregon
Oregon Department
Departmentof
ofHuman
Human
Information
Information from
fromstatistical
statistical reports are compiled
Services and
and published
Services
published yearly'
yearly'

MacArthur competence assessment
assessment tool to
to determine
determine
participants' capacity
capacity to
to consent
consent to
to research."
participants'
research. 22 Once
Once
enrolled,
participants confirmed
confirmed that
they had
had
enrolled, participants
that they
expressed
obtaining aid in
in dying
dying through
through
expressed interest
interest in
in obtaining
Compassion and Choices
Choices or
or explicitly
explicitly requested
requested aid
aid in
dying from a physician.
physician. The
The protocol
protocol required
requiredexcluexclusion of participants
with cognitive
cognitive impairment
impairment(23
(23ororless
less
participants with
on the Folstein McHugh mini-mental
mini-mental state examination
examination
or
or less
less on
onthe
theshort
shortportable
portable mental
mental status
or 77 or
questionnaire 223:l.2S
). The psychologist
psychologist administered
administered the
the
9.
whichincludes
includes
hospital anxiety and depression scale,26
scale,' which
seven
seven anxiety
anxiety items,
items, each
each
seven depression items and seven
on aa 0-3 scale. For the purposes
ofidentifying
cases
rated
rated on
purposes of
identifying cases
and
consistent with
with expert
expert recommendations,
recommendations, we
we
and consistent
identified participants
participants with
with hospital
hospital anxiety
anxietyand
anddepresdepres11 or
or greater
greater as
as
sion
scale depression
depression scores
sion scale
scores of
of 11
"depressed"
those with
with anxiety
anxiety scores
scores of 10
10 or
or
"depressed" and
and those
greater as "anxious."'
"anxious.,,27The
Thepsychologist
psychologistadministered
administered
wellvalidated
validated
the 20 item Beck hopelessness scale,28
scale,' aawell
predictorofofsuicidal
suicidal
measure
ofhopelessness,
hopelessness,which
whichisisaapredictor
measure of
2!1:10We
ideation and suicide
Wedesignated
designatedthose
those
suicide attempts.
attempts.'"
greater as
as "hopeless."
"hopeless."
with scores of 10 or greater
mood
The
psychologist completed
completed the current
current mood
The psychologist
disorder section
section of
of the
the structured
structuredclinical
clinical interview
interview
for American
American Psychiatric
Psychiatric Association
Association Diagnostic
Diagnostic and
and
Statistical
disorders (SCID-I),
(SCm-I), aa
Statistical Manual-IV
Manual-IV axis
axis I disorders
research instrument
instrument for
for diagnosing
diagnosing mental
mental
standard research
disorders.:ll Because
Because knowing
knowing that the
the patient
patient has
has
disorders.'
requested
aid in
in dying
dying may
mayinfluence
influencediagnostic
diagnostic
requested aid
thresholds for depression,
depression, the
the SCID
SCID interview
interviewwas
was
thresholds
audio taped and
and the
the tapes
tapes were
were reviewed
reviewedby
byaaresearch
research
audiotaped
(SKD) who did not
not know
know ifif the patient
patient had
had
psychiatrist (SKD)
psychiatrist
(19 audiotapes
audiotapes from
from terminally
terminally
requested aid
aid in
in dying
dying (19
requested
ill
not requested
requested aid
aid inindying
dyingwere
were
ill patients who had not
randomly interspersed).
interspersed). Based
Based on
on studies
studies by
by ChochiChochirandomly
colleagues,'12the
theseverity
severityof
ofdepressed
depressed mood
mood
nov and colleagues,'
beatatleast
leastmoderate
moderatefor
forthe
thetwo
two
anhedonianeeded
neededtotobe
or anhedonia

weeks
to reach
reach the
the
weeks before
before the
the interview
interviewin
in order
order to
reported
threshold
diagnosis. Chochinov et al also reported
threshold for diagnosis.
mood
that
thresholds were used
used for
for mood
that when
when moderate thresholds
criteria,
absence of
of physical
physical symptoms
symptoms
criteria, presence
presence or absence
fatigue) no longer
longer influenced
influenced
(such
(such as
as weight
weight loss
loss or fatigue)
depression. Using
Using an
an inclusive
inclusive
categorisation
categorisation of
of depression.
attributed all
all physical
physical symptoms
symptoms of
of
approach,
approach, we
we attributed
depression
diagnosis of
of depression,
depreSSion, even
even ifif they
they
depression to the diagnosis
of death
death
might be a result
result of terminal
terminal disease. Thoughts
Thoughts of
or
attempts are
are criteria
criteriafor
for
or suicide and suicidal plans or attempts
major depressive disorder in the American Psychiatric
ll We
Association
We
Association Diagnostic
Diagnostic and
and Statistical
Statistical Manual.:
Manual.''
to aa diagnosis of
of depression
attributed
suicidal ideation
ideation to
attributed suicidal
depression
or plans
plans
only if the
suicidal thoughts
thoughts or
the patient endorsed suicidal
scm diagnosis
diagnosis of
aside
dying. The final SCID
aside from
from aid in dying.
major depressive disorder was reached by consensus if
ERG
SKD disagreed.
disagreed. For
the purposes
purposes of
of
ERG and
and SKD
For the
identifying cases
particicases of depression, we considered
considered particiiftheir
pants to be depressed
depressed if
their SCID was positive or their
their
hospital anxiety and depression
depression scale depression
depression score
was
27
was 11
11 or
or greater.
greater."
Participants
overall suffering
suffering in the
the two
two
Participants rated their overall
11 point
point scale
scale with
with
weeks
weeks before
before the interview on an 11
end points labelled
labelled 0="I
0="1 have not
not suffered"
suffered" and
and 10="I
10="1
have
Theyrated
ratedtheir
theirquality
quality of
of
have suffered
sufferedseverely."33
severely.' They
life
on an
an 11
11 point
point scale
scale with
with
life in
in the
the previous two weeks on
O="Quality
can be"
be" and
and
0="Qualityof
of life
life as
as good
good as
as it
it can
1O="Terrible,
quality of
of life."
life." Participants
Participants
10="Terrible, very
very bad quality
rated their desire for death in the two
two weeks preceding
preceding
11 point
point scale
scale with
with end
end points
points
the
interview on an 11
the interview
labelled
live as long as
as possible"
possible" and
labelled 0="1
0="I desire
desire to
to live
10="1
die soon."
soon." Participants
Participants
10="I have
have a strong desire to die
as aa reason
reason for
for
rated
the influence
influence of depression
depression as
rated the
requesting aid in dying on a scale
scale on
on which
which 1="depresl="depresto request
request aa
sion
in the
the decision
decision to
sion not at all important in
lethal prescription" and 5="depression very important
important
request aa lethal
lethal prescription."
prescription."
in the decision to request
All participants
participants diagnosed
diagnosed with
with major
major depressive
depressive
All
disorder were notified
notified of this result at the time
time of
of the
the
study visit,
visit, and the study psychologist
psychologist recommended
recommended
facilitate counselling.
counselling. As
Asisis
treatment and
and offered
offered totofacilitate
standard
at our
our institution,
institution, aa safety
safety plan was developed
standard at
developed
so that all
all patients
patients who
who seemed
seemed upset by participation
participation in
to be
be imminently
imminently suicidal
suicidal by
the study or were found to
means
than legalised
legalised assisted
assisted dying
dying would
would be
be
means other than
referred
evaluation of
of mental health.
health. Otherwise,
Otherwise,
referred for an evaluation
participants were assured
assured confidentiality
confidentiality in order
order toto
participants
facilitate honest disclosure.
disclosure. We obtained
obtained information
information
facilitate
outcomes-whetherthe
the study
studyparticipant
participantreceived
receivedaa
on outcomes—whether
ordied
diedby
bylethal
lethalingestion
ingestion
prescription
ofaa lethal
lethal drug
drugor
prescription of
-six
or more
moreafter
afterall
all other
otherdata
datacollection
collectionwas
was
—six months
months or
complete.
Data analysis
analysis

We present
present data
data as
as frequencies
frequencies and
and proportions
proportions for
for
deviations
categorical items and
and as means and standard
categorical
standard deviations
We used
used
distributed continuous
continuous items.
items. We
for normally distributed
compare means.
means. All
All tests
tests were
were two
two
Student's t test to compare
and aa was
was set
set atat0.05.
0.05.
tailed and
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RESULTS
RESULTS

Of
and Choices
Choices clients
clients notified
notified of
of the
Of 178
178 Compassion and
opportunity
the study,
study, 12
12 were
were
opportunity to
to participate
participate in
in the
(28010) enrolled.
enrolled. The
The
ineligible
deceased and
and 47
47(28')/a)
ineligible or
or deceased
11 participants
participants were referred
referred from
from clinicians
clinicians at
at
other 11
other
medical centres.
centres. No patients
patients were
were excluded
excluded
other medical
because of cognitive impairment
or lack
lack of
ofcapacity
capacityto
to
impairment or
of the
the 58
58 patients
patients
consent
consent to
to research.
research. The
The mean age of
requesting
aid in dying
dying was 66 (SD 12) years. Thirty
one
requesting aid
Thirty one
participants were women,
women, 22 were married,
married,and
and21
21 were
were
of the
the interview.
interview. The
The
enrolled in a hospice at the time
time of
most common
terminaldiseases
diseases were
were cancer
cancer(n=44)
(n=44) and
and
common terminal
amyotrophic
sclerosis (n=7).
(n=7). At
of the
amyotrophic lateral sclerosis
At the
the time of
study interview 46 patients had
had explicitly requested
requested aid
aid
in
dying from
from aa physician
physician and
and 47
47 had
hadcontacted
contacted
in dying
Compassion and
and Choices to obtain
obtain aid
aid in dying.
Eight participants scored
scored 11
11 or higher
hospital
higher on the hospital
anxiety and depression
depression scale
scale for depression,
depression, 13
13 scored
scored
10
subscale, and
and11
11 scored
scored10
10
10 or
or greater
greater on the anxiety subscale,
or
higher on
on the
theBeck
Beckhopelessness
hopelessness scale.
scale. Twelve
Twelve
or higher
participants were
were diagnosed
diagnosed with
with depression
depression by the
participants
the
SCID. Fifteen participants met
met our
our criteria
criteriafor
fordepresdepression by
by being
on the
the SCID
SCID or having
having aa
sion
being depressed
depressed on
hospital anxiety and depression
depression scale
scale depression
depression score
score
of
11 or
or higher.
higher. The
The mean
mean desire
desire to
to die
die among
among
of 11
(SD 3.0)
our 11
11
depressed
depressed participants
participants was
was 5.7
5.7 (SD
3.0) on our
point
scale. Seven
depressed group
group did
did not
not
point scale.
Seven of the depressed
attribute
their pursuit
pursuitof
ofaid
aid in
in dying
dying to
to depression
depressionatatall
all
attribute their
(score=I),
depression somewhat
somewhat or
or
(score=1), but
but six
six felt
felt that depression
strongly influenced their preference
preference for hastened
hastened death
death
counsellingwas
was
(scores=3, 4, or 5). An offer to facilitate counselling
made to all depressed
depressed patients, but only one participant
participant
(patient C below) agreed.
Among
the 42 participants
who died
diedby
by the
the end
endof
of the
Among the
participants who
study, 18 received a prescription for a lethal drug and
and
by lethal
lethal ingestion.
ingestion. Among
Among decedents,
decedents, no
no
nine died by
significant differences
between those
those who
who
significant
differences existed
existed between
received a prescription
prescription for
lethal drug
drug and
and those
those
received
for a lethal
not on
onmeasures
measuresofofpsychosocial
psychosocialdistress,
distress,
who did
did not
who
except that those
those who
who received
received aa prescription
prescription had
had
except
Table 11
11Comparison
Comparison of deceased
deceased participants
participants who
who received
received and
and did
did not
notreceive
receive
Values are
are mean
mean (SD)
(SD) unless
unless stated
statedotherwise
otherwise
prescription
drug. Values
prescription for
for lethal drug.
Received
prescription
(n=18)

Measure

Did
Did not
not receive
prescription
(n=22)

(5.1)
7.0 (5.1)
_-

P value (t
test

Hospital
anxietyand
and depression
depression scale-anxiety*
scale-anxiety*
Hospital anxiety

4.S (3.2)
(3.2)
4.8

Hospital
anxietyand
andddepression
scale-depression -IHas p ital anxiety
ep ression scale::::::depressiont

(3.4)
5.7 (3.4)

7.3 (4.4)
(4.4)
7.3

0.19
0.10

.....................................

0.12

... .... ....................._._._...... .
"

"

10.5 (5.4)
(5.4)

14.3 (8.6)
(S.6)

Beck
Beck hopelessness scales

5.0 (3.0)

7.5 (5.4)

O.OS
0.08

Desire
to did
Desire to

1.5 (2.6)

4.7 (3.7)

0.004

Hospital anxiety
Hospital
anxietyand
anddepression
depression scale-total:j:
scale-total
................

Suffering"*
Suffering**
Quality of lifett

.............._.. _.. _,.

4.5
.................................................................................. :33.7
..7:....(2.7)
,.:::., ..........................................
:c..(2.9)
~::, ..............................0.36
:0.:.36
4~ (1.8)
4.0

0~3
0.13

5.1 (7.9)

range from
from 00 (no
(no anxiety)
anxiety) to
to 21 (severe
(severe anxiety).'6
*Scores range
anxiety)."
tScores range
range from
from 0 (no
(no depression)
depression) to
21 (severe
(severe depression)."
depression).'6
tScores
to 21
:j:Sum of
of anxiety
anxiety and
tSum
and depression
depressionscales.'6
scales.'
range from
from 0 (not
(not hopeless)
hopeless) toto 20 (very
(very hopeless).
'8
§Scores range
hopeless)."
~11 point
0=1 desire
10=1 have
die soon.
soon.
1l11
point scale:
scale: 0=1
desire to
to live
live as
as long
long as
as possible; 10=1
have a strong desire to die
***11
6 11 point
point scale:
scale: 0=1
0=1 have not
not suffered
suffered in
in the
thepast
pasttwo
twoweeks;
weeks;10=1
10=1have
havesuffered
sufferedseverely
severelyininthe
thepast
pasttwo
two
weeks."
weeks. 33
ttllpoint scale:
scale:0=quality
O=qualityofoflife
lifeininpast
pasttwo
twoweeks
weeksisisasasgood
goodasasititcan
canbe;
be;10=quality
10=qualityofoflife
lifeinin past
pasttwo
twoweeks
weeks
tt11
is terrible, very bad.
bad.
BAAJ
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(surprisingly)
(surprisingly)aa lower
lowerdesire
desire to
to die
die and
and aa trend
trend toward
1).
lower
lower hopelessness scores (table 1).
Three
18 participants who received
received aa prescripprescripThree of the 18
tion
criteria for
for depression
depression on
on
tion for
for a lethal
lethal drug met our criteria
either
or hospital anxiety
anxiety and
anddepression
depressionscale
scale
either the SCID or
(table
(table 2), and
and 15 did
did not.
not. All
All three
three died
died by lethal ingestion
in
of the interview. None
None
in their
their home within two months of
had
evaluated by
by aa mental
mental health
healthprofessional
professional
had been evaluated
before
in the research.
research. Patient
PatientA,
A, an
an elderly
elderly
before participation
participation in
man
with cancer
cancer who
who was
was receiving
receiving home
home hospice
hospice
man with
services,
anxiety
services, met
met "caseness"
"caseness" criteria on the hospital anxiety
and
depression scale
depression score
score of 12,
12,
and depression
scale with
with a depression
although
result was
was negative.
negative. Patient
Patient B,
B, aa
although his
his SCID
SCID result
middle
with cancer
cancer who
who was
was receiving
receiving
middle aged woman with
home hospice services, was depressed by SCID
SCID criteria.
criteria.
She declined to complete the hopelessness
hopelessness scale because
she had "trouble with
with the entire
entire concept
concept of
ofhope."
hope." She
She
rated her desire
desire to
to die
die and
andher
hersuffering
sufferingas
as quite
quitehigh.
high.
Whether
B received
received mental
mental health
health
Whether patients
patients A
A and B
evaluation
treatment after
after participation
participation in
in the
the study
study
evaluation or treatment
is
an elderly
elderly woman
woman with
withcancer,
cancer,
is unknown. Patient C, an
was
received treatment
treatment
was depressed
depressed by SCID criteria. She received
for
psychostimulant after
after completion
completion
for depression with a psychostimulant
of the survey, was subsequently enrolled in aa hospice,
hospice,
psychiatrist to
have aa
and
was documented
documented by
and was
by a psychiatrist
to have
remission
depression before
before her
her death.
death. She
She
remission in
in her depression
received the prescription when
when she
she was
was depressed,
depressed, and
and
she reported that
that depression
depression somewhat
somewhat influenced
influenced her
her
decision to pursue aid
aid in dying.
dying.
DISCUSSION

Among
requested a physician's
physician's aid in
in
Among patients
patients who
who requested
dying,
had clinical
clinical depression. However,
dying, one in four had
more
three quarters
quarters of
ofpeople
people who
whoactually
actually
more than three
received prescriptions
prescriptions for
for lethal
lethal drugs
drugs did not have a
depressive disorder.
disorder. Our
Ourfindings
findings also
also indicate
indicate that
thatthe
the
legalised aid in dying
dying may
may allow
allow
current practice of legalised
some
potentially ineligible
ineligible patients
receive aa
some potentially
patients to
to receive
prescription
lethal drug;
drug; two
two of
of those
those who
who
prescription for
for aa lethal
ultimately
lethal ingestion had depression
depression at
at
ultimately died by lethal
the time they received
received aa prescription
prescription for
for aa lethal
lethal drug
drug
and died
died by
by ingesting
ingesting the
the drug.
drug. A
A third
thirdpatient
patientwas
was
depressed at the time
time that
that she
she requested
requestedaa physician's
physician's
aid in dying and
and probably
probably received
received her
her prescription;
prescription;
she was successfully
successfully treated
depression before
before
treated for
for her depression
she died by lethal
lethal ingestion.
ingestion.
and limitations
limitations
Strengths and
Although many
many investigators
investigators have
have examined
examinedthe
thedegree
degree
Although
to which
which depression
depression is
is associated
associated with a desire
desire to
to die
die
among terminally
terminally ill
we believe
believe that
that our
our
among
ill patients,2-g
patients," we
measures to
to examine
examine
study is the first to
study
to use
usestandardised
standardised measures
prevalence and
and severity
severity of
of depression
and anxiety
anxiety in
in
the prevalence
depression and
a group of
of patients who have actually requested
requestedand
andare
are
potentially eligible
eligible to receive aid
aid in
in dying.
dying.
potentially
The strengths
strengths of our
our study
study include
include aastandard
standard
The
measure of
of depression (SCID)
(SCm) and
and aa blinding
blinding system
system
that controlled
controlledfor
for the
the effect
effect on the ultimate
ultimate psychiatric
psychiatric
diagnosis of the psychiatrist knowing that the
the patient
patient
diagnosis
requested a physician's
physician's aid in
in dying.
dying. The
The other
other
had requested
measures of depression
depression and anxiety
anxiety are
are commonly
commonly
measures
of 55
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Table2121
Measures
psychological
distressinindepressed
depressed participants
participants who
Table
Measures
ofofpsychological
distress
who received
received aa
physician's aid
aid in
in dying
physician's
Measure
Measure

Case A
A
Case

Case B
B
Case

Case
Case C

7

4

8

SOD depression*

+

Hospital anxiety and depression scale—anxietylHospital anxiety and depression scale—depressiont

12

Hospital anxiety and depression scale—total
~.~spi~.~.I
..a..n.~i~~!'._~.r:~_~.~..p'.r~~~.i.~~:~a.le=~~.~,:1t
Beck hopelessness scale%
Beck

19
19

99

10

14
14
.........................._.. _........_-

17
17

99

NA
NA

99

Desire to
to die**
Desire

66

88

5

Sufferingft

44

88

5

Howmuch
much depressedmood
moodinfluenced
influencedrlerision±±
decision#
How

1

1

3

NA=notavailable;
available; SCID=structured
SC1D=structuredclinical
clinical interview
interview for
for American
American Psychiatric
Psychiatric Association
Association Diagnostic
NA=not
Diagnostic and
and
Statistical Manual-1V
Statistical
Manual-IV
31
*+ indicates
indicates major
major depressive
depressive disorder present; –- indicates
*+
indicates major
major depressive
depressive disorder
disorderabsent.
absent. 31
26
tScoresangfm0(xity)o21sevran.
tScores range from 0 (no anxiety) to 21 (severe anxiety).'6
fScores range from
(no depression)
depression) to
to 21
~Scores
from 00 (no
21 (severe
(severe depression)."
depression).26
§Sum of
of anxiety
anxietyand
and depression
depression subscales.'6
subscales. 76
§Sum
11Scoresrange
rangefrom
from0 0(not
(nothopeless)
hopeless)toto20
20 (very
(veryhopeless)."
hopeless)." Case
llScores
Case B
8 declined to
to complete
complete this
this scale.
scale.
*"11
point
scale:
0=1
desire
to
live
as long as possible;
**11 point
0=1 desire to live as
possible; 10=1
10=1 have aa strong
strong desire
desire to
to die
diesoon.
soon.
1111 point
point scale: 0=1
have not suffered
ttll
0=1 have
suffered in the past
pasttwo
two weeks;
weeks;10=1
10=1 have
have suffered
suffered severely
severely in
in the
the past
pasttwo
two
33
weeks."
weeks.
ftl=depressed mood
Hl=depressed
moodnot
notatatallallimportant
importantinindecision
decisiontotorequest
requestprescription;
prescription;5=depressed
5=depressedmood
moodvery
veryimportant
important
in decision
decision to request prescription.
in

used and well validated in terminally ill patients. Our
Our
study has
study
has several
several limitations.
limitations. Use
Use of
of an
aninclusive
inclusive
approach to
to categorise
categorise somatic
somatic symptoms,
symptoms, which,
which, ifif
present, were
were attributed
attributed to
to depression
present,
depression and not
not toto
terminal disease,
disease, carries
carries the
the risk
terminal
risk of
of inflating
inflating the
the
prevalence of depressive
prevalence
depressive disorder.
disorder. In addition,
addition, only
only
28% of invited
invited patients
28%
patients who
who requested aid
aid in
in dying
dying
agreed
participate; uncertainty
uncertainty exists
exists about
about the
the
agreed to participate;
degree to which our
our data
data are generalisable
generalisable to
to the
the entire
entire
population of patients who request
request physicians'
physicians' aid
aid in
in
dying.
of Oregon
Oregon physicians
physicians who
who reported
reported
dying. In a study of
141 requests for
for aid
aid in
in dying,
dying, only
only36%
36 0/0 of
ofpatients
patients
on 141
were in a hospice at
at the
the time
time of
ofthe
the request—similarly,
request-similarly,
only a third of
of our
our participants
participants were
were yet
yet enrolled
enrolled in
in aa
hospice. 34 In
In contrast,
contrast, data
data collected
collected by
by the
the Oregon
Oregon
hospice."
Department of
ofHuman
HumanServices
Servicesindicates
indicatesthat
that86°/s
86% of
of
Department
patients
patients who
who die by prescription
prescription of
of aa lethal
lethal drug
drug are
are
enrolled in a hospice before death.'
death. I This
Thissuggests
suggests that
that
begin inquiring
inquiring about
aboutaa physician's
physician'said
aidin
in
most patients begin
enrol in
in aa hospice.
hospice. Our
Ourfinding
findingof
ofaa
dying before they enrol
proportion in
inhospice
hospiceenrollees
enrolleesreflects
reflectsthis
thisfact,
fact,
low proportion
than differences
differences between
between our
our sample
sample and
and all
all
rather than
Oregonians who
who die
die by
by legal
legal lethal
lethal ingestion.
ingestion.
Oregonians
possibility remains
remains that the
the three
threedepressed
depressed
The possibility
patients who
who died
died by
by lethal
lethalingestion
ingestion satisfied
satisfied the
the
patients
requirements of the Death
Death with
with Dignity
Dignity Act
Act ififthe
the
requirements
physician determined
determined that
thatdepression
depressionwas
was
attending physician
present but
but not
notinfluencing
influencing their
their judgment.
judgment.The
Thestudy
study
present
participants themselves
themselves were divided
divided in
in whether
whether toto
participants
attribute their interest in aid
aid in
in dying
dying to
to low
low mood.
mood.
attribute
Although diagnosing
diagnosing depression
depression can
can be
berelatively
relatively
Although
straightforward, determining
determining its
its role
role inininfluencing
influencing
straightforward,
decision making
making is more
more difficult,
difficult, even
even by
by expert
expert
decision
assessment. For
For example,
example,ininaastudy
studyof
of321
psychiatrists
assessment.
321 psychiatrists
6% were
thatin
inaasingle
single
in Oregon
Oregononly
only6°A)
in
were very
very confident
confident that
evaluation they
they could
could adequately
adequately determine
determinewhether
whetheraa
evaluation
psychiatric
psychiatric disorder
disorder was
was impairing
impairing the
thejudgment
judgmentofofaa
patient requesting
requestingassisted
assistedsuicide."'
suicide.'l:3In
Inaastudy
studyofof290
290
patient
forensic psychiatrists,
psychiatrists, 58%
58% indicated
indicated that
that the
the
US forensic

presence
depressive disorder should result
result
presence of
of major
major depressive
in
automatic finding
finding of
of incompetence
incompetence for
for the
the
in an automatic
purposes
purposes of
of obtaining
obtaining assisted
assistedsuicide.'l6
suicide.' These
These data
support
two components
components of the
the mental
mental
support that
that of the two
health
deterhealth assessment-presence
assessment—presence of
of aa disorder and deterinfluence-the greatest
greatest weight
weight in
in
mination
its influence—the
mination of its
determining
determining eligibility
eligibilityfor
foraid
aid in
in dying
dying should
should be
be on
whether
whether a relevant mental disorder such as depression
can
can be
be diagnosed.
Depression
Depression and
and desire
desire for death
Other
indicated
Other studies and surveys from Oregon
Oregon have indicated
that
patients is
is very
very rare.
that aid
aid in
in dying
dying among
among depressed
depressed patients
Physicians
Physicians in
in Oregon
Oregon who received requests for aid in
dying from
of the
the Death
Death
from 143 patients after enactment of
with Dignity Act reported
that 20%
20% were
were depressed—a
depressed-a
reported that
proportion
comparableto
to what
whatwe
we found
found in
in this
this study.
proportion comparable
None
of the
the depressed
depressed patients
patients on
on whom
whom they
they
None of
submitted
prescription for
for aa
submitted information
information received
received aa prescription
lethal drug.:;4
Studies of health
care providers, including
including
drug." Studies
healthcare
hospice professionals,
professionals, and
and family
family members
members in
in Oregon
indicate
that depression
depression was
was rarely
rarely aa
indicate that they believe that
factor
physician's aid
aid in
in
factor influencing
influencing requests
requests for
for a physician's
dyingY·17
Our study
study suggests
suggests that
that in
in some
some cases
cases
dying: 5- ' 7 Our
depression is missed or overlooked.
In contrast,
contrast, studies
studies of
of interest
interest in
in euthanasia
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public review,
review, the
the Oregon
OregonDeath
Deathwith
with
Dignity Act has become
become law
law (see
(see Appendix
AppendixA,
A,ThE
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of the Oregon Act catalyzed
catalyzed the
the Center
Center for
for Ethics
Ethics in
inHealth
HealthCare,
Care, Oregon
Oregon
The initial passage of
& Science University, to
to convene
convene the
the Task
Task Force
Force to
to Improve
Improve the
theCare
Careof
ofTerminally-Ill
Tenninally-Ill
Health &
ofhealth
health professional
professional organizations,
organizations, agencies,
agencies, and
and
Oregonians. The Task Force is a consortium
consortium of
institutions which seek
seek to promote excellent
excellent care
care of
ofthe
the dying
dying and
and to
to address
addressthe
theethical
ethicaland
and
of the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act.
Act. While
Whileindividual
individualTask
Task
clinical issues posed by enactment of
Force members and the organizations
organizations they
they represent
represent have
have differing
differing viewpoints
viewpointsand
andvalues
values
regarding the Oregon Act, the
the Task
Task Force
Force has
has endeavored
endeavoredto
to maintain
maintainaaneutral
neutralposition
positionon
onthis
this
of
issue. We appreciate that Oregon is aa geographically
geographically and
and culturally
culturally diverse
diverse state.
state. The
Thecontents
contentsof
this Guidebook are meant to honor this
this diversity
diversity and
and facilitate
facilitate access
access to
to all
allaspects
aspects of
ofthe
thehighest
highest
quality of
of care for
for Oregonians.
Oregonians.
Patrick Dunn, M.D. chairs the Task
Task Force.
Force. Susan
Susan Tolle,
Tolle, M.D.
M.D. chairs
chairs the
theSubcommittee
Subcommitteeon
on
Resources for Compassionate Care of
ofthe
the Dying.
Dying. Bonnie
Bonnie Reagan,
Reagan, M.D.,
M.D., R.N.
R.N. chairs
chairsthe
the
ofthe
the
Subcommittee on Guidelines for the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act.
Act. The
The overall
overallgoal
goalof
to improve
improveend-of-life
end-of-lifecare
careininour
ourstate.
state.Our
Our
to thoughtfully
thoughtfully consider
consider how
how to
Task Force has been to
this broad
broad charge.
charge.
mission statement reflects this

li1i55io11
ofthe Task
Task Force
Force
Mission of
Sltare information,
iJ~torlilatioll, experience, ami
of
Share
and understanding of
of available resources for the care of
tenninally ill Oregonians and
and assist
assist in
in the
the development
development and
and coordination
coordinationof
ofservices
serviceswhere
where
terminally
needed. Through open
open and
and respectful
respectful communication,
communication, we
we wish
wishto
to facilitate
facilitateunderstanding
understandingof
of
and cooperate
cooperate to
to improve
improve the
the care
care of
ofall
all terminally
tenninallyill
illpersons
personsand
andtheir
theirloved
loved
diverse viewpoints and
ones.
Oregon Death with
with Dignity
Dignity
Facilitate the development oj"proj"essiol1a/
of professional standards relating to the Oregon
ofthe
thedying;
dying;and
andrespect
respect
protect vulnerable
vulnerable persons;
persons; set
set standards
standardsfor
forquality
qualitycare
careof
Act that will protect
privacy of
ofpersons
persons in
in need
need of
ofcare,
care, health
healthcare
careprofessionals,
professionals,and
andhealth
healthcare
care
the values and privacy
systems.
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Develop and
and coordinate
coordinate educational
educational resources
resources on all
Develop
of the competent
competent and
and
all aspects of
of terminally ill patients for
for the
the health
health care
care community
community and
and the
the general
general
compassionate care of
public.
Foster relationships
relationships and
and networking
networking on issues related to compassionate care of
of the terminally
tenninally
Foster
ill.
of dying Oregonians are beyond
beyond the
the scope
scope of
ofthis
this Task
Task
Some aspects of improving the care of
Force. For example, a terminally
terminally ill
ill patient
patient may
may not
not have
have access
access to
to adequate
adequatecomfort
comfortcare
care
resources. To provide a means for obtaining
obtaining aa prescription
prescription under
under the
the Oregon
OregonAct
Actwithout
withoutaccess
access
to comfort care may place undue pressure
pressure on
on aa patient
patient and
and his/her
his/herfamily.
family. The
TheTask
TaskForce
Force
hospice care
care in
in Oregon.
Oregon. We
We encourage
encourage public
public policymakers
policymakers
strongly endorses universal access to hospice
to develop methods and funding
funding to assure that
that all
all Oregonians
Oregonians have
have access
access to
to comfort
comfortcare
care
resources such as hospice in
in the
the final
final months
months of
oflife.
life.

About the
About
the Guidebook
Guidebook
Without endorsing or opposing the
the principles
principles embodied
embodied in
in the
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct,
Act,
the Task Force has developed this
this Guidebook
Guidebook for
for Health
Health Care
Care Professionals
Professionalsas
as aacollective
collective
enactment. We
We designed
designed the
the Guidebook
Guidebook to
to be
be aauseful
usefulresource
resourcefor
forhealth
healthcare
care
response to its enactment.
institutions as
as they
they contemplate
contemplate the
the Oregon
OregonAct's
Act'simplications
implicationsfor
forpractice.
practice.
professionals and institutions
ofthe
the health
health care
care professional's
professional'spersonal
personal
Underlying this work is
is the
the assumption
assumption that
that regardless
regardless of
ofcomfort
comfortneeds,
needs,and
and
view regarding the Oregon
Oregon Act,
Act, open
open communication,
communication, consideration
considerationof
ofcare.
care. We
We present
presentethical
ethicaland
andpractical
practical
respect for divergent views are
are necessary
necessary components
components of
enhance compassionate
compassionate care
care whether
whetheror
or not
not aa physician
physicianor
orhealth
healthcare
caresystem
systemisis
guidelines to enhance
in providing
providing aa prescription
prescription as
as set
set forth
forth in
inthe
theOregon
OregonAct.
Act.
willing to participate in
We developed the Guidebook
Guidebook originally
originally through
through discussion
discussion and
and debate,
debate,followed
followedby
by
of issues and
and consensus
consensus development
development in
in Task
TaskForce
Force meetings.
meetings. Individual
IndividualTask
Task
identification of
researched and
and drafted
drafted chapters,
chapters, which
whichwere
were then
thenreviewed
reviewedby
bythe
theentire
entiregroup
group
Force members researched
and revised to reflect group
group consensus.
consensus. Organizations
Organizations represented
representedon
onthe
theTask
TaskForce
Forceand
andother
other
ofthe
thefirst
firstedition
editionof
ofthe
the
interested parties were asked
asked to
to review
review and
and comment
comment on
on the
the final
final draft
draftof
remaincurrent
current
Guidebook is
is revised
revised by
by Task
Task Force
Force consensus
consensusperiodically
periodicallytotoremain
Guidebook. The Guidebook
standards, the
the law,
law, and
and clinical
clinical practice.
practice. Participation
Participationby
byany
anyprofessional
professional
with ethical standards,
ofthis
this
including the
the Center
Center for
for Ethics,
Ethics, does
does not
not constitute
constitutean
anendorsement
endorsementof
organization, including
does itit indicate
indicate aa particular
particular viewpoint
viewpoint about
about the
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.
document, nor does
of this
this document
document is
is not
not our
our only
only responsibility.
responsibility.
Publication of
to describe
describe the
theprovisions
provisionsunder
underthe
theOregon
OregonDeath
Death
We recognize the
the controversy
controversy regarding
regarding terms
terms to
"Physician-assisted suicide"
suicide"or
or"physician-assisted
"physician-assisteddeath"
death"are
areterms
termsused
usedinin
with Dignity Act. "Physician-assisted
literature to
to refer
refer to
to aa physician
physicianproviding
providinginformation
informationororthe
themeans
meansfor
for
the medical and bioethics literature
lethal
end his/her
his/her own
own life.
life. The
TheOregon
OregonAct
Actspecifically
specificallystates
statesthat
thatthe
theingestion
ingestionofofa alethal
a patient to end
of medication under the Oregon Act is not considered suicide. To
To comply
complywith
with statutory
statutory
dose of
ofHuman
Human Services
Servicesno
no longer
longeruses
usesthe
theterm
term"physician"physicianOregon Department
Department of
definitions, the Oregon
assisted suicide"
suicide" to
to describe
describe the
the practice.
practice. In
In this
this Guidebook,
Guidebook,we
weuse
usethe
theterms
terms"the
"theOregon
OregonDeath
Death
theprovisions
provisionsunder
underOregon
Oregonlaw.
law.
Act" or
or "ODDA"
"ODDA"or
or"the
"theOregon
OregonAct"
Act"totorefer
refertotothe
with Dignity Act"
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How to Use the Guidebook
Guidebook
In creating a new legal option for terminally
tenninally ill
ill patients, the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act
Acthas
has
added a new dimension to medical practice. This Guidebook
Guidebook was
was designed
designed to
to be
be aa
comprehensive reference book on all aspects of
of putting
putting the
the Oregon
Oregon Act
Act into
into practice.
practice. Some
Some users
users
to chapters
chapters that
that
may wish to read it from beginning to end,
end, while
while others
others will
will prefer
prefer to
to skip
skip to
interest them. Because
Because each
each chapter
chaptercan
canstand
standalone,
alone,some
someideas
ideasappear
appearininmore
morethan
thanone
onechapter.
chapter.
Wherever possible, we have used cross-referencing
cross-referencing to
to direct
direct the
the reader
reader to
to more
more in-depth
in-depth
of ideas in
in other
other chapters.
chapters.
discussions of
by guidelines
guidelines and
andreferences.
references. Longer
Longer
Each chapter begins with aa philosophy
philosophy section,
section, followed
followed by
chapters have headings
headings to
to direct
direct the
thereader.
reader. The
Thereferences
referencesare
areofoftwo
twotypes:
types:some
someare
arefootnotes
footnotes
of the chapter; others are
are resources suggested
suggested for
for follow-up
follow-up or
oradditional
additional
found in the text of
reading. The guidelines are
are recommendations for
for practice
practice based
based on
on Task
TaskForce
Forceconsensus.
consensus. We
We
as set
set forth
forth in
inthe
the Oregon
OregonAct
Actwill
willnever
never
recognize that many patients who
who request
request aa prescription
prescription as
Of those who do receive a prescription, aa significant
significant number
number never
never
receive a prescription.
prescription. 1,2,3
1 '23 Of
take it and die of their underlying condition.
We also
also acknowledge
acknowledge that
that health
health systems
systems and
and
condition. We
ofproviding
providingsuch
suchaaprescription
prescriptionand
and
physicians will have differing views
views about
about the
the acceptability
acceptability of
about the appropriate degree of
of involvement.
involvement. Our
Our intent
intent in
in developing
developing the
the Guidebook
Guidebookhas
hasbeen
beentoto
carefully think through
through scenarios
scenarios in
in detail
detail and
and to
to recommend
recommend actions
actions that
thatwill
willoptimize
optimizecare
careand
and
ofinvolvement
involvementalong
along
minimize harm,
hann, no matter
matter where the
the health
health care
care professional
professional sets
sets the
thelimit
limitof
of possible scenarios.
scenarios. In
In our
our discussions
discussions we
we go
go beyond
beyond the
the letter
letterof
ofthe
thelaw
lawbecause
because
the spectrum of
physician is
is the
the health
health care
care professional
professional who
who isis most
mostintimately
intimatelyinvolved
involvedwith
withthe
the
the attending physician
and who
who has
has the
the greatest
greatest responsibility
responsibilityunder
underthe
theOregon
OregonAct.
Act.This
Thisisisan
an
patient at this time and
the Oregon
Oregon Act
Act should
should be
be implemented
implemented in
inpractice.
practice.
attempt to envision how the
ofthe
the Oregon
Oregon Death
Deathwith
withDignity
DignityAct,
Act,hereafter
hereafterreferred
referredtoto
Statute citation
citation of
The Oregon Revised Statute
as the Oregon Act or ODDA, is
is not
not given
given each
each time
time itit is
is mentioned
mentioned in
inthe
the text.
text. The
The full
full text
textof
of
the Oregon
Act canAct
be found
in Appendix
A, in Appendix A, . Throughout
Throughout
the
Oregon
can
be found
as ORS
ORS and
andOregon
OregonAdministrative
AdministrativeRules
Rulesasas
refer to
to Oregon
Oregon Revised
Revised Statute
Statute as
the guidebook, we refer
OAR.
Task Force project,
Another Task
on the
the Center
Centerfor
for Ethics
Ethicsweb
website.
site.
available on

IS
is
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The Oregon Death
Deathwith
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
forfor
Health
Professionals
Care Professionals
2.
IYleaning Behind
Behind the
the Patient's
Patient's Request
Request
2. The Meaning
Written February 1998; Revised: October
October 2004,
2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
This chapter has been written primarily for the
the attending
attending physician
physician who
who has
has the
the initial
initial discussion
discussion
with a patient who requests a lethal dose of
of medication.
medication. However,
However, itit isis applicable
applicable to
to others
others who
who
of a terminally
terminally ill
ill person
person who
who requests
requests aa prescription
prescriptionunder
underthe
the
may be involved in the care of
Oregon Death with Dignity Act. For
For example,
example, when
when surveyed
surveyed almost
almost two
two thirds
thirds of
ofhospice
hospice
nurses and social workers in Oregon
Oregon reported
reported having
having at
at least
least one
one patient
patientask
askthem
them about
aboutthe
the
option during the previous year.'
year. 1
Complex questions of
of motivation
motiva tion on
on the
the part
part of
ofthe
the patient
patient and
and health
healthcare
care professionals
professionalsarise
mise
an interactive
interactive set of
of
when a patient begins
choices may
may involve
involve an
begins this discussion.
discussion. The patient's choices
factors
patient's religion,
religion, the
thedoctor-patient
doctor-patientrelationship,
relationship,perceptions
perceptionsofofquality
quality
factors that include the patient's
of life, and other
other psychosocial
psychosocial circumstances.
circumstances. 22 A health care professional may be
be motivated
motivated by
by
compassion for the patient, feelings about
about participating
participating in
in the
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct,
Act, or
or
when considering
considering how
how to
to respond.
respond. Whether
Whetheror
ornot
notaahealth
healthcare
care
moral and religious beliefs, when
professional chooses to participate, he/she
he/she has
has an
an obligation
obligation to
to openly
openlydiscuss
discuss the
thepatient's
patient's
feelings, and
and desires
desires about
about the
the dying
dying process.
process. The
Thephysician
physicianand
andpatient
patient
concerns, unmet needs, feelings,
of these issues in
in depth.
depth. Open
Open communication
communication isis aavital
vital part
partof
ofany
anyend-ofend-ofshould explore each of
life decision making.
Supportive cornrnunication
conununication will help patients
patients with
with life-threatening
life-threateningillnesses
illnessesmake
makeinformed
informed
decisions about end-of-life care
care including
including advance
advance directives,
directives, do-not-resuscitate
do-not-resuscitateorders,
orders,
ofaa POLST
POLSTfox
form,
other options.
options. Only
Only by
by appreciating
appreciating
completion of
completion
in, hospice or palliative care, and other
of available options for
for end-of-life
end-of-life care
care can
can aa patient
patient make
make rational
rational choices
choices about
aboutthe
the
the range of
patient may
may initiate
initiate aa discussion
discussion in
in the
the context
contextof
ofthese
theseissues.
issues.IfIfthe
thepatient
patient
dying process. The patient
Death with
with Dignity
Dignity Act
Act the
the attending
attending physician
physicianshould
should assess
assessthe
thepatient's
patient's
asks about the Oregon Death
of his/her
his/her illness,
illness, motivations,
motivations, and
and desires.
desires.
understanding of
ofaaphysician's
physician's
Association (AMA)
(AMA) has
has recommended
recommendedthat
thatregardless
regardlessof
The American Medical Association
on responding
responding to
to aa patient's
patient'srequest
requestfor
foraalethal
lethaldose
doseofofmedication,
medication,the
thephysician
physician
moral views on
explore the
the meaning
meaning behind
behind the
the question
questionwith
withthe
thepatient
patientand
andprovide
provide
has an obligation to explore
reassurance that the patient
patient will
will not
not be
be abandoned,
abandoned, nor
norsymptoms
symptomsleft
leftuntreated,
untreated,during
duringthe
thedying
dying
3,4
3A
process. Learning the meaning behind
behind the
the patient's
patient'squestion
questionand
andattempting
attemptingtotorespond
respondtotothe
the
patient's concerns
concerns can
can be
beaapotent
potenttherapeutic
therapeuticintervention.
intervention. s5 Most patients who
who initially
initially consider
consider
patient's
ofmedication
medication do
do not
not persist
persist with
withtheir
theirrequests
requestswhen
whenthey
theyfeel
feeltheir
their
lethal dose of
obtaining a lethal
are effectively
effectively addressed.
addressed. 66 While approximately
approximately one
one out
out of
of1,000
1,000 dying
dying Oregonians
Oregonians
concerns are
dose of
ofmedication,
medication, 17%
17%personally
personallyconsidered
consideredititas
asan
anoption.
option. 77
obtain and use aa lethal dose
for aa lethal
lethal dose
dose of
ofmedication
medicationare
areoften
oftenattributed
attributedtotouncontrolled
uncontrolledpain,
pain,
Although requests for
shown that
that other
other physical
physical symptoms,
symptoms, as
as well
wellas
as psychological
psychologicalor
orexistential
existentialdistress,
distress,
research has shown
may be equally or
or more important
important (see
(see
patients,
). For some patients,
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unresolved
of frustration and hopelessness, or
or perceived
perceived lack
lack of
ofsupport
support from
from
unresolved prior loss, feelings of
loved ones may produce anxiety or depression. It has been
been said
said that
that terminally
terminally ill
ill patients
patients who
who
are used to being in control may be particularly prone to
to difficulties
difficulties during
during this
this time.
time. Existential
Existential
issues like futility,
remorse, death
death anxiety,
anxiety, or
or aa disturbed
disturbed sense
sense
futility, meaninglessness, disappointment, remorse,
of personal identity can contribute to a patient's
patient'ssuffering.
suffering. 88 A study of
of patients in Oregon and
Washington with ALS
making aa request
request
ALS found that hopelessness
hopelessness was
was a factor
factor in
in considering
considering making
under the Oregon Death with Dignity Act ." In 1999, physicians in Oregon reported that
that the
the most
most
ofmedication
medication were
were loss
loss of
of
common reasons patients made requests for a lethal dose
dose of
independence, poor quality of
oflife,
ready to
to die
die and
and have
have aa desire
desire to
to control
control
life, and because they feel ready
the circumstances of death. Pain and other physical symptoms counted
counted as
as less
less than
than half
half."lO
According to the second year report on
on the Oregon
Oregon Death
Death with
with Dignity
DignityAct
Act from
from the
the Oregon
Oregon
Department of
of Human Services - Health Division, family
family members
members reported
reported that
that aaloved
lovedone
one
of medication for
for several
several reasons,
reasons, including
including loss
loss of
ofautonomy,
autonomy, loss
lossof
of
requested a lethal dose of
control of
of bodily functions, an inability to participate
participate in
in activities
activities that
that make
make life
life enjoyable,
enjoyable, and
andaa
of death.'
death. III These findings
findings have
have remained
remained consistent.
consistent.
determination to control the manner of
According to the 2007 State
State Health Division
Division report
report on
on Oregon's
Oregon'sDeath
Deathwith
withDignity
DignityAct,
Act,the
the
most commonly reported concerns were decreasing
decreasing ability
ability to
to participate
participate in
in activities
activitiesthat
that make
make
ofdignity
dignity (86%).
(86%).12
life enjoyable (86%), losing autonomy (100%) and loss
loss of
12 All these studies
suggest that the reasons for making a request are
are complex,
complex, not
not simply
simply aa matter
matter of
ofsymptom
symptom
control.
. 9

the patient's
patient'sissues,
issues, the
theattending
attendingphysician
physicianneeds
needstotocontemplate
contemplatehis/her
his/her
In addition to probing the
have emotional
emotional reactions
reactions and
and will
will need
needto
to consider
considerthe
the
own motivations and beliefs. He/she will have
of agreeing
agreeing to
to provide
provide aa lethal
lethal dose
dose of
ofmedication.
medication. The
Theattending
attending
personal consequences of
ofpain
painand
andsuffering
sufferingare
arelikely
likelytotoimpact
impacthow
how
physician's
beliefs about
about death
death and
and the
the meaning
meaningof
physician's beliefs
he/she interacts with patients and
and presents
presents care
care options
options (see
(see
explore their
their own
own attitudes
attitudes about
about suffering.
suffering. From
From
). Health care professionals need to explore
develop their
their own
own perspectives
perspectives on
on care
care of
ofthe
the dying.
dying. Their
Theirbeliefs
beliefs
this introspection, they can develop
ofpatients.
patients. 13
will be transferred to
to their
their care
care of
13
physicians must
must act
act in
in ways
ways that
that are
are consistent
consistentwith
withtheir
theirpersonal
personal
In deciding how to proceed, physicians
beliefs and respectful of
of the
the health
health system
system in
in which
which they
they practice,
practice, while
while still
stillrespecting
respectingthe
the
beliefs of
of the patient
patient (see
(see
the issues
issues and
and alternatives,
alternatives,
). After exploring the
some health care professionals will choose
choose to
to honor
honor the
the patient's
patient'srequest.
request.Others
Otherswill
willdecide
decidethat
that
Oregon Death
Death with
with Dignity
Dignity Act
Act violates
violates their
theirmoral
moralor
orprofessional
professionalcode
codeoror
participating in the Oregon
Some physicians
physicians who
who may
may agree
agree with
withthe
the Oregon
OregonAct
Actphilosophically
philosophically
their institutional mission. Some
may decide against participating with
with aa particular
particular patient
patient or
or aaparticular
particularset
setof
ofcircumstances.
circumstances.
explore interventions
interventions to
to relieve
relieve suffering
suffering when
whenpatients
patientsrequest
requestaa
Currently, Oregon physicians explore
of medication, and
and in
in the
the many
many cases
cases the
the patients
patients do
do not
notcontinue
continue to
to pursue
pursuethe
the
lethal dose of
6,7,9
request.
request. 6'"

Guidelines
2.1 When a patient asks about
about the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act,
Act, the
the health
health care
careprofessional's
professional's
2.1
ofhis/her
his/her
to explore
explore the
the meaning
meaning behind
behind the
the question,
question, regardless
regardlessof
initial response should be to
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personal
of control,
control, abandonment,
abandonment, financial
financial hardship,
hardship,
personal views or willingness to participate. Loss of
burden to
to others,
others, and personal or moral beliefs may be areas
burden
areas of
ofconcern
concern to
to many
many patients.
patients.
2.2
constitutes unacceptable
unacceptable suffering
suffering in
in
2.2 The
The attending
attending physician should seek to understand what constitutes
the
view. Pain,
Pain, other
other physical
physical symptoms,
symptoms, psychological
psychologicaldistress,
distress,and
andexistential
existentialcrisis
crisis
the patient's view.
are potential causes of
of suffering.
suffering.
2.3
explore treatment
treatment for
for symptoms
symptoms for
for which
which there
there
2.3 The attending physician has an obligation to explore
are treatment options available. This includes hospice, psychological
psychological support,
support, and
and other
otherpalliative
palliative
care.
2.4
his/her own
own beliefs
beliefs and
and motivations
motivations and
and the
the
2.4 The attending physician should reflect on his/her
policies of the health care system, and
and consider
consider the
the impact
impact of
ofthose
those motivations
motivations on
ondecisiondecisionmaking with patients near the end of
of life.
life.
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3. Conscientious Practice
Practice
3.
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Written: FebrualY
February 1998; Revised: October
The issue of
the purpose
purpose of
ofending
ending life
life raises
raises many
many ethical
ethical
of obtaining a prescription for the
considerations and generates great differences of
ofopinion,
opinion, touching
touching on
on questions
questions and
and values
values
rooted in philosophy, religion, and morality. The
The rights
rights of
ofpatients
patients and
and their
their surrogates
surrogates to
to
participate in medical decision-making
decision-making is
is aa firm
firm principle
principle in
in American
American bioethics.
bioethics. Because
Because
patients may make choices that
that challenge
challenge or
or conflict
conflict with
with the
the ethical
ethical codes
codes or
ormoral
moralvalues
valuesof
of
health professionals who care for
for them,
them, itit becomes
becomes necessary
necessary to
to state
state the
the principles
principles of
of
conscientious practice and how they apply to
to the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act.
Act.
Conscientious practice applies to
to both participants
participants and
and non-participants
non-participants in
inthe
the Oregon
OregonDeath
Deathwith
with
Dignity Act. Physicians, other
other health
health care
care professionals,
professionals, and
and health
health care
caresystems
systems have
havedeeplydeeplyheld values regarding end-of-life
end-of-life issues.
issues. ItIt is
is important
important to
to recognize
recognize the
the rights
rights of
ofpersons
personswith
with
conflicting views. Conscientious practice
practice is
is the
the action
action that
that comes
comes of
ofrespecting
respecting one's
one'sown
ownmoral
moral
same time
time respecting
respecting the
the moral
moral beliefs
beliefs of
ofothers.
others.
beliefs while at the same
Conscientious objection
objection arises from
from the
the concept
concept that
that people
people are
are not
notobligated
obligatedto
to perform
performacts
actsthat
that
violate their conscience, even
even ififthe
the acts
acts are
are legally
legally or
orprofessionally
professionallysanctioned.
sanctioned.Conscientious
Conscientious
objection by health care professionals is
is aa principle
principle that
that isis upheld
upheld by
byprofessional
professionalcodes
codesof
ofethics,
ethics,
for example, the refusal of
of a nurse to
to participate
participate in
in an
an abortion
abortion done
done in
inaahospital.
hospital. The
TheOregon
Oregon
Death with Dignity Act endorses
endorses conscientious
conscientious practice
practice and
and respect
respectby
bystating
statingunequivocally
unequivocally
"No health care provider
provider shall
shall be
be under
under any
any duty,
duty, whether
whetherby
bycontract,
contract,by
bystatute
statuteor
orby
byany
anyother
other
in the
the provision
provision to
to aa qualified
qualified patient
patientof
ofmedication
medicationto
to end
end
legal requirement to participate in
his/her life in a humane
humane and
and dignified
dignified manner."l
manner."
Sometimes patients' and
and health
health care
care professionals'
professionals' rights
rightsdirectly
directlyconflict
conflictwith
witheach
eachother
otherunder
under
the Oregon Act. The patient's
patient'sright
righttotoprivacy
privacymay
mayconflict
conflictwith
withthe
therights
rightsofofheaIth
care
health care
professionals to make informed
informed personal
personal decisions.
decisions. This
This applies
appliesparticularly
particularlyto
toemergency
emergency
have access
access to
to information
information about
about aapatient's
patient'swishes
wishesbut
butwho
whohave
havetoto
personnel who may not have
decisions quickly
quickly (see
(see
make resuscitation decisions
examine some
some of
ofthe
the potential
potential conflicts
conflicts and,
and, where
wherepossible,
possible,offer
offer
). In this chapter, we examine
suggestions for resolution.
resolution.
to information
information regarding
regarding their
theirconditions
conditionsand
andtreatment
treatmentoptions.
options.When
Whenaa
right to
Patients have the right
asks about
about obtaining
obtaining aa prescription
prescriptionas
as set
setforth
forthin
inthe
theOregon
OregonAct,
Act,the
theattending
attendingphysician
physician
patient asks
information about
about this
this option.
option. The
The attending
attendingphysician
physicianhas
hasno
noresponsibility
responsibilityunder
underthe
the
may give information
to initiate
initiate aa discussion
discussion about
about obtaining
obtainingaaprescription.
prescription.Whether
Whetherthe
theattending
attending
Oregon Act to
notdiscussed
discussedininthe
the
should initiate
initiate this
this conversation
conversation when
whendiscussing
discussingoptions
optionsisisnot
physician should
to the
the individual
individual health
healthcare
careprofessional.
professional.We
Webelieve
believethat
thatthe
the
left up
up to
Oregon Act, and is left
he/shedoes,
does,the
thepatient
patientmay
mayfeel
feel
attending physician should
should not
not initiate
initiate the
the discussion,
discussion, because
becauseififhe/she
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pressured, even though obtaining aa prescription
prescription under
under the
the Oregon
Oregon Act
Act isis aa legally
legallyavailable
available
option.

An individual health care professional, such
such as
as aa physician
physician or
or aa hospice
hospice nurse,
nurse, who
who isis opposed
opposedto
to
the
want to
to refrain
refrain from
from discussing
discussing itit with
with an
an inquiring
inquiring
the Oregon Death with Dignity Act, may want
patient.
avoid discussion
discussion of
ofwhat
what is
is morally
morally reprehensible
reprehensibleto
to the
the health
health
patient. However, the desire to avoid
care professional may prematurely stifle
stifle discussion
discussion of
ofthe
the patient's
patient'soverall
overallneeds.
needs.The
TheCouncil
Council
on Ethical and Judicial Affairs of
of the American
American Medical
Medical Association,
Association, in
in its
its 1992
1992 report,
report,
"Decisions Near the End of
of Life,"
Life," urges
urges physicians
physicians to
to examine
examine "the
"theneeds
needsbehind
behindthe
thedemand"
demand"
for
existence of
ofpatients
patients who
who find
find their
theirsituations
situations so
so unbearable
unbearablethat
that
for an
an active end to life. "The existence
they request help from their physicians to
to die
die must
must be
be acknowledged,
acknowledged, and
and the
the concerns
concerns of
ofthese
these
patients must be a primary focus of
ofmedicine.,,2
report issued
issued two
two years
years later
laterstates:
states:
medicine." 2 An AMA report
"Requests for physician-assisted suicide
suicide should
should be
be aa signal
signal to
to the
the physician
physicianthat
thatthe
thepatient's
patient's
needs are unmet and further evaluation
evaluation to
to identify
identify the
the elements
elements contributing
contributingto
tothe
thepatient's
patient's
suffering is necessary. Multidisciplinary
Multidisciplinary intervention,
intervention, including
including specialty
specialtyconsultation,
consultation, pastoral
pastoral
care, family counseling and other
other modalities,
modalities, should
should be
be sought
sought as
as clinically
clinicallyindicated."
indicated."}3
Through open communication
communication with
with the
the patient,
patient, the
the health
health care
care professional
professionalmay
maydiscover
discoveraatrue
true
difference in values regarding this
this aspect
aspect of
ofend-of-life
end-of-life care.
care. Exploring
Exploringthese
thesedifferences
differencesatatthe
the
time the patient initially
initially requests
requests aa prescription
prescriptionunder
underthe
the Oregon
OregonAct
Actmay
mayprevent
preventdifficult
difficulttimetimepressured decisions and actions
actions later.
later. The
The health
healthcare
care professional
professionalcan
canwork
workwith
withthe
thepatient
patienttoto
find an agreeable course of
of action; sometimes
sometimes this
this means
means the
the patient
patientmust
mustfind
find another
anotherprovider.
provider.
professional may
may decline
decline to
to help
help in
in finding
finding aa new
newprofessional
professionalas
aspart
partof
ofhis/her
his/her
The health care professional
conscientious practice; however, he/she
he/she may
may not
not obstruct
obstruct the
the change
change(for
(forphysicians,
physicians,see
see
emphasizing that
that ififthe
the health
healthcare
care
). It bears emphasizing
the patient's
patient'sdesire
desirefor
foraaprescription
prescriptionunder
underthe
theOregon
OregonAct,
Act,
professional cannot accommodate the
he/she must try to meet the other
other needs
needs of
ofthe
the patient
patient while
while transfer
transferof
ofcare
careisisbeing
beingarranged.
arranged.
All health care professionals
professionals have
have aa right
right to
to know
know whether
whethertheir
theircare
careof
ofpatients
patientsinvolves
involvesactions
actions
morally objectionable
objectionable for
for them.
them. This
This applies
applies to
to all
allhealth
healthcare
careprofessionals,
professionals,
that would be morally
and pharmacists,
pharmacists, who
who have
have rights
rights to
to be
beknowing
knowingparticipants.
participants.
including hospice nurses and
attending physicians
physicians must
mustrespect
respectthe
theconfidentiality
confidentialityof
ofthe
thepatient's
patient'srequest
requestunless
unless
Nevertheless, attending
otherwise waived (see
).
professionals, institutions
institutions and
andhealth
healthcare
caresystems
systemsalso
alsohave
havethe
theright
righttotorefuse
refusetoto
Like health care professionals,
the Oregon
Oregon Death
Death with
with Dignity
DignityAct.
Act. This
This right
rightwas
wasfurther
furtherdefined
definedininthe
the1999
1999
participate in the
of the
the Oregon
Oregon Act,
Act, permitting
permitting health
health care
care systems
systemsto
toimpose
imposecertain
certain
legislative revision of
sanctions on
on health
health care
care professionals
professionals assuming
assumingthat
thatthe
theprofessionals
professionalsare
are
restrictions and sanctions
notified first of
of that policy (see 1,„
may
0. Institutional refusal may
for both
both patients
patients and
and health
healthcare
care professionals.
professionals. An
Anattending
attendingphysician
physicianmay
maywish
wish
create conflicts for
prescription for
for an
an eligible
eligible patient
patientunder
underthe
theOregon
OregonAct
Actbut
butbe
beprohibited
prohibitedfrom
from
to provide a prescription
institution or
or system.
system. In
Insuch
suchan
aninstance,
instance, his/her
his/herresponsibility
responsibilitytotothe
thesystem
system
doing so by the institution
responsibility to
to the
the patient.
patient. The
Thephysician
physicianmay
mayalso
also be
belimited
limitedininhis/her
his/herability
abilitytoto
conflicts with responsibility
another physician
physician for
for continuity
continuityof
ofcare
careififthe
thepatient's
patient'shealth
healthcare
caresystem
system
refer the patient to another
doesn't participate
participate in
in the
theOregon
OregonDeath
Deathwith
withDignity
DignityAct
Actororrestricts
restrictsreferrals
referrals(see
(see
doesn't
choose not
not to
to participate
participateininthe
theOregon
OregonAct
Act
). Systems that choose
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should notify patients and health care professionals in
should
in advance.
advance. It
I t may
may also
also be
be important
important for
for
institutions
that might
might influence
influence their
their desire
desire for
for
institutions to
to infornl
inform prospective employees about policies that
employment.
employment.
The
to patients, such
such as
as ensuring
ensuring continuity
continuityof
ofcare
care
The health care institution has certain obligations to
to participate
participate in
in the
the Oregon
Oregon Death
Deathwith
with
and fulfilling medical needs. For a patient who chooses
chooses to
Dignity
with the
the system:
system: relationships
relationships with
with the
the
Dignity Act, there are many possible interactions with
attending physician, the consulting physician, the
the psychiatrist
psychiatrist or
or psychologist,
psychologist, the
the pharmacist,
pharmacist,
and the hospice staff
staff (see
). Only rarely would
prescription is
is self-administered,
self-administered, making
making interactions
interactions
someone be an inpatient at the time the prescription
with hospital nursing staff
staff and other
other support
support staff
stafflikely.
likely.
Systems and institutions need to communicate expectations
expectations to
to employees
employees about
about the
the care
care of
ofaa
patient who chooses to take
take aa lethal
lethal dose
dose of
ofmedication
medication as
as set
setforth
forthin
inthe
theOregon
OregonAct
Actand
and
of care
care in
in the
the event
event of
ofconscientious
conscientious objection
objectionby
byaastaff
staff
develop plans to ensure continuity of
to take
take the
the medication
medicationin
inthe
theprivacy
privacyof
ofaahome,
home,ififaa
member. Although most patients will
will choose
choose to
patient is in a hospice or
or other
other health
health care
care facility,
facility, employees
employees should
shouldbe
beexpected
expectedto
toprovide
providefor
for
careininan
anappropriate
appropriatemanner.
manner.Difficulty
Difficulty
the patient's
patient's other
othercare
careneeds
needsor
orarrange
arrangetransfer
transferofofcare
transferring from a health care professional
professional unwilling
unwilling to
to participate
participatein
inthe
theOregon
OregonAct
Acttotoanother
another
who is willing may be compounded
compounded when
when the
the system
systemitself
itselfisis opposed
opposedto
toparticipation
participationininthe
the
Oregon Death with Dignity Act.
Act. Health
Health care
care systems
systems may
may need
needto
to consider
considertransfers
transfersbetween
between
practice.
systems to maintain conscientious practice.
as aaprimary
primaryfactor
factorininpatients'
patients'requests
requestsfor
for
To date, financial issues have
have not
not been
been identified
identified as
pursuant to
to the
the Oregon
Oregon Act.
Act. 44',5
prescriptions pursuant
systems may
may want
want to
to develop
develop multidisciplinary
multidisciplinmyforums
forums that
thatwould
wouldallow
allowstaff
staff
Health care systems
members to voice concerns about
about controversial
controversial procedures
proceduresand
andpractices.
practices.Systems
Systemswill
willalso
alsoneed
need
ofconflicts.
conflicts. The
The hospital
hospitalethics
ethicscommittee
committeeor
orsystem
systemethics
ethics
to develop processes for
for resolution
resolution of
theOregon
Oregon
may be
be the
the most
most obvious
obvious forum
forum for
for conflict
conflictresolution
resolutionand
anddiscussion
discussionofofthe
resource may
Act.
Oregon Death
Death with
with Dignity
Dignity Act
Act isis controversial
controversialin
inour
oursociety;
society;therefore
thereforeconcern
concernfor
forthe
the
The Oregon
of the
the people
people in
in situations
situations involving
involving aa terminally
terminallyill
illpatient's
patient'srequest
requestfor
fora aprescription
prescription
privacy of
ofpatients,
patients,families,
families,and
andhealth
healthcare
careprofessionals
professionalsmust
must
Oregon Act
Act is
is critical.
critical. Privacy
Privacyof
under the Oregon
respected so
so that
that decisions
decisions can
canbe
bemade
madewithout
withoutthreat
threatof
ofharassment
harassmentororintimidation.
intimidation.
be respected

Guidelines
Conscientious practice
practice refers
refers to
to taking
takingprofessional
professionalactions
actionsthat
thatare
areconsistent
consistentwith
withone's
one's
3.1 Conscientious
and ethical
ethical beliefs
beliefs and
and avoiding
avoidingactions
actionsthat
thatare
arecontrary
contrarytotoone's
one'sbeliefs.
beliefs.
moral and
Health care
care workers,
workers, institutions,
institutions, and
andsystems
systemshave
havethe
theright
righttotorefuse
refusetotoparticipate
participateininthe
the
3.2 Health
Oregon
Oregon Death
Death with
with Dignity
Dignity Act.
Act.
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3.3
in the Oregon
Oregon Death
Death with
with Dignity
Dignity Act
Act should
should notify
notify
3.3 Systems that elect not to participate in
patients and health care professionals in
in advance.
advance.
3.4 Health care systems and health care professionals need
need to
to develop
develop guidelines
guidelines to
to ensure
ensure
system or
or health
health care
care professional
professional be
be unwilling
unwilling or
orunable
unableto
to
continuity of
of patient care should the system
ofcare
care
participate in the Oregon Act. Skilled and humane
humane care
care should
should be
be provided
provideduntil
until transfer
transferof
is
is complete, so that abandonment does not occur.
3.5 Expectations about care of
of the patient
patient who
who chooses
chooses to
to participate
participate in
inthe
theOregon
OregonAct
Actneed
needtoto
be communicated to employees so that
that continuity
continuity of
ofcare
care can
canbe
be maintained.
maintained. Although
Althoughtaking
takingthe
the
of medication would usually
usually occur
occur in
in the
the privacy
privacy of
ofaa home,
home, ififaapatient
patientisis in
inaa
lethal dose of
hospice or other health care facility, employees
employees should
should be
be expected
expected to
to provide
providefor
for the
thepatient's
patient's
or arrange
arrange transfer
transferof
ofcare
careininan
anappropriate
appropriatemanner.
manner.
other care needs or
3.6 Health care systems need to develop aa process
process for
for the
the resolution
resolutionof
ofconflicts.
conflicts.
3.7 Patients and health professionals have
have the
the right
right to
to privacy
privacy and
and freedom
freedom from
fromharassment
harassmentor
or
intimidation, whether they choose to participate
participate in
in the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct
Actor
ornot.
not.

References
1. ORS 127.885
127.885 §4.01(4).
2. Council on Ethical and Judicial Affairs,
Affairs, American
American Medical
Medical Association.
Association. Decisions
Decisionsnear
nearthe
the
end of life. JAMA.1992;267:2229-2233.
3. Council on Ethical and Judicial
Judicial Affairs,
Affairs, American
American Medical
Medical Association.
Association. Code
Codeof
ofMedical
Medical
Ethics. Report 59. Chicago: American
American Medical
Medical Association;
Association; 1994.
1994.

4. Niemeyer D, Leman R, Hopkins D, Kohn M. Ninth Tenth Report on Oregon's
Oregon's Death
Death with
with
ofHuman
HumanServices,
Services, Health
HealthServices,
Services,Office
Officeof
ofDisease
Disease
Department of
Dignity Act. March, 2008. Department
Portland, Oregon.
Oregon.
Prevention and Epidemiology, Portland,
http://www.oregon.gov/DHS/ph/pas/ar-index.shtml
http://www.oregon.gov/DHS/phipas/ar-index.shtml
5. Sullivan AD, Hedberg K, Fleming
Fleming DW.
DW. Legalized
Legalized physician-assisted
physician-assistedsuicide
suicideininOregon
Oregon--the
the
2000;342:598-604.
second year. N Eng J Med. 2000;342:598-604.

Resources
Lee MA,
MA, Kraemer
Kraemer DF,
DF, Schmidt
SchmidtTA,
TA, DeLorit
DeLoritMA.
MA. Oregon
Oregonphysicians'
physicians'
Ganzini L, Nelson HD, Lee
oflife
life care
care since
sincepassage
passageof
ofthe
theOregon
OregonDeath
Deathwith
withDignity
Dignity
attitudes and experiences around
around end
end of
2001;285:2363-2369.
Act. JAMA. 2001;285:2363-2369.
Brody H. Professional
Professional integrity
integrityand
andphysician-assisted
physician-assisteddeath.
death.Hastings
HastingsCent
CentRep.
Rep.
Miller FG, Brody
1995;25:36-43.
1995;25:36-43.

53

Campbell C, Hare J, Matthews P. Conflicts of
of conscience:
conscience: hospice
hospice and
and assisted
assisted suicide.
suicide. Hastings
Hastings
Cent Rep. 1995;25:36-43.
-

Back to Table of Contents

54

—

The
Death with
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
The Oregon Death
forfor
Health
Professionals
Care Professionals
4. Hospice,
Hospice, Palliative
Palliative Caret
Care,aud
and Con~lort
Comfort Care
Care
4.
Written:
March 2005,
2005, September
September 2007,
2007, December
December2008
2008
Written: February 1998; Revised: October 2004, March
lethal medication
medication under
under the
the Oregon
Oregon Act
Act increased
increasedto
to
Hospice enrollment of
of persons who ingested lethal
88%
1998 ... Pain
Pain or
or fear
fear of
ofpain
pain decreased
decreased to
to
88% in 2007,
2007, from 76% in 2006, the lowest rate since 1998.
33%,
Between1997
1997and
and2005,
2005,87%
thosewho
whoused
usedaa
33%, from
from 48%
48% in
in 2006,
2006, the
the highest
highest rate.
rate. Between
87% ofofthose
lethal dose of
of medication were enrolled in
in hospice,
hospice, and
and pain
pain or
or fear
fear of
ofpain,
pain, at
at 22%,
22%, was
was not
not
considered a major factor.'
factor. I This
This observation
observationleads
leads the
theTask
TaskForce
Forcetotoreaffirm
reaffirmits
itsrecommendation
recommendation
of referrals to hospice for persons who are interested
interested in
in aa prescription
prescription under
underthe
the Oregon
OregonDeath
Death
with Dignity Act, or any other end-of-life
end-of-life option,
option, ififthey
they are
are not
not already
alreadyreceiving
receiving hospice
hospiceor
or
palliative care services. Oregon
Oregon hospices
hospices respect
respect the
the right
right of
ofdying
dying Oregonians
Oregonians to
to choose
chooselegal
legal
end-of-life options. The high quality of
of hospice
hospice and
and palliative
palliative care
care in
inOregon
Oregonisis offered
offeredas
as one
one
2
explanation for the low number of
of deaths under
under the
the Oregon
Oregon Act.
Act. 2
Persons in their final months of
of life have aa variety
variety of
ofneeds,
needs, including
including comfort,
comfort, family
familysupport
support
and counseling. Most benefit from care
care or
or consultation
consultation with
with an
an interdisciplinary
interdisciplinarygroup
groupsuch
suchas
as
hospice or palliative care teams.
teams. The
The physician
physician has
has an
an ethical
ethical obligation
obligationto
to explore
exploreand
andoffer
offersuch
such
options, and a legal obligation to
to offer
offer alternatives
alternatives when
when aa patient
patientno
no longer
longerresponds
respondsto
toother
other
treatment or requests a prescription
prescription for
for medication
medication to
to end
end his/her
his/herlife.
life. Health
Healthcare
careprofessionals
professionals
should know about hospice and palliative
palliative care,
care, as
as well
well as
as other
otherend-of-life
end-of-lifeoptions.
options. When
When
oruse
useaaprescription
prescription
patients are
are less
less likely
likelyto
to ask
askfor
foror
concerns are identified and addressed, patients
under the Oregon
Oregon Act.
Act:3

,

Hospice, palliative care and
and comfort
comfort care
care are
are defined
defined separately
separatelyin
instate
stateand
andfederal
federal laws
laws
and reimbursement. This
This chapter
chapterprovides
provides aabrief
briefoverview
overviewof
of
governing health care benefits and
these services and benefits and
and how
how to
to access
access them.
them.
care and
and "comfort
"comfort care",
care", as
as defined
defined under
underthe
the Oregon
OregonHealth
HealthPlan,
Plan,are
aremedical
medicaland
and
Palliative care
designed to
to alleviate
alleviate pain
pain and
and other
othersymptoms.
symptoms.Hospice
Hospiceisisaacoordinated
coordinatedgroup
group
related services designed
of services that
that focus on
on comfort
comfort measures
measures and
and palliative
palliativecare
careand
andisisavailable
availabletotoaa
of
patient/family/caregiver during
during the
the dying
dying process
processand
andbereavement.
bereavement.Hospice,
Hospice,palliative
palliativecare
careand
and
patient/family/caregiver
comfort care for
for the terminally
tenninally ill
ill are
are available
available throughout
throughoutOregon.
Oregon.

Hospice
lfospice
is aa coordinated
coordinated program
program of
ofcare
care across
across all
allsettings
settingsthat
thatutilizes
utilizesan
aninterdisciplinary
interdisciplinaryteam
team
Hospice is
palliative care
care and
and other
other support
support to
to aa patient
patientand
andfamily.'
family.4Hospice
Hospiceestablishes
establishespain
painand
and
to provide palliative
appropriate clinical
clinical goal.
goal. The
The hospice
hospiceplan
planof
ofcare
careisisdeveloped
developedby
byaateam
team
symptom control as an appropriate
of the
the patient's
patient'sattending
attendingphysician/nurse
physician/nursepractitioner/clinician,
practitioner/clinician,and
andthe
thehospice
hospice
comprised of
director/physician, nurse
nurse practitioner,
practitioner,nurse,
nurse,social
socialworker
workerand
andspiritual
spiritualororother
other
medical director/physician,
counselor. Other
Other team
team members
members include
include home
homehealth
healthaides,
aides,therapists,
therapists,dietitians,
dietitians,bereavement
bereavement
counselor.
and respite
respite volunteers.
volunteers. Patients,
Patients, family
familymembers
membersand
andcaregivers
caregiversparticipate
participateinin
counselors and
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developing and implementing the plan
plan of
of care, choosing
choosing those
those hospice
hospice services
services most
mostappropriate
appropriate
ofhospice.
hospice. Patients
Patients enrolled
enrolledin
in
or desirable.
is aa key
key advantage
advantage of
desirable. Providing support for the family is
hospice have access to hospice personnel 24
24 hours
hours aa day,
day, seven
seven days
days aa week,
week, for
fortelephone
telephone
advice or home visits. All hospice patients receive
receive aa psychosocial
psychosocial evaluation
evaluation from
from aasocial
social
worker and psychosocial issues are monitored by
by the
the hospice
hospice team.
team. A
A psychosocial
psychosocial evaluation
evaluation
will assess for mood disorders and allow
allow screening
screening for
for patients
patients appropriate
appropriate for
for further
furtherevaluation
evaluation
required under
under the
the Oregon
Oregon Act.
Act. A
A new
new study
study recommends
recommends
by a mental health professional, as required
more thorough examination for depression
depression among
among those
those requesting
requesting aa lethal
lethal dose
doseof
ofmedication
medication
under the Oregon Act. :;5
Hospice offers support or respite for
for the
the primary
primary caregiver
caregiver on
on an
an intermittent
intermittentbasis,
basis, but
butititdoes
does
to manage
managetheir
theircare
carewithout
withoutaa
not routinely provide substitute caregivers.
caregivers. Some
Some patients
patients are
are able
able to
oftheir
theirillness,
illness, and
andsome
somepatients
patientsare
are
primary caregiver, especially during
during the
the earlier
earlier stages
stages of
willing to risk safety for independence. Others
Others will
will reconsider
reconsiderliving
livingarrangements
arrangementsas
asthe
thedisease
disease
progresses, accepting or hiring aa caregiver
caregiver or
or moving.
moving. Sometimes
Sometimes all
all that
thatisisneeded
neededisisaaneighbor
neighbor
or relative or hospice volunteer to
to look
look in
in on
on aa patient
patient on
on aa regular
regular basis.
basis. The
Thecosts
costsof
ofsubstitute
substitute
ofaa
caregivers may be covered by aa long-term
long-term care
care or
or custodial
custodial care
care benefit
benefitor
orcarved
carvedout
outof
hospital benefit.
The hospice team manages the patient's
patient'scare
careacross
acrossall
allsettings,
settings,admitting
admittingpatients
patientstotoananinpatient
inpatient
or respite
respite care.
care. More
More than
than 92%
92% of
ofhospice
hospicecare
careisisprovided
providedinin
facility when necessary for acute or
ofresidence.
residence. Hospice
Hospiceteams
teamscare
carefor
forpatients
patientswho
wholive
liveininnursing
nursing
the patient's
home or
or place
place of
patient's home
facilities, residential or assisted
assisted care
care facilities,
facilities, foster
foster homes,
homes, and
and residential
residentialand
andinpatient
inpatient
of hospice
hospice patients
patients in
in Oregon
Oregondie
die in
inaahospital.
hospital.(,°
hospices. Approximately 2% of

Palliative
Palliative Care
Care
Palliative care, a newly recognized
recognized medical
medical subspecialty,
subspecialty, focuses
focuses on
onreducing
reducingor
orabating
abatingphysical
physical
of an illness or
or condition.
condition. The
The goals
goals of
ofpalliative
palliativetherapy
therapyare
areto
toachieve
achieve
and other symptoms of
and to
to improve
improve quality
quality of
oflife.
Palliativecare
carebenefits
benefitsmay
maybe
be
comfort, to manage symptoms and
life. Palliative
covered by health plans, sometimes
sometimes on
on aa case-by-case
case-by-case basis.
basis.
services, as
as separate
separate from
from hospice
hospice services,
services,are
areprovided
providedby
byinpatient
inpatientpalliative
palliative
Palliative care services,
Palliativecare
careservices
servicesmay
maybe
be provided
providedby
by
care teams palliative care specialists and hospices. Palliative
independently defined or incorporated
incorporated "palliative
"palliative care
care programs."
programs."

Comfort Care
Care
benefit of
ofthe
the Oregon
Oregon Health
Health Plan.
Plan. Comfort
Comfortcare
careincludes
includeshospice,
hospice,palliative
palliative
Comfort care is a benefit
under the Oregon
Oregon Death
Death with
with Dignity
DignityAct.
Act. ItItisisnot
notlimited
limitedtotocare
careprovided
provided
care, and services under
Comfort care,
care, in
inthis
this context,
context, does
doesnot
notinclude
includediagnosis
diagnosisororcurecurethrough a hospice program. Comfort
or active
activetreatment
treatmentintended
intendedtotoprolong
prolonglife.7
life. 7
treatment or
oriented treatment
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Hospice,
Hospice, Palliative
Palliative Care,
('are, and
and Comfort
Comfort Care
Care Benefit
Benefit Plans
Plans
Hospice is a covered benefit under the Medicare Hospice
Hospice Benefit,
Benefit, the
the Oregon
Oregon Health
Health Plan,
Plan,
CHAMPUS (Civilian Health And Medical Program of
ofthe
the Uniformed
Uniformed Services),
Services), the
the Department
Department
of Veteran Affairs, and private and employee health
health insurance
insurance plans.
plans. Hospice
Hospice isis most
most often
often
reimbursed on a per diem basis. Attending and
and consulting
consulting physicians
physicians are
are reimbursed
reimbursed for
for medical
medical
ofall
all medical
medical and
and other
other
services and oversight. The hospice benefit usually covers
covers the
the costs
costs of
services
and inpatient
inpatient admissions,
admissions,
services related to
to the terminal illness, including drugs, biologicals and
although the patient may be asked to make a small co-payment.
co-payment. The
The savings
savings in
in out-of-pocket
out-of-pocket
expenses to patients and their families can be considerable. Bereavement
Bereavement services
services following
following the
the
death of
of the patient are
are also
also covered.
covered.
Hospices in Oregon may practice "open
"open access",
access", broadening
broadeningadmission
admissioncriteria
criteriatotoinclude
include
of
persons who are receiving or considering
considering treatment
treatment or
or medication
medication that
thatmay
mayhave
havethe
theeffect
effectof
life.'s
prolonging life.
ofTerminally-Ill
Terminally-Ill Oregonians
Oregonians supports
supportsuniversal
universalaccess
accesstoto
The Task Force to Improve the Care
Care of
hospice and comfort care. We
We support
support public
public policies
policies that
that would
would 1)
1)expand
expandthe
theOregon
OregonHealth
Health
Plan's Hospice
Hospice Benefit
Benefit to
to cover
coveruninsured
uninsuredor
orunderinsured
Oregonians,usually
usuallythe
theworking
working
underinsured Oregonians,
poor, and 2) ensure that health
health plans
plans offered
offered in
in Oregon
Oregoninclude
includeaacomprehensive
comprehensivehospice
hospicebenefit
benefit
of life.
life.
for the last months of

Medicare
jl'ledicare Hospice Benefit The Medicare Hospice Benefit
Benefit is
is available
available to
to qualified
qualified patients
patients
eligible for Medicare Part A. The patient
patient may
may choose
choose any
any Medicare-certified
Medicare-certifiedhospice.
hospice. Patients
Patients
who elect the Medicare Hospice Benefit
Benefit have
have access
access to
to medical
medical services
services not
notrelated
relatedto
to their
their
terminal diagnosis through their
their regular
regular Medicare
Medicare Part
Part A,
A, B,
B, and
and D
D coverage
coverageor
orMedAdvantage
MedAdvantage
plan, as long as premiums are
are paid.
paid. The
The Medicare
Medicare Hospice
Hospice Benefit
Benefitisisindependent
independentof
ofany
any
MedAdvantage, health maintenance
maintenance organization
organization (HMO)
(HMO) or
orMedicare
Medicaresupplemental
supplementalhealth
healthplan.
plan.
not offer
offer aa defined
defined palliative
palliative care
care benefit.
benefit. Medicare
Medicaremanaged
managedcare
careplans
plansmay,
may,
Medicare does not
cover palliative
palliative care
care services.
services.
however, cover
OregOl1
Plan's Hospice
HospiceBenefit
Benefitmirrors
mirrorsthe
theMedicare
MedicareHospice
Hospice
Oregon Health
Health Plall
Plan The Oregon Health Plan's
to OHP
OHP Standard
Standard and
and Plus
Plus clients
clients who
who have
haveaaterminal
terminalillness
illnessor
or
Benefit and is available to
also have
have access
access to
to aa "comfort
"comfortcare
carebenefit"
benefit"ororpalliative
palliativecare
careon
onaa
condition. Qualified clients also
services must
must be
be provided
provided by
by aa hospice
hospice listed
listedon
onthe
theState
Stateof
of
fee-for-service basis. Hospice services
Oregon's Hospice
Hospice Registry.
Registry. Comfort
Comfortcare
careservices
servicesmay
maybe
beprovided
providedby
byaahospice
hospiceororother
other
Oregon's
qualified individuals
individuals or
or agencies.
agencies.

and employee
employee health
health plans
plans offer
offeraa comprehensive
comprehensivehospice
hospice
Other Health
Health Plans
Plans Most private and
of coordinated
coordinated services
services and
and reimburse
reimburse the
the hospice
hospiceon
onaaper
perdiem
diembasis.
basis.Under
UnderOregon
Oregon
benefit of
may not
not exclude
exclude or
or limit
limit core
core hospice
hospice services.
services. Some
Somehealth
healthplans
planswill
will
law, a hospice benefit may
benefit for
for their
their terminally
terminally ill
ill clients,
clients, ififnot
nototherwise
otherwisecovered,
covered,out
outof
ofunused
unused
create a hospice benefit
skilled nursing, hospitalization,
hospitalization, or
or custodial
custodial care
care benefits.
benefits. Most
Mosthealth
healthplans
plansoffer
offeror
orwill
will
or palliative
palliative care
care benefits
benefits for
for their
theirclients
clientswho
whoare
areundergoing
undergoinglifelifecare or
consider comfort care
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prolonging treatment, whose estimated life expectancy
expectancy is
is longer
longer than
than six
six months,
months, or
orwhose
whose
prognosis is still unpredictable.

Private Payor
Pay or Uninsured
Uninsured Patients
PatientsHospices
Private
bill for
for services
services
Hospices generally use a sliding fee scale to bill
and provide services without regard to a patient's
patient'sability
abilityto
topay.
pay.

Eligibility
Individuals are eligible for hospice and comfort
comfort care,
care, under
under the
the Oregon
OregonHealth
HealthPlan's
Plan'sMedicaid
Medicaid
Demonstration Project, and for hospice, under
under the
the Medicare
Medicare Hospice
Hospice Benefit
Benefitand
andmost
mosthealth
health
plans, when estimated life expectancy, in
in the
the physician's
physician'sjudgment,
judgment,isisless
lessthan
thansix
sixmonths,
months,ififthe
the
Medicare services
services must
mustbe
bemedically
medicallynecessary.
necessary.Local
Local
disease follows its natural course.'
course. 9 Medicare
coverage determinations (LCDs) have been
been founally
formallyadopted
adoptedby
byfiscal
fiscalintermediaries
intermediariesunder
under
CMS (Centers for Medicare and Medicaid
Medicaid Services)
Services) to
to specify
specify clinical
clinical criteria
criteriafor
forestablishing
establishingaa
asaaguideline,
guideline,but
butclinical
clinicaljudgment
judgmentisisaamore
more
patient's
six-month prognosis.
prognosis. LCDs
LCDs may
may be
beused
usedas
patient's six-month
important factor.
comfort care
care or
or hospice
hospice under
under Medicaid,
Medicaid, Medicare,
Medicare,and
andmost
most
factor. Persons who elect comfort
waive coverage
coverage for
for other
other treatment
treatment related
relatedto
to the
theterminal
tenninal
health plans, will be required to waive
diagnosis. Election statements include acknowledgment
acknowledgment by
by the
the patient
patientof
ofthe
the palliative
palliativenature
natureof
of
care.

jl1aking Referrals
to Hospice
Hm;pice
Making
teferrals to
Referrals to hospice should be timely. The
The attending
attending physician,
physician, ififaapatient
patienthas
hasone,
one,and
andthe
the
hospice medical director or
or physician
physician must
must certify
certify that,
that, in
intheir
theirjudgment,
judgment,the
thepatient
patienthas
hasaalife
life
of six months or less, if
if the disease
disease follows
follows its
its normal
normal course.
course. IfIfprognosis
prognosisisis
expectancy of
make
uncertain, hospices will make an
an assessment.
assessment. Hospice
Hospicephysicians
physiciansare
arealso
alsoavailable
availabletotomake
hospice. Recertification
Recertificationisis required
requiredperiodically
periodicallythroughout
throughout
visits to provide information about hospice.
or improves
improves may
may no
no longer
longermeet
meeteligibility
eligibility
the illness. Patients whose condition
condition stabilizes
stabilizes or
requirements. Patients who are discharged
discharged or
or who
who revoke
revoke aa hospice
hospicebenefit
benefitduring
duringany
any
immediately eligible
eligible for
for any
any remaining
remainingbenefit
benefitperiods.
periods.The
Thehospice
hospice
certification period are immediately
physician may
may act
act as
as aa patient's
patient'sattending
attendingphysician.
physician.Under
Understate
stateand
andfederal
federal
medical director or physician
law,
patient's "attending
"attendingphysician"
physician"includes
includesnurse
nursepractitioners.
practitioners.However,
However,nurse
nurse
law, a hospice patient's
or recertify
recertify aa terminal
terminal prognosis.
prognosis.
practitioners may not certify
certify or

Preparing Patients
Ho.<,]Jice
Preparing
Patientsfor
fn Hospice
discussion between
between doctor
doctorand
andpatient
patientabout
aboutthe
thedisease
diseaseand
andits
itsexpected
expected
An early and frank discussion
patient to
to make
make informed
informed end-of-life
end-of-lifedecisions
decisions when
whentreatment
treatmentfor
forcure
cureoror
outcomes allows a patient
is questionable. Informal
Informal surveys
surveys atatsupport
supportgroup
groupmeetings
meetingsof
ofpeople
peoplewith
withlifeliferemission is
diagnosis
suggest that
that possible
possible death
deathisis aacommon
commonthought
thoughtatatthe
thetime
timeofofdiagnosis
threatening illnesses suggest
time to
to have
have aa brief
briefconversation
conversationabout
aboutwhat
whataapatient
patientwill
willwant
wanttoto
and may be an opportune time
physicians dismiss
dismiss comments
comments about
aboutdeath,
death, they
theymay
mayinadvertently
inadvertentlycreate
createbarriers
barrierstoto
know. When physicians
timely referrals
referrals to
to hospice
hospice and
andpalliative
palliativecare.
care.
future discussions and timely
Health and
and Science
Science University's
University's palliative
palliativecare
careteam
teamisisfinding
findingthat
thatopen
openand
andhonest
honest
Oregon Health
options are
are of
ofgreat
great value
value in
inthe
the decision-making
decision-makingprocess."'
process. 10AAoneonediscussions about end-of-life options
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time
options is
is available
available through
through hospices.
hospices. Hospice
Hospice
time physician
physician consultation about end-of-life options
to prognoses. CMS
CMS considers
considers the
the prognosis
prognosis an
anestimate,
estimate,
teams
teams may make assessments related to
of the attending
attending physician
physician and
and the
the hospice
hospicemedical
medicaldirector.
director. AA
based on the clinical judgment of
referral
"win-win" proposition:
proposition: aa patient
patient can
can revoke
revoke aahospice
hospicebenefit
benefitatatany
anytime,
time,
referral to
to hospice is a "win-win"
if he/she changes his/her mind; and a patient
patient will
will be
be discharged,
discharged, ififhe/she
no longer
longerhas
has aa
he/she isisno
limited prognosis.
"Why didn't we
we have
have hospice
hospice sooner?"
sooner?" isis the
the most
most common
common complaint
complaint of
ofhospice
hospice patients
patients and
and
families.
of stay in
in an Oregon
Oregon hospice
hospice program,
program, the
the time
time between
betweenadmission
admission
families. The median length of
nottrue
truethat
thatpatients
patients
and death, was 18days in 2007. Most hospice
hospice benefits
benefits are
are unlimited;
unlimited; ititisis not
are discharged because they live longer
longer than
than six
six months.
months. Hospice
Hospice Care:
Care: A Physician's Guide, is
available
at the
website. I11I
available
at the - website.

Hospice,
POLST Orders
Orders
Hospice, DNR Orders, and POLST
Do-not-resuscitate (DNR) orders are
are not
not required
required for
for hospice
hospice patients.
patients. All
Allhospices
hospicesin
inOregon
Oregon
use Physician Orders for Life-Sustaining
Life-Sustaining Treatment
Treatment (
) fornls,
forms, and options are not limited
to comfort measures.
measures:122 A hospice plan of
to
of care, however,
however, is
is not
not likely
likely to
to include
includeemergency
emergencycalls
calls
and intensive care unit (lCU)
Unless an
an emergency
emergency isis unrelated
unrelatedto
to the
the terminal
terminal
(ICU) admissions.
admissions. Unless
by insurance,
insurance, patients
patients and
and families
families may
mayhave
havetotoassume
assumecosts
costs
illness and otherwise covered by
associated with a call to
to 9-1-1.
9-1-1.

Hospice,
End-of-Life
Options
Hospice, the Oregon Death
Death with Dignity Act,
Act, and Other
OtherEnd
of-Life Options
-

Oregonians include
include hospice,
hospice, palliative
palliativecare,
care,comfort
comfortcare,
care,pain
pain
Options for terminally ill Oregonians
refuse or
or withdraw
withdraw treatment,
treatment, and
and the
the right
rightto
torequest
requestaaprescription
prescriptionfor
for
management, the right to refuse
medication to end
end life.
life.
Hospice respects and supports a patient's
patient's right
right to
to choose
choose any
any or
or all
all legal
legal options.
options. Oregon's
Oregon's
to admit
admit or
or care
care for
for aa patient
patientor
ordeny
denysupport
supporttotoaapatient's
patient'sfamily
family
hospices will not refuse to
patient intends
intends to
to end
end his/her
his/herlife
lifeunder
underthe
theOregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.Hospice
Hospice
because the patient
ofinvolvement,
involvement, and
andsome
somehospices
hospicesallow
allowemployees
employeestotobe
beatatthe
the
in the
the extent
extent of
policies differ in
of a patient
patient when
when aa lethal
lethal dose
dose of
ofmedication
medicationisisself-administered.
self-administered.Other
Otherprograms
programs
bedside of
ofhospice
hospice care,
care, but
but ask
askstaff
staffto
to leave
leavethe
theroom
roomwhen
whenaalethal
lethaldose
doseofof
provide all aspects of
The Oregon
Oregon Hospice
Hospice Association
Associationand
andOregon's
Oregon'shospice
hospiceprofessionals
professionals
medication is taken. The
encourage referrals
referrals and
and admissions
admissions to
to hospice
hospiceduring
duringthe
thefifteen-day
fifteen-daywaiting
waiting
recommend and encourage
request for
for aa prescription
prescriptionor
oratatany
anytime
timebefore
beforethe
themedication
medicationisisselfselfperiod following aa request
administered, if
if the patient
patient is
is not
not already
already enrolled
enrolledin
inhospice.
hospice.13
I3
to neither
neitherhasten
hastendeath
deathnor
norprolong
prolonglife,
life,but
buthospices
hospicessupport
supportthe
the
philosophy seeks
seeks to
Hospice philosophy
ofsymptoms
symptoms even
even ififmedication
medicationor
orother
othertreatment
treatmentmay
mayinadvertently
inadvertentlyaffect
affect
aggressive treatment of
the course of
of the disease. Comfort
Comfort measures,
measures, such
suchas
as good
goodpain
paincontrol,
control,blood
bloodtransfusions,
transfusions,oror
ofprolonging
prolonginglife.
life. Others,
Others,such
suchas
assedation
sedationororgeneral
general
may have
have the
the effect
effect of
short-course radiation, may
pain and
and symptoms,
symptoms, may
may hasten
hasten aapatient's
patient'sdeath.
death.Patients
Patientswho
whoare
are
anesthesia for severe pain
about distressing
distressing symptoms
symptoms may
may be
be comforted
comfortedtotoknow
knowthat
thatsedation
sedationtoto
especially concerned about
. ,
.
14
unconSCIOusness is
IS a treatment option:4
option.
unconsciousness
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The Task Force is concerned that federal attempts to prohibit
prohibit the
the use
use of
ofcontrolled
controlled substances
substances
under the Oregon Death with Dignity Act may
may have
have aa negative
negative impact
impact on
onpain
painand
andsymptom
symptom
of life. Regulatory scrutiny
scrutiny is
is aa factor
factor in
in physician
physicianreluctance
reluctanceto
to prescribe
prescribe
management at the end of
pain medications, even if
if necessary to control symptoms.
symptoms.
Hospices have developed guidelines to support patients who
who choose
choose to
to discontinue
discontinue nutrition
nutritionand
and
hydration as a means of
of hastening death. Patients should
should be
be informed
informed of
oftheir
theirright
tight to
to refuse
refuse
nutrition and hydration when complying with the
the informed
informed decision
decision provision
provisionof
ofthe
the Oregon
Oregon
Death with Dignity Act. Stopping nutrition and hydration
hydration may
may be
be an
an option
option for
forpatients
patients who
who are
are
self-administer medication.
medication. IS15
unable to self-administer
The
has chosen to serve as a resource for
for honest
honest and
and open
open
of Oregon's
Oregon's legal
legalend-of-life
end-of-lifeoptions.
options.Because
Becausethe
theOregon
OregonDeath
Deathwith
with
communication about all of
Dignity Act is currently a legally available
available option
option in
in Oregon,
Oregon, the
the Oregon
OregonHospice
HospiceAssociation
Association
ofother
otherend-of-life
end-of-life
has developed a bulletin that introduces
introduces the
the Oregon
Oregon Act
Act in
in the
the context
contextof
options to help facilitate conversations.
conversations. 16
16

Guidelines
4.1
encourages physicians to
to talk
talk to
to patients
patients about
aboutthe
themedical
medicaloutlook
outlookand
andthe
the
4.1 The Task Force encourages
possibility of
of hospice and palliative
palliative care
care early
early in
in the
the course
course of
ofaa life-threatening
life-threateningillness.
illness.
Physicians may assist patients and
and their
their families
families in
in meeting
meeting with
withaahospice
hospiceor
orpalliative
palliativecare
careteam
team
not for
for referral,
referral, should
should the
the disease
diseaseprogress.
progress. Most
Mostpatients
patients
as early as possible for information, ififnot
knowing what
what support
support will
will be
be available
availableififthe
thedisease
diseasecannot
cannotbe
be
and families are comforted by knowing
to take
take these
these steps.
steps.
controlled, but may need encouragement
encouragement to
4.2 Physicians should become familiar
familiar with
with hospice
hospice and
and palliative
palliativecare
careresources
resourcesin
intheir
their
communities. Physicians can
can contact
contact the
the Oregon
Oregon Hospice
Hospice Association,
Association, (888)
(888) 229-2104
229-2104or
oratat
Oregon's Hospice Registry is located at
ofthe
theState
Stateof
ofOregon.
Oregon.AA
Hospice Association
Association keeps
keeps the
the Registry
Registry on
on behalf
behalfof
The Oregon Hospice
of resources is
is available.
available.
comprehensive list of
should complete
complete the
the necessary
necessary documents
documents of
ofadmission
admissionas
assoon
soonas
aspossible
possibleafter
afteraa
4.3 Physicians should
decides to
to enter
enter aa hospice
hospice program.
program. Hospices
Hospices can
canbegin
beginproviding
providingservices
serviceson
onthe
theday
dayofof
patient decides
the admission
admission process
process within
within 24
24 hours.
hours.
referral and complete the
attending physicians
physicians to
to manage
manage their
theirpatient's
patient'scare
careafter
afteradmission
admissiontoto
4.4 Hospices encourage attending
hospice. If
If a physician
physician chooses
chooses not
not to
to do
do so,
so, he/she
he/she may
may refer
referthe
thepatient
patienttotothe
thehospice
hospicemedical
medical
or another
another palliative
palliative care
care or
or hospice
hospice physician
physicianor
orclinician.
clinician. Medical
Medicaldirectors
directorsof
ofhospice
hospice
director or
are aa resource
resource available
available to
to attending
attending physicians
physiciansof
ofhospice
hospicepatients.
patients.
programs are
If a patient decides not
not to
to enroll
enroll in
in hospice
hospice or
orother
otherpalliative
palliativecare
careprogram,
program,we
westrongly
strongly
4.5 If
that the
the physician
physician ensure
ensure that
that necessary
necessarycare
careisisprovided
providedfrom
fromanother
anothersource.
source.As
Asthe
the
recommend that
patient's needs
needs change,
change, the
the physician
physicianisisencouraged
encouragedtotoexplore
exploreagain
againthe
theprospect
prospectofofhospice
hospicecare.
care.
patient's

60

4.6
hislher life, the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct
Act
4.6 When
When aa patient requests a prescription to end his/her
requires
infonn patients of
of feasible alternatives,
alternatives, such
such as
as hospice
hospice admission
admission or
or
requires physicians to inform
comfort care consultation, if
if the patient is not already
already enrolled
enrolled in
in aa hospice
hospice program.
program. Both
Both
patients
hospice support
support during
during the
the required
required waiting
waiting period.
period.
patients and their families will benefit from hospice
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forfor
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5. Patient
Patient Rights
Rights and Responsibilities'
Responsibilities
5.
Written: February 1998; Revised: October 2004, March 2005,
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2005, September
September 2007,
2007, December
December 2008
2008

Health
and institutions
institutions recognize
recognize the
the mutual
mutual
Health care systems, health plans, health care professionals, and
responsibilities in the partnership as health care professionals and patients.
patients. Understanding
Understanding these
these
mutual commitments is essential for respecting the dignity of
of each
each patient, the
the integrity
integrity of
ofeach
each
of the institution.
institution. In
In this
this chapter
chapter we
we will
will review
review
health care professional, and the core values of
ofpractice,
practice,then
thenthose
thosespecific
specifictotothe
the
patients' rights
rights and
and responsibilities
responsibilities under
under current
current standards
standardsof
Oregon Death with Dignity
Dignity Act.
Act.
Health professionals have aa duty
duty to
to provide
provide considerate
considerateand
andrespectful
respectfulcare
careand
andtototreat
treatpatients
patients
with dignity at all times. Patients have the right to
to receive
receive information
information about
about their
their care
care and
and to
to
oftheir
their primary
primary relationships,
relationships, are
are
have questions answered honestly. Patients, within the context
context of
the principle decision-makers concerning their own
own health
health care.
care. The
The process
process by
by which
which aa
competent patient agrees to or refuses medical intervention
intervention is
is called
called informed
informed consent.
consent. Health
Health
care professionals must give a patient, in aa manner
manner the
the patient
patient can
can readily
readily understand,
understand, material
material
of aa disease
disease process,
process, prognosis,
prognosis, treatment
treatment
information about his/her diagnosis, the course
course of
ofrefusal
refusal in
in order
orderfor
for
options, expected outcomes, possible complications,
complications, and
and the
the consequences
consequences of
the patient to be able to give informed
informed consent.
consent. In
In order
order to
to make
make truly
truly informed
informed decisions
decisions about
about
care, patients also need the freedom
freedom to explore
explore feelings
feelings and
and spiritual
spiritual needs
needs in
inan
an environment
environment
that shows respect for
for their
their ethnic,
ethnic, cultural,
cultural, or
or religious
religious values.
values. Health
Health care
care systems
systems have
have aa duty
duty
by providing
providing supportive
supportive social
social work
work services,
services, counseling
counselingservices,
services, and
and
to promote that freedom by
spiritual/pastoral services that will enhance
enhance patients'
patients' decision-making.
decision-making.
oftheir
theirhealth
health care
carehistory
historywill
will be
be
expect that
that the
the confidentiality
confidentiality of
Patients have a right to expect
theextent
extentprovided
providedbybylaw.
law.
by their
their caregivers
caregivers and
andhealth
healthcare
careinstitutions
institutionstotothe
respected by
communications and
and medical
medical records.
records.
Confidentiality applies to communications
when aa physician
physician believes
believes that
that aa patient's
patient'srefusal
refusaltotodivulge
divulgeinformation
information
In those rare instances when
party at
at risk
risk for
for serious
serious harm,
harm, the
the physician
physicianshould
shouldseek
seeklegal
legaland
andethical
ethical
to a third party puts that party
detennine if
if the
the sharing
sharing of
ofinformation
information with
with that
that party,
party, even
evenwithout
withoutthe
theconsent
consentof
ofthe
the
advice to determine
or ethically
ethically permissible
permissible or
or required.
required. IfIfthe
the physician
physicianfeels
feels that
thathe/she
he/shehas
hasaa
is legally
legally or
patient, is
to protect
protect some
some third
third party
party that
that isis not
not recognized
recognizedby
bythe
thelaw,
law,ititcan
canininsome
some
personal duty
duty to
permissible for
for that
that physician
physician to
to exercise
exercise aa degree
degree of
ofinfluence
influenceto
to persuade
persuadethe
the
instances be permissible
or to
to give
give permission
pennissionto
to the
thephysician
physicianto
todivulge
divulgeit.it.AAphysician
physician
divulge information
information or
patient to divulge
to divulge
divulge such
such information,
information, even
evenififultimately
ultimatelythe
thephysician
physician
never coerce
coerce the
the patient
patient to
should never
feels ethically
ethically obligated
obligated to
to do
do so
sohimself/herself.
himself/herself.
the responsibility
responsibility to
to communicate
communicate their
theirmedical
medicalhistory
historyand
andtreatment
treatmentgoals,
goals,
Patients have the
fears, and
and needs
needs as
as completely
completely and
and accurately
accurately as
as possible.
possible. They
Theyare
areresponsible
responsiblefor
for
stressors, fears,
letting health
health care
care professionals
professionals know
know when
when they
they have
have unrelieved
unrelievedpain,
pain,distressing
distressingsymptoms,
symptoms,
letting
and/or suffering
suffering so
so that
thatthe
thehealth
healthcare
careprofessionals
professionalscan
canpromptly
promptlyevaluate
evaluateand
andtreat
treatthem.
them.
and/or
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Patients are
are responsible
responsible for voicing their concerns about treatment goals or
Patients
or procedures
procedures and
and
infonning
Although patients
patients
informing their
their physicians
physicians if they cannot or willl10t
will not follow a treatment plan. Although
so may
may be
be helpful
helpful to
to finding
finding
do
do not
not have
have to
to explain or justify
justify themselves to their physician, doing so
an
alternative
approach
or
promoting
the
quality
of
the
physician/patient
relationship.
Patients
an alternative
of
physician/patient relationship. Patients
in some
some form
fonn of
of advance
advance care
care
and
and their
their health
health care
care professionals have a responsibility to engage in
planning so
become unable
unable to
to make
make decisions
decisions for
for
so that,
that, in the event the patient should become
as to
to how
how to
to proceed.
proceed. A
A patient
patient may
may do
do
him/herself, health care professionals will have guidance as
this
directive for
for health
healthcare
careand/or
and/orname
nameaahealth
healthcare
carerepresentative
representativetoto
this by executing an advance directive
make decisions
decisions as
as provided under Oregon law. Patients who choose
make
choose not
not to
to execute
execute such
such
decisions should be aware of
of the surrogate law in Oregon
Oregon so
so that
that they
they will
will know
know who,
who, in
in the
the
decisions
will be
be making
making their
their care
care decisions
decisions
absence
absence of an advance directive or health care representative, will
for them.
Patients facing the end of
of their life especially should
should have
have access
access to
to aa compassionate,
compassionate,
knowledgeable, interdisciplinary team that is committed
committed to
to understanding
understanding their
their needs.
needs. In
In
addition, consultation with hospice, supportive care,
or palliative
palliative care
care teams
teams may
may enhance
enhancethe
the
addition,
care, or
comfort of both the patient and loved ones (see
(see
).
Patients often need help from and for their
their significant
significant others
others in
in accepting
accepting death.
death. They
They should
shouldbe
be
given the opportunity to die in peace and in
in aa setting
setting reflecting
reflecting their
their dignity,
dignity, and
and not
not with
withthe
the
sense that they are alone. Meaningful presence, generous
generous hospitality,
hospitality, and
and faithful
faithful companionship
companionship
l
as well
well as
as traditional
traditionalprinciples
principlesininhealth
healthcare
careethics,
ethics,requires
requiresthat
that
law , as
are essential. Oregon law',
patients from whom life-sustaining procedures
procedures or
or artificially
artificially administered
administered nutrition
nutritionand
and
to ensure
ensurecomfort
comfOliand
and
hydration are withheld or withdrawn shall
shall be
be provided
provided humane
humane care
care to
positioning, warmth,
warmth, appropriate
appropriate lighting
lightingand
andother
othermeasures
measurestotorelieve
relieve
cleanliness. "Medication, positioning,
as essential
essential elements
elements of
ofcompassionate
compassionate and
and skilled
skilledcare
careininOregon's
Oregon's
are listed
listed as
pain and suffering" are
1993 advance directive
1993
directive statute.
statute. 22
with Dignity
Dignity Act
Act makes
makes specific
specific reference
reference to
to rights
rights and
andresponsibilities
responsibilitieswithin
within
The Oregon Death with
give
professional partnership.
partnership. Health
Health care
care professionals
professionalshave
haveaaduty
dutytotogive
the patient and health care professional
accurate prognostic
prognostic information
infonnationwhile
whilerespecting
respectingcultural
culturalvalues.
values.Patients
Patients
patients honest and accurate
if they
they have
have aa life-threatening
life-threatening illness
illness that
thatwill
willprobably
probablyresult
resultinindeath
death
have a right to know if
they may
may wish
wish to
to make
make personal
personal plans,
plans, seek
seekhospice
hospicebenefits,
benefits,or
or
within six months because they
prescription for
for aa lethal
lethal dose
dose of
ofmedication
medicationas
as set
setforth
forthin
inthe
theOregon
OregonAct.
Act.An
Aneligible
eligible
request a prescription
ofmedication
medicationmust
mustmake
maketwo
twooral
oralrequests
requestsand,
and,after
afteraa15-day
IS-day
patient who desires
desires aa lethal
lethal dose
dose of
patient
written request
request for
for the
the medications
medications (see
(seeAppendix
AppendixA,
A,
waiting period, one written
).

Patients have aa right to
to know
know whether
whether their
their health
healthcare
care professionals
professionals are
arewilling
willingtotoparticipate
participateinin
with Dignity
Dignity Act
Act and
and provisions
provisions under
underthe
theOregon
OregonAct
Actare
areallowed
allowedinintheir
their
the Oregon Death with
health
of
health care
care system
system (see
(see
right to
to know
know any
any limitations
limitations of
). Patients have aa right
plan with
with regard
regard to
to the
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct
Actand
andany
anypotential
potential
their health insurance plan
of interest
interest that
that may
may impact
impact decisions
decisions about
about care.
care. Patients
Patientsneed
needalso
alsototorespect
respectthe
the
conflicts of
of their
their health
health care
care professionals
professionals and
and the
the institutions
institutionswhere
wherethey
theyaccess
accesscare.
care.Oregon
Oregon
integrity of
integrity
exerciseaaright
rightnot
nottoto
insurance plans,
plans, and
and institutions
institutionsor
orsystems
systemstotoexercise
law allows individuals, insurance
participate in
in the
the Oregon
Oregon Act.
Act. Oregon
Oregonlaw
lawdoes
does not
notconsider
considerreferral
referralby
byone
onephysician
physicianwho
who
participate
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chooses
to one
one who
who will
will to
to constitute
constitute
chooses not
not to
to participate in the Oregon Death with Dignity Act to
participation
require aa physician
physician to
to do
do so.
so. Similarly,
Similarly, the
the
participation in the Oregon Act, although it does not require
Oregon Act
Act as
as aa covered
covered benefit.
benefit. Both
Both
law
law does
does not require insurance companies to consider the Oregon
physicians
to be aware and respectful
respectful of
ofeach
each other's
other'spersonal
personal
physicians and patients have a responsibility to
convictions and the institutional policies that may apply to them.
convictions
Eligible patients who choose to request a prescription
prescription under
under the
the Oregon
Oregon Act
Act have
have aa responsibility
responsibility
of
health
care
professionals
other
than
the
attending
physician
involvedin
in
to
consider
the
needs
to
of
other than the attending physician involved
their care (see
and
prevent
). This
This is
is necessary to ensure conscientious practice and to prevent
unexpected problems, such as an uninformed
uninformed emergency
emergency medical
medical technician
technician(EMT)
(EMT) attempting
attempting
resuscitation after finding the patient
patient comatose
comatose following
following taking
taking the
the lethal
lethal dose
doseof
ofmedication.
medication.IfIf
the patient is unwilling to infoim
inform aa health
health care
care professional,
professional, he/she
he/she should
shouldconsider
considerterminating
terminating
the relationship.
f',ynf/Y"'{/

is the
the reason
reason for
for aa change
change of
ofphysician,
physician, the
the physician,
physician,
When the Oregon Death with Dignity Act
Act is
health care system, or health plan
plan may
may decline
decline to
to help
help in
in finding
finding aa new
newphysician
physicianas
as part
partof
oftheir
their
conscientious practice. They may not, however,
however, obstruct
obstruct the
the change.
change. The
The health
healthcare
careprofessional
professional
and skilled
skilled care
care until
until the
the transfer
transfer isis complete
complete(see
(seec.
must continue to offer humane and
).

Guidelines
5.1
to all
all material
material information
information about
about their
their medical
medical condition
conditionand
and
5.1 Patients have the right to
order to
to be
be able
able to
to make
make informed
informed decisions
decisions about
abouttreatment.
treatment.
prognosis in order
to be
be told
told ififthey
they have
have aa life-threatening
life-threateningillness
illnessthat
thatwill
willprobably
probablyresult
result
5.2 Patients have a right to
so that
that they
they can
can make
make personal
personal plans,
plans, which
whichmay
mayinclude
includeseeking
seeking
in death within six months so
hospice care or
or requesting aa prescription
prescription under
under the
the Oregon
Oregon Act.*
Act. *
right to
to know
know whether
whether or
or not
not their
theirhealth
health care
careprofessional,
professional,insurance
insuranceplan,
plan,oror
5.3 Patients have a right
in or
or support
support the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct,
Act, and
andaaresponsibility
responsibilitytoto
system will participate in
of the
the convictions
convictions that
that underlie
underlie those
those policies.
policies.
be respectful of
who plan
plan to
to take
take aa prescription
prescriptionobtained
obtainedunder
underthe
theOregon
OregonAct
Acthave
haveaaresponsibility
responsibility
5.4 Patients who
consider the needs
needs of
offamily
family and
and health
healthcare
care professionals
professionalsother
otherthan
thanthe
theattending
attendingphysician
physician
to consider
to respect conscientious
conscientious practice
practice and
and to
to prevent
preventunexpected
unexpectedproblems.
problems.
If a patient
patient seeks
seeks to
to change
change physicians
physicians in
inorder
orderto
to obtain
obtainaaprescription
prescriptionunder
underthe
theOregon
OregonAct,
Act,
5.5 If
transferring physician
physician must
must continue
continueto
to offer
offerhumane
humaneand
andskilled
skilledcare
careuntil
untilthe
thetransfer
transferisis
the transferring
complete.
complete.
i, Not
"'
Not all
all cultures
cultures have
have the
the same
same appreciation
appreciationfor
for direct
direct information
information regarding
regarding diagnosis
diagnosis and
and
prognosis, so
so this
this "right
"righttotobe
betold"
told"will
willoften
oftenneed
needtotobebenuanced
nuancedwith
withcultural
culturalsensitivity.
sensitivity.
prognosis,
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September 2007,
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Patients exist in a complex social network that
that includes family,
family, friends,
friends, and
and other
otherintimate
intimate
relationships. These relationships provide
provide the
the support
support and
and foundation
foundation for
for the
the patient's
patient'svalues,
values,
beliefs, and priorities, and often empower
empower the
the patient
patient to
to exercise
exercise autonomy.
autonomy. Because
Becausesome
some
oftheir
theirbiological
biologicalfamily,
family,we
weuse
usethe
the
patients' closest
closest relationships
relationships are
are with
withfriends,
friends, not
notmembers
membersof
to include
include spouse,
spouse, significant
significantother,
other, children,
children,close
closefriends,
friends, and
andother
other
term "family" broadly to
intimate relations.
The number of
of patients who personally
personally consider
consider the
the option
option of
ofthe
the Oregon
OregonDeath
Deathwith
withDignity
Dignity
ofthose
those who
who ultimately
ultimately
Act and talk with family about the option
option is
is far
far greater
greater than
than the
the number
number of
of medication
medication under
under the
the Oregon
Oregon Act.'
Act.! Seventeen
Seventeenpercent
percentofofterminally
terminallyillill
take a lethal dose of
persons at some point consider
consider taking
taking aa lethal
lethal dose
dose of
ofmedication,
medication, while
while one
oneperson
personin
inaa
thousand ultimately takes the medication as
as prescribed
prescribed under
under the
the Oregon
Oregon Death
Deathwith
withDignity
Dignity
Act. 22
Family members and friends can
can provide
provide knowledge
knowledge of
ofaa patient's
patient'svalues
valuesover
overtime
timeand
andinsights
insights
into personality and character which
which may
may aid
aid aa physician
physician caring
caring for
for that
that patient.
patient. Any
Anydecision
decision
oflife
lifecan
canprofoundly
profoundlyaffect
affect
the family;
family; decision-making
decision-making at
at the
the end
end of
that affects a patient affects the
patient's family
family and
and friends.
friends. In
In this
this chapter,
chapter, we
we explore
explore the
the role
role of
of
the lives and memories of the patient's
the family when a terminally ill patient
patient requests
requests aa lethal
lethal dose
dose of
ofmedication.
medication.
ofmedication
medication starts
starts with
withthe
the patient.
patient. Most
Mostpatients
patientshave
have
The process for requesting a lethal
lethal dose
dose of
regarding the
the dying
dying process
process with
withtheir
theirfamily
familymembers
memberslong
long
discussed their wishes and values regarding
specific request
request occurs.
occurs. Others
Others may
may approach
approachthe
thesubject
subjectwith
withfamily
familywhen
whenthey
theyare
are
before this specific
Still others
others may
may choose
choose not
not to
to disclose
disclosetheir
theirwishes
wishesto
tofamily
family
close to wanting the prescription. Still
of reasons, including
including protection
protection of
ofthose
those persons,
persons, fear
fear of
ofbeing
beinghurt
hurtor
orrejected,
rejected,aa
for a variety of
of closeness with family,
family, or
or aa difference
difference in
in religious
religious or
or moral
moral views.
views. In
Inaasurvey
surveyof
of
lack of
physicians' experiences
experiences with
with the
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct,
Act,for
for80%
80%ofofthe
thepatients
patients
ofthe
therequest.
request.)3
prescription under
under the
the Oregon
Oregon Act,
Act, family
family members
members knew
knewof
requesting a prescription
Physicians spoke with family members about the request in 73% of patients. Nine percent
Physicans pokewithfamilyme bersabout her questin7of
3%ofpatients.Ninep rcentof
from their
their families
families and
and five
five percent
percenthad
hadno
nofamily
familytotoinform.
inform.
patients kept their intentions from
If a patient announces aa wish
wish to
to use
use aa prescription
prescription under
underthe
theOregon
OregonAct,
Act,there
thereare
areseveral
several
If
importantnot
not
Searching the
the meaning
meaning behind
behindthe
the patient's
patient'srequest
requestisisimportant
responses that may occur. Searching
and other
other health
health care
care workers
workers but
butalso
also for
for family
familyand
andfriends
friends (see
(see
only for the physician and
alleviated by
by aa frank
frank
). Issues and concerns may be alleviated
members. Supportive
Supportive interventions
interventions such
suchas
as referral
referraltotohospice,
hospice,referral
referraltoto
discussion with family members.
or an
an improvement
improvement in
in pain
painmanagement
managementmay
maynot
notonly
onlyimprove
improvethe
the
a mental health professional, or
for the patient
patient but
but may
may impact
impact the
the patient's
patient'sdesire
desirefor
foraaprescription
prescriptionunder
underthe
the
dying process for
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Oregon
of patients for whom major
major interventions
interventions were
were made
made
Oregon Act.
Act. In the Ganzini study, 46% of
3
changed their minds
minds about participation in the Oregon Death
changed
Death with
with Dignity
Dignity Act.
Act. 3
Good communication is critical at such an intense time, as values and
and attitudes
attitudes need
need to
to be
be
discussed
and
decisions
made.
These
issues
can
be
difficult
to
discuss
even
in
families
with
discussed
discuss even in families with aa
supportive relationships. The
The conversations
conversations may
may increase
increase or
or
history of open communication and supportive
alleviate stress. The dying process does not automatically ensure
ensure that
that communication
communication will
will come
come
easily and effectively for families. Families have styles of
of communication
communication that
that they
they bring
bring to
to the
the
In addition,
addition, the
the patient's
patient'smoods
moodsand
andsymptoms,
symptoms, created
createdby
bythe
the disease
disease and
and by
byits
its
dying
dying process.
process. In
treatments, can affect communication.
communication.
Communication becomes particularly important when the dying
dying person
person is
is considering
considering
participating in the Oregon Death
Death with
with Dignity
Dignity Act,
Act, especially
especially to
to clarify
clarifythe
the issues
issues that
thatmotivate
motivate
with the
the help
help of
ofaa health
health care
care professional
professional or
or
the person to do so. Open communication, perhaps with
counselor, can help to clarify and correct assumptions and
and may
may even
even change
change the
the patient's
patient'swishes
wishes
least, good communication
communication may
may help
help to
to generate
generate solutions
solutions
for a lethal dose of
of medication. At the least,
to problems and ease the dying process for
for all
all concerned.
concerned. Discussion
Discussionregarding
regarding the
the dying
dying process
process
can bring relief to patients and families, or
or itit may
may increase
increase tension
tension due
due to
to the
the difficult
difficult nature
nature of
of
the subject.
There is no question that supportive
supportive intervention
intervention benefits
benefits dying
dying patients
patients and
andtheir
theirloved
lovedones.
ones. 44
Assistance with practical matters (e.g., bathing, food preparation, errands) can be invaluable and
Asitancewhprticalmers(.g,bathinfodpreation,rds)canbeivlu and
can relieve stress for both patients and
and caregivers.
caregivers. The
The need
need for
for psychosocial
psychosocialand,
and, as
as appropriate,
appropriate,
is of
ofgreat
great importance.
importance. Evaluation
Evaluationand
andtreatment
treatmentof
of
spiritual support for patients and families
families is
distress, anxiety, and depression
depression is
is helpful
helpful in
in maintaining
maintaining quality
qualityof
oflife
throughoutthe
thedying
dying
life throughout
support is
is available
available through
through home
home health
health services
services or
orhospice.
hospice. Different
Differenthospices
hospices
process. Such support
to the
the practice
practice of
ofthe
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.
with regards
regards to
have different policies with
oftheir
theirspecific
specifichospice
hospiceprogram
programwhen
when
urged to
to clarify
clarify the
the policy
policy of
Patients and families are urged
participation in
in the
the Oregon
Oregon Act.
Act. Other
Other
may be available.
considering participation
Some patients, despite substantive interventions,
interventions, are
are determined
determined to
to obtain
obtainprescriptions
prescriptionsunder
underthe
the
to support
supportthem
themor
orwho
whoare
areopposed
opposedtotothis
this
have families
families who
who are
are willing
willing to
Oregon Act. Some may have
Of those who are
are opposed,
opposed, some
some family
family members
members may
mayeventually
eventuallybe
beswayed
swayedby
bythe
the
option. Of
patient's
arguments or
or circumstances
circumstancesand
andothers
otherswill
willremain
remainopposed.
opposed.This
Thismay
mayaffect
affectthe
the
patient's arguments
patient's final
final decision,
decision, as
asininthe
thecase
caseofofaapatient
patientwith
withamyotrophic
amyotrophiclateral
lateralsclerosis
sclerosis(ALS),
(ALS),
patient's
featured in
in the
the series
series "On Our
Our Own
Own Terms",
Terms", by Bill Moyers, who did not
not pursue
pursue obtaining
obtaining aa
of medication largely out of
of respect for his wife's
wife's religious
religious beliefs.'
beliefs. 5
prescription for a lethal dose of
For those patients who
who do
do obtain
obtain prescriptions
prescriptions under
underthe
theOregon
OregonAct,
Act,and
andwho
whochoose
choosenot
nottoto
For
infornl some or
or all of
of their
their family
family members,
members, their
their wishes
wishes not
notto
to disclose
discloseshould
shouldgenerally
generallybe
be
inform
by health
health care
care professionals
professionals on
onthe
the basis
basis of
ofconfidentiality.
confidentiality.However,
However,there
theremay
maybe
be
respected by
that create
create concerns
concerns regarding
regarding an
anadverse
adverse impact
impacton
onfamily
familymembers,
members,and
andwould
would
circumstances that
indicate
indicate the
the need
need for
for further
furtherdialogue.
dialogue.
The patient
patient who
who desires
desires aa lethal
lethal dose
dose of
ofmedication
medicationneeds
needsto
toexplore
explorethis
thisoption
optionwith
withhis/her
his/her
The
and clarify
clarify the
the physician's
physician'swillingness
willingnesstotoparticipate
participateininthe
theOregon
OregonAct
Act(see
(see
physician and
If the physician
physician is
is unwilling,
unwilling, the
the persistent
persistent patient
patient will
will
). If
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need
with this
this
need to
to find
find aa physician who
who is
is willing to participate; sometimes the family helps with
search.
and
search. If
If aa willing
willing physician
physician is
is found,
found, there still may be other health care professionals and
allow participation
participation in
in the
the Oregon
Oregon Act.
Act. Patients
Patients
institutions
institutions involved
involved whose
whose moral
moral values
values don't allow
and their families
families are urged to respect
and
respect these
these values
values (see
(see
). The
The non-participating
non-participating physician who has a significant relationship with the
of the patient's
patient's care,
care,as
asagreed
agreedto
toby
bythe
thepatient
patientand
and
patient may still participate in some aspect of
participating physician (see
The Oregon Death with Dignity Act focuses almost exclusively
exclusively on
on the
the patient
patient and
and physician.
physician.
However,
physician is
is required
required to
to
However, the statute references the family in several instances. The physician
recommend that the patient notify the next of
of kin of
of his or
or her
her request
request for
for medication
medication under
under the
the
ofkin
kin
Oregon Act (although the law states that a patient who declines or
or is
is unable
unable to
to tell
tell next
next of
of the
the two
two witnesses
witnesses to
to the
the patient's
patient's
shall not have his
his or her request denied for that reason). One of
to the
the Oregon
Oregon Act,
Act, the
the physician
physician isis
written request can be a relative. In the 1999
1999 amendment to
required to counsel the patient about the importance of
of having
having another
another person
person present
present when
when the
the
medication is taken.
taken. This may be family, although there is
is no
no published
published data.
data. Finally,
Finally, like
like health
health
care professionals, family members and others have legal
legal immunity
immunity from
from prosecution
prosecution for
for being
being
patient's ingestion
ingestion of
ofthe
the lethal
lethaldose
doseof
ofmedication,
medication,ififthe
therequirements
requirements
present at the time of the patient's
of the Oregon Act have been
been met.
met.
of the literature on the subject of
of the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act
Act specifically,
specifically, and
and
Most of
ingesting a lethal dose of
of medication generally,
generally, acknowledges
acknowledges the
the primary
primary role
role of
ofthe
the patient
patientin
in
ofloss
loss of
of
under the
the Oregon
Oregon Act
Act because
because of
decision-making. Many patients request assistance under
autonomy and a determination
determination to
to control
control the
themanner
maImerof
oftheir
theirdeath.
death. 66 Some families have
and are familiar
familiar and
and comfortable
comfortable with
with their
theirloved
loved one's
one'sattitudes.
attitudes. 77
discussed this issue for years and
Some family members start out being opposed to their loved one's decision, for various reasons,Somefailybrstouengpdthirlovne'sc,fariouesn
beliefs, denial of
ofthe
the seriousness
seriousness of
ofthe
the disease,
disease, or
oraadesire
desire to
to
including religious and moral beliefs,
prominent reason is
is the
the sadness
sadness that
that family
family members
members feel
feel atatthe
the impending
impending
rescue the patient. A prominent
of completed
completed death
death by
by aa lethal
lethal dose
dose of
ofmedication,
medication, the
the
loss of
of their loved one. In some cases of
wasright
rightfor
forthat
that
terms with
with the
the patient's
patient'sdecision,
decision,feeling
feelingthat
thatititwas
family eventually comes to terms
patient. BanBarry
"It was
was hard
hard to
to imagine
imagine that
thatsomeone
someone wanted
wanted to
to
y Siegel summarizes this process: "It
want to
to let
let go.
go. ...
'" And
And yet,
yet, Joan
Joan now
now realized,
realized, itit wasn't
wasn'tso
so much
much that
that
go, someone you didn't
didn't want
needed to
to go.
go. It
It was
was right
right for
for him,
him, she
she decided,
decided, so
so that
thatmeant
meantititwas
wasright
right
Mark wanted to go. He needed
for her."8
to the
the request,
request, sometimes
sometimes altering
altering the
the patient's
patient's
her."g 0ther
Otherfamily
family members
members remain
remain opposed
opposed to
decision.'
decision. s
on the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct,
Act, as
as well
wellas
as in
incases
casesfrom
fromthe
the
In the published reports on
commonly aa great
great deal
deal of
ofinteraction
interaction exists
exists between
betweenthe
thefamily
familyand
andthe
thehealth
healthcare
care
Netherlands, commonly
team. Often the contact is
is only
only with
with physicians,
physicians, but
but itit may
may involve
involve nurses,
nurses, pharmacists,
pharmacists,social
social
other members of
ofthe
the hospice
hospice team
team or
or health
health care
care system,
system, and
andvolunteers.
volunteers. In
InOregon,
Oregon,aa
workers, other
of family
family members
members expressed
expressed frustration
frustration at
at not
not being
being able
ableto
to find
findhealth
healthcare
care
number of
to help
help them,
them, but
but once
once they
they had
had an
an attending
attendingphysician,
physician,that
thatperson
personcoordinated
coordinated
professionals to
care.
Because this
this law
law is
is relatively
relatively new,
new, itit isis unfamiliar
unfamiliarground
groundfor
formany
manyhealth
healthcare
care
care.66 Because
professionals
professionals as
as well
well as
as families.
families.
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Patients
process of
ofparticipation
participation
Patients and
and families
families have expressed the need for information about the process
in the
the Oregon
Oregon Act.
Act. This information
in
information and planning should include:

a. The
a.
of the Oregon
Oregon Act, including
including aa timeline.
timeline.
The specific requirements and process of
b. Alternatives to the Oregon Death with Dignity Act, including
b.
including comfort
comfort care,
care, hospice
hospice
care, and pain control.
care,
c. Discussion of disclosure to family members; discussion of
c.
of who will
will be
be present
present at
at the
the
time
of medication, including
including health
health care
care professionals
professionals or
or
time the
the patient takes the lethal dose of
volunteers.
d. Suggesting that
d.
('
receiving care.

and m°
are
is
are appropriately completed and available where the patient is

e.
e. An idea of
of what to expect
expect during
during the
the ingestion
ingestion itself,
itself, and
and contingency
contingencyplans
plans ififthings
things do
do
ifthe
the death
death takes
takes longer
longer than
than expected.
expected. Death
Deathmay
may
not proceed as expected, especially
especially if
not be immediate and may take
take hours.
hours.
f.f. Discussion of
of the availability
availability of
ofthe
the attending
attending physician,
physician, either
either in
inperson
personor
orby
byphone,
phone,
to deal with questions and complications,
complications, or
or for
for support.
support.

g. Information on funeral arrangements,
g.
arrangements, including
including aa plan
plan to
to have
have the
the attending
attending physician
physician
and funeral
funeral home
home that
that the
the death
deathwas
was expected
expectedand
andthat
thathe/she
he/shewill
willsign
sign
notify the hospice and
the death certificate.
certificate.
for a person
person who
who isisterminally
terminallyillilltotowithdraw
withdrawfrom
fromworldly
worldlyattachments
attachments—- things,
things,
It is natural for
of
places, people. Written discussion
discussion about
about any
any rituals
rituals associated
associatedwith
withtaking
takingaalethal
lethaldose
doseof
aside from
from the
the practical
practical details
details of
ofthe
thepreparation
preparationof
ofthe
themedication
medicationand
and
medication are lacking, aside
more of
ofaa need
need for
for aa family
family or
or caregiver
caregiverto
to have
haveaaritual
ritualthan
thanfor
forthe
the
its ingestion. There may be more
dying person.
experience of
ofand
and adjustment
adjustment to
to the
the loss
lossof
ofaaloved
lovedone
oneafter
afterdeath.
death. 99 It may
Bereavement is the experience
death as
as anticipatory
anticipatory grief,
grief, aaphenomenon
phenomenonthat
thathas
hasbeen
beendescribed
describedasasrehearsal
rehearsalfor
for
begin before death
ofthe
thedeath
death
variables affect
affect the
the grieving
grieving process,
process, including
includingthe
thecircumstances
circumstancesof
loss. Numerous variables
itself 10
bereavement following
following suicide
suicidehas
hasbeen
beendescribed
describedasascomplex
complexand
andmore
more
itself.
'° Traditionally, bereavement
ofthe
thecause
causeofofdeath.
death. I11I There
There is
is no
no written
written information
information on
on
resolve due
due to
to the
thenature
natureof
difficult to resolve
byaalethal
lethaldose
doseof
ofmedication
medicationaffects
affectsbereavement,
bereavement,and
andthe
the
how legally
legally permitted
pernlitted death
death by
literature on
on bereavement
bereavementfollowing
following suicide
suicidecannot
cannotbe
beeasily
easilygeneralized
generalizedtotothe
the
traditional literature
bereavement experience
experience following
following participation
participationininthe
theOregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.
bereavement
Theoretically, with
with participation
participationin
inthe
the Oregon
OregonAct,
Act, there
theremay
maybe
besome
someopportunity
opportunityfor
for
discussion and
and closure,
closure, and
and available
available data
data suggests
suggeststhat
thatsome
somefamily
familymembers
membersseem
seemtotodevelop
develop
discussion
6,7 Some families indicated
the loved
loved one's
one'schoice,
choice,even
evenififdifferent
differentfrom
fromtheir
theirown.
own.r.·7
indicated
respect for the
supporting their
their loved
loved one's
one'swishes
wishesininthese
thesematters
mattershas
hasbeen
beencomforting,
comforting,asasthe
theperceived
perceived
that supporting
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suffering has
easier. However,
However, any
any
has been relieved. These aspects may make bereavement easier.
of disapproval
disapproval by
by family
family members
members or
orothers
others in
in
complications that occur, or the perception or fact of
the community, could make bereavement more difficult.
difficult.
One frequent theme in the published literature is the concern
concern about
about secrecy
secrecy during
during the
the process
process
leading up
dose of
of medication,
medication, which
which can
can make
make the
the
up to,
to, during, and after the death by a lethal dose
Thisisisespecially
especiallytrue
truewhen
whensuch
suchaadeath
deathisis
grieving process last longer and be more difficult]
difficult. 7This
done illegally:
"One of the ways that people normally deal with
with their
their grief
griefis
is by
by talking
talking about
about the
the
death, unless
unless one
one has
has
death.
death. This option is closed to them in an assisted death,
participated with other family members or
or close friends.
friends. Those
Those who
who assist
assist may
may
come to feel
that
they
have
no
one
they
can
talk
to,
no
one
with
whom
they
can
feel
talk to, no one with whom they can
of the most powerful experiences
experiences of
oftheir
their lives.
lives. They
They
share what may well be one of
may be too frightened or ashamed to tell others
others in
in their
their own
own family
family or
ortheir
their closest
closest
of such an
an act."
act.,,12
friends,
friends, who might not be supportive of
12
In Oregon, it remains difficult for
for some
some to be
be open
open about
about the
the manner
manner of
ofdeath
death under
under the
the Oregon
Oregon
Act:
"For Beth, the hardest part
part has
has been
been continued
continued public
public opposition
oppositionto
to assisted
assisted
suicide. She has felt stung by opponents'
opponents' remarks
remarksto
tothe
themedia
mediaabout
aboutassisted
assisted
her mom's
mom'sdeath
deathwith
withher
herown
ownfaith,
faith,
suicide. She has worked to reconcile her
ultimately believing in a merciful and
and forgiving
forgiving God.
God. But
But Beth
Beth has
has not
nottold
told many
many
in her
her mind
mind about
about it."
it.,,13
people how her mother died. She still goes
goes back
back and
and forth
forth in
13
Families who are involved with
with the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act
Acthave
havestrong
strongand
andsometimes
sometimes
conflicting needs and emotions about
about this
this intense
intense experience:
experience: "Family
"Family members
membersexpressed
expressed
profound grief
grief over their
their loss.
loss. However,
However, mixed
mixed with
with this
this grief
griefwas
was often
oftengreat
greatrespect
respectfor
forthe
the
ofalmost
almost 50
50 years,
years, 'She
'Shewas
wasmy
myonly
only girl:
girl: IIdidn't
didn't
patient's choice.
choice. One
One man
man said
said about
about his
his wife
wife of
patient's
do this."
this.,,66 And, after the
the death
death of
ofaa young
young person,
person, her
her mother
mother
want to lose her...but
her ... but she wanted
wanted to
to do
and said:
said: "In
"In preparing
preparing her
her ingestion,
ingestion, IIgave
gavemy
mydaughter
daughterthe
themost
most
thanked the physician and
give.,,14
the most
most difficult
difficult one
one II could
could give."
important gift I could give, and the
14 1t
It should be noted that this
of study,
study, and
and more
more data
data isis needed
needed to
to understand
understandthe
thefull
fullimpact
impactof
ofthe
the
is an emerging field of
Oregon Death with Dignity
Dignity Act
Act on
on bereavement,
bereavement, family,
family, and
and community
communityrelationships.
relationships.
suggested as
as guidelines
guidelines for
for participating
participating physicians
physiciansand
andother
otherhealth
healthcare
care
The following are suggested
professionals in working with
with families:
families:

Guidelines:
professionals to
to recognize
recognize the
the critical
criticalrole
rolethat
thatfamily
familyand
and
6.1 It is important for health care professionals
and care
care of
ofaa patient.
patient. Families
Families can
can provide
provide knowledge
knowledgeof
ofaapatient's
patient'svalues
values
friends play in the life and
Families are
are profoundly
profoundlyaffected
affectedby
bythe
thecare
careofofthe
thepatient
patientatatthe
theend
endofoflife.
and personality. Families
life.
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6.2
family members may
may have
have to
to aa
6.2 It
It is
is also
also important to recognize the different responses family
patient's request
request for
for aa prescription
prescription under
under the
the Oregon
OregonAct.
Act. Some
Somemay
maybe
besupportive,
supportive,others
othersmay
may
become supportive, and still others may be consistently
consistently opposed.
opposed.
6.3
Death with
with Dignity
Dignity Act
Act are
are required
required to
to
6.3 Physicians who agree to participate in the Oregon Death
recommend to the patient that the next of
of kin be notified
notified of
of the
the request
request for
for aa lethal
lethal dose
dose of
of
medication. However, a refusal to do so does
does not
not in
in itself
itselfmake
make aa patient
patient ineligible
ineligible for
for the
the
Oregon Act. Some patients have difficult relationships or
or religious or
or moral
moral differences
differences with
with
family
generally should
should be
be respected
respected on
on the
the basis
basis
family members;
members; their decisions regarding disclosure generally
of confidentiality. However, there may be circumstances which
which create
create concerns
concerns regarding
regarding an
an
adverse impact on family, and that would indicate
indicate the
the need
need for
for further
further dialogue.
dialogue.
6.4 Physicians are required to counsel patients about
about the
the importance
importance of
ofhaving
having another
anotherperson
person
The Oregon
Oregon Act
Act does
does not
not require
require another
anotherperson
personto
to be
be
present when the medication is taken. The
present.
6.5
for information
information about
about the
the Oregon
Oregon Act
Act and
and its
its
6.5 Patients and family members have a great need for
ingestion of
ofaa lethal
lethal dose
dose of
ofmedication
medication itself,
itself, and
andwhat
what
requirements, what to expect during the ingestion
to
physician should
should confirm
confirm that
that the
the members
members of
ofthe
the health
health
to expect afterwards. Also, the attending physician
the attending
attending physician
physicianand
and other
otherappropriate
appropriate
care team are willing to participate. It behooves the
health care professionals or
or volunteers
volunteers to
to supply
supply the
the needed
needed information
informationin
inas
as much
muchdetail
detailas
as
possible, and to plan strategies for
for care.
care. This
This planning
planning should
should include:
include:
ofthe
the Oregon
Oregon Act,
Act, including
including aatimeline.
timeline.
a. The specific requirements and process
process of
Oregon Death
Death with
with Dignity
Dignity Act,
Act, including
including comfort
comfortcare,
care, hospice
hospice
b. Alternatives to the Oregon
care, and pain control.
control.
of disclosure to family
family members;
members; discussion
discussion of
ofwho
who will
will be
be present
presentatatthe
the
c. Discussion of
time the patient takes
takes the
the lethal
lethal dose
dose of
ofmedication.
medication.

d. Suggesting that

,'pr,,,','",, and
are appropriately completed and available
available where
where the
the patient
patient isis

care.
receiving care.
of what to expect during
during the
the ingestion
ingestion itself,
itself, and
and contingency
contingencyplans
plansififthings
things do
do
c. An idea of
expected, especially
especially ififthe
the death
death takes
takes longer
longerthan
thanexpected.
expected. Death
Deathmay
may
not proceed as expected,
and may
may take
take hours.
hours.
not be immediate and

f. Discussion of
of the
the availability
availability of
ofthe
the attending
attending physician,
physician, either
eitherin
inperson
personor
orby
byphone,
phone,
and complications,
complications, or
or for
for support.
support.
to deal with questions and
arrangements, including
including aa plan
planto
to have
have the
theattending
attendingphysician
physician
g. Information on funeral arrangements,
the hospice and
and funeral
funeral home
home that
that the
the death
deathwas
was expected
expectedand
andthat
thathe/she
he/shewill
willsign
sign
notify the
certificate.
the death certificate.
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6.6.
special needs
needs of
offamilies
families involved
involved with
with the
the
6.6. Health care professionals should understand the special
Oregon Death with Dignity Act for discussion of
oftheir
their experiences
experiences and
and the
the concern
concern about
about
secrecy.
may prolong
prolong the
the grieving
grievingprocess.
process.
secrecy. The secrecy may
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7. Attending Physician and consulting
Consulting Physician
Physician
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2005, September
September 2007,
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Written: February 1998; Revised: October
In this chapter, we use the following terms
terms as
as defined
defined by
by the
the Oregon
Oregon Death
Death with
withDignity
Dignity Act
Act in
in
order to
responsibilities. "Physician"
"Physician" means
means aa doctor
doctor of
of
to describe
describe the
the physician's roles and responsibilities.
medicine or osteopathy licensed to practice medicine
medicine by
by the
the Oregon
Oregon Medical
Medical Board.
Board. "Attending
"Attending
physician" refers to the physician who
who has
has primary
primary responsibility
responsibility for
for the
the care
careof
ofthe
the patient
patientand
and
treatment of the patient's
terminal disease.
disease. A
A "consulting
"consulting physician"
physician" isis aa physician
physician who
who is
is
patient's terminal
qualified by specialty or experience to
to make
make aa professional
professional diagnosis
diagnosis and
and prognosis
prognosis regarding
regarding the
the
patient's disease.
disease.
The physician's
physician's unique
unique professional
professional responsibility
responsibilityto
tohis/her
his/herpatients
patientsisisparticularly
particularlyevident
evidentininaa
patient's
last months
months of
oflife.
life. The
The physician
physicianoffers
offersthe
thepatient
patientrelief
relieffrom
fromsuffering
sufferingthrough
through
patient's last
compassion and palliative care. When asked about
about the
the Oregon
Oregon Act,
Act, some
some physicians
physicians may
may have
have
examined their personal and professional values
values and
and determined
determined the
the degree
degree to
to which
which they
theycould
could
be involved. Other physicians may
may still
still be
be struggling
struggling with
with the
the issue
issue and
andfeel
feel uncertain
uncertainabout
abouttheir
their
own values and how to respond to aa patient's
patient'srequest.
request.Physicians
Physicianswill
willbe
bemore
moreeffective
effectiveinintheir
their
care of
of terminally ill patients if
if they
they have
have examined
examined their
their values
values regarding
regardingend-of-life
end-of-lifecare
careand
and
the Oregon Death with Dignity
Dignity Act.
Act.
Traditionally, physicians have
have had
had difficulty
difficulty talking
talking about
about death
death with
withtheir
theirpatients.
patients. They
Theyhave
have
not to
to do
do so
so could
could signify
signify failure.
failure. Instead
Insteadof
ofwanting
wantingaaprolonged
prolonged
been taught to cure; therefore, not
are now
now asking
asking physicians
physicians to
to provide
provide high
highquality
qualitytreatment
treatmentand
and
life at all costs, many patients are
excellent palliative care, and some
some are
are asking
asking assistance
assistance in
in ending
ending life.
life.
about one's
one'sown
owndying,
dying,asaschallenging
challengingaaconsideration
considerationasasititisisfor
forpatients,
patients,can
can
Advance planning about
for physicians.
physicians. This
This personal
personal exploration
explorationcan
candeepen
deepenunderstanding
understandingabout
about
be a powerful process for
of suffering and the
the goals
goals of
ofmedicine.'
medicine. 1We
Weencourage
encourageall
allphysicians
physicianstotodiscuss
discusstheir
their
the nature of
values with loved ones and
and to
to make
make their
their end-of-life
end-of-life care
care preferences
preferences known,
known,and
andconsider
consider
directive. This
This personal
personal exploration
exploration may
may help
help the
thephysician
physiciantotoclarify
clarify
completing an advance directive.
ofend-of-life
end-of-life care,
care, such
such as
as those
thoseprovided
providedunder
underthe
theOregon
Oregon
other aspects
aspects of
his/her feelings about other
Act.
ofpersonal
personal values
values regarding
regarding the
the Oregon
OregonDeath
Deathwith
withDignity
Dignity
understanding of
In probing a deeper understanding
physician does
does not
not function
function alone.
alone. He/she
He/shemust
must consider
considerthese
thesevalues
valuesininthe
thecontext
contextof
of
Act, the physician
colleagues, institutions,
institutions, and
and organizations.
organizations. Discussing
Discussingprovisions
provisionsof
ofthe
the
relationships with colleagues,
in advance
advance can
can promote
promote respect
respect for
for differing
differingvalues
valuesand
andprevent
prevent
Oregon Act with colleagues in
unwanted conflicts.
conflicts. Some
Some physicians
physicians may
mayprefer
prefergreater
greaterprivacy
privacyand
andchoose
choosenot
nottotodiscuss
discusssuch
suchaa
unwanted
issue with
with colleagues.
colleagues.
sensitive issue
physician also must
must be
be aware
aware of
ofthe
the policies
policies of
ofhislher
professionalgroup,
group,care
caresetting,
setting,
The physician
his/her professional
health system,
system, malpractice
malpractice carrier,
carrier, health
healthplans,
plans, and
andprofessional
professionalorganizations.
organizations.These
Thesepolicies
policies
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may
values (see
(see
may conflict with
with the
the physician's
physician's values
). Provisions
Provisions clarified the
relationship of health care professionals and institutions under
under the
the Oregon
Oregon Act
Act in
in the
the amended
amended
law (see
; and
and Appendix A,
of health
health care
care
). The goal of these provisions is to respect the values of
as aa hospital
hospital system)
system) may
may
institutions and their health care professionals. Institutions (such
(such as
prohibit a physician from participating under
under the
the provisions
provisions of
ofthe
the Oregon
Oregon Act
Act on
on its
its premises
premises ifif
the institution has previously notified the physician
physician in
in writing of
ofthe
the non-participation
non-participation policy.
policy. A
A
to loss
loss of
ofprivileges,
privileges, loss
loss of
of
physician who violates institutional policy may be subject
subject to
membership or other sanctions provided in
in medical staff
staff bylaws,
bylaws, termination
termination of
oflease
lease or
or other
other
of contract. These
These sanctions
sanctions are
are not
not reportable
reportable to
to the
the Oregon
Oregon
property contract, and termination of
of
Medical Board. The physician
physician may still
still participate
participate ififhe/she
acts outside
outside the
the course
course and
andscope
scopeof
he/she acts
his/her role in the institution. The scope and
and circumstances
circumstances for
for sanctions
sanctions are
are complex
complex and
and are
are
15 of
of this Guidebook,
covered in more detail in chapter 15
Physicians' professional
professional organizations
organizations have
havetaken
takendifferent
differentpositions
positionson
onthe
theprovisions
provisionsofofthe
the
opposed as
as described
described
Oregon Act. The American Medical Association
Association (AMA),
(AMA), among
among others,
others, isis opposed
in its Code of
of Medical Ethics:
Ethics:
"It is understandable, though tragic, that
that some
some patients
patients in
in extreme
extreme duress
duress such
suchas
as
those suffering from a terminal, painful, debilitating
debilitating illness
illness may
may come
come to
to decide
decide
allowing physicians
physicians to
to participate
participate in
in
that death is preferable to life. However, allowing
harm than
than good.
good. Physician-assisted
Physician-assisted suicide
suicideisis
assisted suicide would cause more harm
fundamentally incompatible with the physician's
physician'srole
roleas
ashealer,
healer,would
wouldbe
bedifficult
difficult
serious societal
societal risks.
risks.
or impossible to control, and would pose serious

of participating in assisted suicide,
suicide, physicians
physicians must
must aggressively
aggressively respond
respond
Instead of
to the needs of
of patients at the end of
of life.
life. Patients
Patients should
should not
not be
be abandoned
abandoned once
onceitit
is determined that cure is impossible. Multidisciplinary
Multidisciplinary interventions
interventions should
should be
be
sought including specialty consultation, hospice
hospice care,
care, pastoral
pastoral support,
support, family
family
oflife
mustcontinue
continueto
to
other modalities.
modalities. Patients
Patients near
near the
the end
end of
counseling, and other
life must
support, comfort
comfort care,
care, adequate
adequate pain
paincontrol,
control, respect
respectfor
forpatient
patient
receive emotional support,
communication.,,22
autonomy, and good communication."
1994 referendum campaign,
campaign, the
the Oregon
Oregon Medical
Medical Association
Association(OMA)
(OMA) chose
choseto
to neither
neither
During the 1994
support nor oppose the Oregon
Oregon Death
Death with
with Dignity
Dignity Act,
Act, consistent
consistent with
with the
the nearly
nearly evenly
evenlydivided
divided
of its membership. In
In July
July 1997,
1997, the
the Executive
Executive Committee
Committeeof
ofOMA's
OMA'sBoard
BoardofofTrustees
Trustees
views of
for the
the association
association to
to support
support repeal
repeal of
ofOregon's
Oregon'sDeath
Deathwith
with
agreed to an operational policy for
the action
action of
ofthe
the House
House of
ofDelegates
Delegates in
inApril
April1997.
1997.The
The
Dignity Act, as mandated by the
endorse coalitions
coalitions to
to campaign
campaignin
in support
supportof
ofor
orin
inopposition
oppositionto
to
organization did not join
join or endorse
repeal of
of the
the Oregon
Oregon Act.
Act.
of the American
American College
College of
ofPhysicians-American
Physicians-AmericanSociety
Societyof
ofInternal
InternalMedicine
Medicine
The position of
is as
as follows:
follows:
(ACP-ASIM) is
support the
the legalization
legalization of
ofphysician-assisted
physician-assistedsuicide.
suicide. The
Theroutine
routine
"[It] does not support
of physician-assisted
physician-assisted suicide
suicide raises
raises serious
serious ethical
ethical and
andother
otherconcerns.
concerns.
practice of
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Legalization
relationship and
and the
the trust
trust
Legalization would undennine
undermine the patient-physician relationship
necessary to sustain it; alter the medical profession's
profession'Srole
rolein
insociety;
society;and
andendanger
endanger
the value our society places on life, especially on the lives of
ofdisabled,
disabled,
incompetent,
remains thoroughly
thoroughly
incompetent, and vulnerable individuals. The ACP-ASIM remains
committed to improving care for patients at the end of
oflife.,,3
life." 3
The position of the American Academy of
of Hospice and
and Palliative
Palliative Medicine
Medicine (AAHPM)
(AAHPM) isis
described here:
Despite all potential alternatives, some patients may
may persist
persist in
in their
their request
request specifically
specifically
for physician-assisted death (PAD). The AAHPM recognizes
recognizes that
that deep
deep disagreement
disagreement
of PAD. Sincere,
Sincere, compassionate,
compassionate, morally
morally conscientious
conscientious
persists regarding the morality of
of this debate. AAHPM takes
takes aa position
position of
of"studied
"studied
individuals stand on either side of
neutrality" on the subject of
of whether PAD should
should be
be legally
legally regulated
regulated or
or prohibited,
prohibited,
believing its members should instead continue
continue to
to strive
strive to
to find
find the
the proper
properresponse
response to
to
those patients whose suffering becomes intolerable despite
despite the
the best
best possible
possible palliative
palliative
care.
SUPPOlis intense
intense efforts
efforts to
to alleviate
alleviate
care. Whether or not legalization occurs, AAHPM supports
suffering and to reduce any
any perceived
perceived need
need for
forPAD.
PAD.44
While the Oregon Medical Board
Board has taken
taken no
no position,
position, in
in 1993
1993 itit adopted
adopted aastatement
statementof
of
philosophy on pain management
management in
in acute
acute conditions
conditions and
and in
interminal
tenninal illness
illness (see
(seeAppendix
AppendixE,
E,
It
has
also
amended
its
rules
to
clarify
that
).
good faith compliance with the Oregon
Oregon Act
Act will
will not
not subject
subject licensees
licensees to
to discipline
disciplinefor
for
ofdisciplining
discipliningaa
unprofessional conduct. In
In 1999,
1999, the
the Board
Board took
took the
the unprecedented
unprecedentedstep
stepof
ofmedication
medicationneeded
neededfor
forthe
thecomfort
comfortof
ofseriously
seriouslyill
ill
physician for egregious under-prescribing
under-prescribing of
and dying patients.
One of
of fifty patients with aa terminal
tenninal condition
condition asks
asks his/her
his/her physician
physician about
aboutthe
the provisions
provisionsof
ofthe
the
prescription under
under the
the Oregon
OregonAct,
Act, the
thephysician
physicianmust
must
Oregon Act. 55'6,6 When a patient requests aa prescription
question (see
(see
explore the meaning behind the question
).
Patients may communicate
communicate one
one thing,
thing, yet
yet mean
mean quite
quite another.
another. Patients
Patientsfrequently
frequentlyvisit
visitphysicians
physicians
yet have
have deeper
deeper worries
worries that
that remain
remainhidden.
hidden. Eliciting
Elicitinghidden
hiddenfactors
factors
with a particular symptom yet
and reduce
reduce suffering.
suffering. 77
may promote healing and
According to the Oregon
Oregon Department
Department of
ofHuman
Human Services,
Services, Health
HealthServices
Servicessurveys,
surveys,physicians
physicians
prescription under
under the
the Oregon
Oregon Act
Act for
forseveral
severalreasons,
reasons, including
including
report that patients request aa prescription
of autonomy (100%), aa decreasing ability
ability to
to participate
participate in
inactivities
activities that
thatmake
makelife
lifeenjoyable
enjoyable
loss of
of dignity
dignity (86%).
(86%).118
(86%), and loss
loss of
patients' families
families also
alsoindicated
indicatedthat
thatthese
thesepatients
patientswere
wereoften
oftendetermined
detenninedtoto
Interviews with patients'
timing and
and manner
mannerof
oftheir
theirdeath.
death.'l9 A statewide
statewide survey
survey of
ofOregon
Oregon physicians
physicians found
found
control the timing
in patients'
patients'decisions
decisionstotorequest
requestaaprescription
prescriptionfor
fora alethal
lethaldose
doseofof
that important considerations in
unrelieved or
or anticipated
anticipated symptoms
symptoms (pain
(pain--43%,
43 %, fatigue
fatigue --31%,
31 %,and
and
medication included unrelieved
Financial burden
burden to
to others
others (11%)
(11 %) and
and lack
lackof
ofsocial
socialsupport
support(6%)
(6%)were
werefound
foundtoto
dyspnea - 27%). Financial
be uncommon reasons for requests for a prescription under the Oregon Act.
Act."10
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Examining
prescription under
under the
the Oregon
Oregon Act
Act may
may lead
lead to
to
Examining the meaning behind the request for a prescription
new physical
that might
might obviate
obviate the patient's
patient'sdesire
desirefor
foraa
physical or psychosocial interventions that
. . under
0 regon Act.
A ct.'
1112
prescription
1 " 2 ((see
prescnptIon
under the
the Oregon
see
).
to a hospice program, or
or aa trial
trial of
ofantidepressant
antidepressant
Control
Control of pain or other symptoms, referral to
of46% of
ofpatients
patients who
who had
had sought
sought aa prescription
prescription
medication has been found to alter the requests of
the Oregon Act.
Act.'10() Research indicates that most patients request
under the
request the
the medication
medication to
to remain
remain
of dependence on others before death,
death, and
and because
because of
ofexistential
existential
in
in control,
control, avoid a period of
reasons, such as
as not
not seeing any point in continuing to
to live.
live. These
reasons,
These patients
patients wish
wish to
to avoid
avoid being
being aa
to be
be meaningful.'
meaningful. 10°
burden on others, even when family members find
find caring
caring to
The health care team should attempt to
to help
help the
the patient
patient find
find meaning,
meaning, and
and maximize
maximizethe
thesense
senseof
of
control in all aspects of
of their lives. Since
Since the
the Oregon
Oregon Act
Act was
was enacted
enacted improvements
improvements in
inend-ofend-ofof education of
of health
health care
care professionals.
professionals. InInaasurvey
surveyofofOregon
Oregon
life care has been a focus of
physicians experienced in caring for
for patients
patients with
with terminal
tenninal illness,
illness, 76%
76% indicated
indicatedthat
thatthey
theyhad
had
ll
ofthe
the use
use of
ofpain
pain medications
medications in
inend-of-life
end-of-lifecare.'
care. l In
made efforts to improve their knowledge of
the Netherlands such improvements in
in care
care may
may have
have resulted
resulted in
in aa "modest
"modestdecrease
decreaseininthe
therates
rates
of euthanasia and physician-assisted suicide".
of
suicide". 13
(see
13 (see
)•
and
illpatients
patientsthe
theopportunity
opportunitytoto
Also, sensitive discussions about
about end-of-life
end-of-life issues
issues give
give terminally
tenninallyill
express their life values orally and
and in
in writing
writing by
by completing
completing an
an advance
advance directive.
directive. These
Thesevalues
values
can best be respected by the physician
physician completing
completing aa Physician
Physician Orders
Orders for
forLife-Sustaining
Life-Sustaining
) fonn
form (see Appendix
Treatment (
Appendix C,
C,
).

clarifying preferences
preferences for
for life-sustaining
life-sustainingtreatment,
treatment,discovering
discoveringunderlying
underlying
For some patients, clarifying
and addressing
addressing unmet
unmet needs
needs may
may not
not relieve
relievethe
thedesire
desirefor
foraaprescription
prescription
reasons for the request, and
life. After
After thoughtfully
thoughtfully considering
considering his/her
his/herown
ownvalues,
values, the
theattending
attending
for medication to end life.
physician has the right
right not
not to
to participate
participate in
inthe
the provision
provisionof
ofaaprescription
prescriptionunder
underthe
theOregon
OregonAct.
Act.
communication with
with the
the patient,
patient,the
thephysician
physicianmay
maydiscover
discoveraatrue
truedifference
differenceinin
Through open communication
ofend-of-life
end-of-life care.
care. Exploring
Exploringthese
thesedifferences
differencesatatthe
thetime
timethe
the
this aspect
aspect of
values regarding this
initially requests
requests aa prescription
prescriptionunder
underthe
theOregon
OregonAct
Actmay
mayprevent
preventdifficult
difficulttimetimepatient initially
findan
an
and actions
actions later.
later. The
The physician
physiciancan
canwork
workwith
withthe
thepatient
patienttotofind
pressured decisions and
ofaction;
action; sometimes
sometimes this
this means
means the
the patient
patientmust
mustfind
findanother
anotherphysician.
physician.The
The
agreeable course of
physician may
may decline
decline to
to help
help in
in finding
finding aanew
newphysician
physicianas
aspart
partof
ofhis/her
his/herconscientious
conscientious
physician
fact,a asignificant
significantpercentage
percentage(59%)
(59%)
however, he/she
he/she may
may not
not obstruct
obstructthe
thechange."
change. 14InInfact,
practice; however,
of
patients,
ultimately
receive
their
prescription
under
the
Oregon
Act
from
a
physician
other
of
ultimately receive their prescription under the Oregon Act from a physician other
than their original attending
to honor
honorthe
the integrity
integrityof
of
attending physician.
physician. s8 In
In this
this situation,
situation, the
the goals
goals are
are to
patient and
and physician,
physician, to
to preserve
preservethe
thecontinuity
continuityof
ofthe
therelationship
relationshipififpossible,
possible,and
andtoto
both patient
prevent
prevent abandonment
abandonment of
ofthe
the patient.
patient.
patient
attending physician
physician may
may feel
feel more
morecomfortable
comfortablecollaborating
collaboratingininthe
theoverall
overallcare
careofofaapatient
The attending
to provide
providethe
theprescription
prescriptionunder
underthe
theOregon
OregonAct.
Act.Alternatively,
Alternatively,
colleague who
who is
is willing
willing to
with a colleague
ofthe
thepatient
patienttotoaacolleague
colleaguewho
whoagrees
agreestoto
physician may
may prefer
preferto
to transfer
transfercare
careof
the attending physician
ofcare,
care, including
includingparticipation
participationunder
underthe
theOregon
OregonAct.
Act.Some
Someattending
attending
all aspects
aspects of
assume all
may feel
feel that
that providing
providingsuch
suchaareferral
referralisisparticipating
participatingininthe
theOregon
OregonAct
Actand
andmay
maynot
not
physicians may
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be willing to assist in any way. These physicians should
should consider
consider referring
referring the
the patient
patient to
to their
their
office administrator, the hospital medical staff
staff office, the
the local
local medical
medical society,
society, the
the patient's
patient's
health plan, or another resource. As with any other
other transfer
transfer of
ofcare
care the
the attending
attending physician
physicianhas
has aa
duty
to
provide
the
patient's
records
in
a
timely
manner
and
to
offer
care,
including
comfort
duty to
patient's records in a timely marmer and to offer care, including comfort
measures, until the patient
patient has
has had
had aa reasonable
reasonabletime
timetotofind
findalternative
alternativecare.
care.
For the attending physician who is willing to provide
provide the
the prescription
prescription the
the patient
patient requests,
requests, there
there
are specific responsibilities defined in the Oregon Act
Act (see
(see
and Appendix B,
physician must
must be
be personally
personally
). 1414 Prior
Prior to writing a prescription, the attending physician
confident that each safeguard has been
been met and documented.
documented. The
The remainder
remainder of
ofthis
this chapter
chapterwill
will
focus
physicians' roles
rolesand
andresponsibilities
responsibilitiesasasset
set
focus on the participating attending and consulting physicians'
forth in the Oregon Act.

Qualifications of
Under the Oregon
Oregon Act
Act
of the Patient Under
The attending physician must determine if
if the
the patient
patient is
is eligible
eligible for
for aa prescription
prescriptionfor
for medication
medication
outlined in
in the
the requirements
requirements of
ofthe
the Oregon
Oregon Act
Act (see
(see
for the purpose of
of ending his/her life as outlined
Appendix A,
and
First,
the
).
attending physician must determine that
that the
the patient
patient isis an
an Oregon
Oregon resident
resident over
over18
18 years
yearsof
ofage.
age.
Act'sdefinition
definitionofofresidency.
residency.Factors
Factors
The 1999 Oregon legislature clarified
clarified the
the Oregon
Oregon Act's
demonstrating Oregon residency include
include but
but are
are not
not limited
limited to:
to: possession
possession of
ofan
an Oregon
Oregon driver's
driver's
ofproperty
property lease
lease or
or ownership
ownership in
inthe
thestate,
state, or
or
in Oregon, evidence
evidence of
license, registration to vote in
of an Oregon
Oregon tax
tax return.
return. Second,
Second, the
the physician
physicianmust
mustdetermine
determinethat
thatthe
thepatient
patient
most recent filing of
has a terminal disease, defined
defined by
by the
the Oregon
Oregon Act
Act as
as having
having aa condition
condition with
withless
less than
thansix
six
studies indicate
indicate there
there is
is inherent
inherent inaccuracy
inaccuracy in
inpredicting
predictingthe
thecourse
courseof
ofaa
months to live. Several studies
16
15,16,17.18
• ,17,18 Despite this challenge, attending
ofexpected
expecteddeath.
death. 15
attending
patient's
illness and
and exact
exact timing
timing of
patient's illness
physicians are called upon
upon to
to use
use their
their best
best judgment
judgment in
in making
making such
such predictions.
predictions. The
Thedifficulties
difficulties
of
making
these
predictions
are
practical
barriers
to
some
terminal
patients
who
need
earlier
of
are practical barriers to some terminal patients who need earlier
hospice. 19Third,
Third, the
theattending
attendingphysician
physicianmust
must
referral for high quality end-of-life care, such as hospice."
determine that the patient is
is capable
capable of
ofmaking
making his/her
his/her own
ownhealth
healthcare
care decisions
decisionsand
andhas
has made
made
ofaapatient,
patient,the
thepatient
patient
determining the
the decision-making
decision-making capacity
capacityof
the request voluntarily. In determining
the information
infonnation provided
provided (medical
(medical diagnosis,
diagnosis, prognosis,
prognosis,potential
potential
must be able to understand the
taking the
the medicine),
medicine), weigh
weigh this
this information
informationand
andcommunicate
communicateaachoice.
choice.
risks associated with taking
to determine
determine that
that the
the patient
patient does
does not
nothave
have aamental
mentalhealth
healthcondition
condition
The physician is required to
Oregon primary
primary care
care physicians
physicians have
have appropriately
appropriatelyexpressed
expresseddoubt
doubtabout
about
that impairs judgment. Oregon
their ability to diagnose depression
depression in
in patients
patients who
who qualify
qualify under
underthe
theOregon
OregonAct.
Act. 20
m Mental health
professionals have similar
similar difficulty
difficulty in
in distinguishing
distinguishing aa major
majordepressive
depressivedisorder
disorderfrom
fromthe
the
underlying terminal
terminal illness.
illness. Despite
Despite this
this challenge,
challenge, of
ofthe
the49
49people
peoplewho
whodied
diedby
by
effects from the underlying
under the
the Oregon
Oregon Act
Act in
in 2007,
2007, none
none were
werereferred
referredfor
formental
mentalhealth
health
lethal medication under
evaluation. 8s Further in aa study
study of
of58
58 individuals
individuals seeking
seeking aa prescription
prescriptionunder
underthe
theOregon
OregonAct,
Act,one
one
evaluation.
assessed to
to have
have major
majordepressive
depressivedisorder.
disorder. 21
Of
the
18
who
received
a
lethal
in four were assessed
21 Of the 18 who received a lethal
were diagnosed
diagnosed with
with major
majordepression.
depression. All
Allthree
threedied
diedby
bylethal
lethalingestion
ingestion
prescription three were
of the research
research interview.
interview. This
This suggests
suggests that
that the
the practice
practiceof
ofthe
theOregon
OregonDeath
Death
within two months of
through 2006
2006 did
did not
not adequately
adequately protect
protectall
allmentally
mentallyill
illpatients
patientsfrom
fromreceiving
receiving
with Dignity Act through
prescriptions for
for lethal
lethal medications
medications and
and there
there isis need
needfor
for more
morevigilance
vigilanceand
andsystematic
systematic
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examination
concemed that such a condition exists,
exists, the
examination for
for depression.
depression. If the physician is concerned
physician is required to refer the patient for counseling (see
). Given
Given
data
of adequate mental
mental health
health assessment
assessmentand
andthe
thegravity
gravityofofthe
thedecision
decisiontoto
data indicating the lack of
prescribe under the Oregon Act, it is strongly recommended that all patients
patients who
who request
request aa lethal
lethal
prescription under the Oregon Act be screened for depression with
with aa validated
validated instrument
instrument such
such as
as
the Patient Health Questionnaire
Ifthe
the screening
screening indicates
indicates possible
possible depression,
depression, the
the
Questionnaire (
"). If
or a psychologist (see
person should be referred to a psychiatrist or

for Consultation
Requirements of
ofthe
tile Oregon
Oregon Act
Actfor
Consultation
The Oregon Act requires the attending physician
physician to
to consult
consult with
with aa second
second physician
physician to
to confirm
confirm
voluntarily. In
In selecting
selecting aa
the
the diagnosis and to determine that the patient is capable and acting voluntarily.
consulting physician, the attending physician should consider
consider three
three issues.
issues. First,
First, the
the consultant
consultant
should have expertise in managing the patient's
patient's terminal
terminal disease,
disease, including
includingpalliative
palliativetherapies.
therapies.
consultant for
for aa patient
patient who
who is
is
Second,
Second, the consulting physician must be willing to serve as a consultant
seeking a prescription under the Oregon Act. Finally,
Finally, the
the consulting
consulting physician
physician should
should not
not have
have aa
constituteaaconflict
conflictofofinterest.
interest.
financial or other relationship that
that has
has the
the potential
potentialtotoconstitute
The consulting physician is responsible for
for providing
providing aa thoughtful
thoughtful second
second opinion
opinion about
about the
the
patient's
diagnosis,
prognosis,
and
capacity
for
health
care
decision-making,
and
the
voluntary
patient's diagnosis, prognosis, and capacity for health care decision-making, and the voluntary
nature of
of the request. This consulting
consulting opinion
opinion is
is distilled
distilled from
from careful
careful review
review of
ofmedical
medical records,
records,
to clarify
clarify the
the patient's
patient'scondition,
condition,mental
mental
patient interview and examination,
examination, and
and other
other means
means to
the consulting
consulting physician
physician needs
needs to
to sensitively
sensitively
state, and prognosis. Like the attending physician, the
explore the meaning underlying the patient's
patient'srequest
requestfor
foraaprescription
prescriptionunder
underthe
theOregon
OregonAct
Act(see
(see
is
a
process
that
The
consultant's
involvement
).
consultant's involvement is a process that
(as allowed by
by the
the patient),
patient), and
and other
other health
health care
care professionals
professionals and
and may
may
includes patient, family (as
require more than
than aa single
single patient
patient encounter.
encounter.
the Oregon
Oregon Act
Act requires
requires that
that the
the consulting
consultingphysician
physiciandetermine
determine
As with the attending physician, the
not have
have aa mental
mental health
health condition
conditionthat
that impairs
impairs judgment.
judgment. Again,
Again, given
givendata
data
that the patient does not
of adequate
adequate mental
mental health
health assessment
assessment and
and the
the gravity
gravityof
ofthe
thedecision
decisionto
to
lack of
indicating the lack
under the
the Oregon
Oregon Act,
Act, itit is
is strongly
strongly recommended
recommended that
that all
all patients
patientswho
whorequest
requestaalethal
lethal
prescribe under
as
prescription under
under the
the Oregon
Oregon Act
Act be
be screened
screened for
for depression
depressionwith
withaavalidated
validatedinstrument
instrumentsuch
suchas
prescription
the
the screening
screeningindicates
indicatespossible
possibledepression,
depression,the
theperson
personshould
shouldbe
bereferred
referredtotoaa
. IfIfthe
psychiatrist
psychiatrist or
or aa psychologist
psychologist (see
(see
).
as
consulting physician
physician isis required
required to
to complete
complete the
the documentation
documentationunder
underthe
theOregon
OregonAct
Actas
The consulting
described
described by
by the
the

Responsibilities fin.
for inftirnied
InformedDecision
Decisioll
Physician Responsibilities
attending physician
physician should
should continue
continue to
to explore
exploreand
andoffer
offeralternatives,
altematives,assure
assurecomfort,
comfort,and
and
The attending
the patient
patient that
that he/she
he/shecan
canchange
changehis/her
his/hermind
mindabout
aboutthe
theplan
planofoftreatment
treatmentatatany
anytime,
time,
remind the
to end
endlife.
life. The
TheOregon
OregonAct
Actspecifically
specifically
the request
request for
for aa prescription
prescriptionfor
for medication
medicationto
including the
ofhis/her
his/herdiagnosis,
diagnosis,prognosis,
prognosis,potential
potentialrisks,
risks,feasible
feasible
requires that
that the
the patient
patient be
be informed
infonned of
requires
altematives, (including,
(including, but
but not
not limited
limited to,
to, comfort
comfortcare,
care, hospice
hospicecare
careand
andpain
paincontrol)
control)and
and
alternatives,

82

probable results of
statute also
also requires
requires that
that the
the patient
patient be
be
of taking the prescribed medication. The statute
given
prescription under
under the
the Oregon
Oregon Act
Act at
at the
the end
end of
of
given an opportunity to rescind the request for a prescription
fifteen-day waiting period and make an informed
aa fifteen-day
infonned decision immediately
immediately before
before the
the attending
attending
physician writes the prescription for medication. Of
Ofnote,
note, studies
studies show
show that
that aa majority
majority of
ofpatients
patients
seeking a prescription under the Oregon Act were enrolled in hospice during
seeking
during this
this waiting
waiting
,9 At
At this
this time
time the
the physician
physician should
should inform
infonn the
the patient
patient that
that the
the Oregon
Oregon Department
Department of
of
period. 88'9
Human
infonnation relevant
relevant to
to the
the Oregon
Oregon Act.
Act. Each
Each step
step of
ofthis
tlns
Human Services has a role in collecting information
process
patient's medical
medicalrecord.
record. ItItcan
canbe
bedone
donemost
mosteasily
easilyusing
using
process should be documented in the patient's
the Oregon Department of
of Human Services forms
fonns (see
(see Appendix
Appendix B,
B,
the
).
Planning for
for the
Planning
the Patient's
Patient's Death
Death

Once a qualified patient has carefully
carefully considered
considered his/her
his/her options
options and
and has
has requested
requestedaa prescription
prescription
under the Oregon Act, the attending
attending physician
physician should
should address
address aa number
number of
ofplanning
planningissues.
issues.
These include exploring relationships with
with family
family and
and other
other health
health care
care professionals;
professionals;
completing an advance directive and
and POLST
POLST document;
document; obtaining
obtaining the
the medication;
medication; planning
planningthe
the
of the lethal dose
dose of
ofmedication;
medication; and
and making
making funeral
funeral arrangements.
arrangements.
self-administration of
Relationship with
with Family
Relationship

Most people do not want to
to die
die alone.
alone. The
The attending
attending physician
physicianisis required
requiredby
bylaw
lawto
to recommend
recommend
to the patient that he/she inform
infonn the
the next
next of
ofkin
kin about
about the
the request
requestfor
foraaprescription
prescriptionfor
for
If the
the patient
patient intends
intends to
to take
take the
the medication,
medication, the
theattending
attendingphysician
physician
medication to end life. If
should clarify
clarifY whom the patient
patient wants
wants to
to inform
infonn about
about the
the decision.
decision. Some
Somepatients
patientsmay
maychoose
choose
to be
be aware
aware or
orpresent.
present. IfIfaapatient
patientdeclines
declinesany
anyfamily
family
significant others
others to
family members and significant
involvement, the attending
attending physician
physician should
should explore
explore the
the meaning
meaningbehind
behindthis
thisdecision
decision(see
(see
and
prefer dying
dying in
in aa private
private setting,
setting, the
theattending
attendingphysician
physicianisisrequired
requiredby
by
Although most patients prefer
counsel the
tlle patient
patient about
about the
the importance
importance of
ofnot
nottaking
takingthe
themedication
medicationininaa
the Oregon Act to counsel
public place.
place.
",,/'/q'U"

members or
or close
close friends
friends are
are aware
aware of
ofthe
the request
requestfor
foraaprescription
prescriptionunder
underthe
the
Once family members
physician should
should be
be available
available to
to explore
explore their
theirfeelings
feelings and
andbeliefs
beliefsabout
aboutthe
the
Oregon Act, the physician
familycloseness
closenessand
andsharing.
sharing.Family
Familyconflict
conflictisisa areason
reason
patient's desire.
desire. This
Thiscan
canbe
beaatime
timeofoffamily
patient's
justas
as itit isis when
whenconsidering
consideringthe
thewithdrawal
withdrawalof
oflifelifephysician to
to look
look more
more deeply,
deeply, just
for the physician
treatments. Sometimes
Sometimes these
these conflicts
conflictscan
canbe
beaddressed
addressedbest
bestby
byreferral
referraltotooror
sustaining treatments.
consultation with
with other
other resources,
resources, such
suchas
as family
fanlily or
orcommunity
communitysupport
supportservices,
services,pastoral
pastoraloror
consultation
care, hospice
hospice team
team members
members (if
(ifapplicable),
applicable), or
orethics
ethicscommittee
committeeconsultation.
consultation.For
For
spiritual care,
patients, the
the team
team routinely
routinely assesses
assessespsychosocial
psychosocialand
andspiritual
spiritualaspects
aspectsofofcare.
care.
hospice patients,
attending physician
physician also
also may
mayestablish
establishwith
withthe
thepatient
patientwhom
whomhe/she
he/shewould
wouldlike
likepresent
presentatat
The attending
of self-administration.
self-administration. The
The physician
physicianmay
mayinform
infonnfamily
familyor
orfriends
friendsof
ofpotential
potential
the time of
complications as
as desired
desired by
by the
the patient.
patient. In
Inworking
workingclosely
closelywith
withthe
thepatient,
patient,the
theattending
attending
complications
physician can
can help
help support
support family
family members,
members, lessening
lessening their
their suffering
suffering and
and easing
easing grief
grief.
physician
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to Other Health
Health Care
care .Professionals
Relationship to
Professionals
The attending physician has responsibility not only
The
only to the
the patient
patient and
and family
family (as
(as the
the patient
patient
allows) but also to other involved health care professionals (see
allows)
(see
and
and
). Each
Each health care professional
in the
the provisions
provisions under
under the
the Oregon
Oregon Act
Act (see
(see
has
has the right to choose whether or not to participate in
. The
The attending
attending physician
physician has
has the responsibility to explain to the patient
of notifying these other health care
care professionals
professionals ififhe/she
he/she plans
plans to
to take
take the
the
the importance of
medication to end life as set forth in the Oregon
Oregon Act.
Act. The
The decision
decision to
to disclose
disclose must
must be
be based
basedon
on
of
the need for the other health care professional to know about
about the
the planned
planned self-administration
self-administrationof
the lethal dose of
of medication in order to give him/her
him/her an
an opportunity
opportunity to
to decide
decide whether
whetheror
ornot
notto
to
participate. Some health care institutions have developed
developed aa confidential
confidential central
centralresource
resourceto
to
provide referrals thereby maintaining
maintaining privacy
privacy for
for each
each patient
patient and
and all
all health
healthcare
careprofessionals.
professionals.
The attending physician should discuss
discuss with
with the
the patient
patient whether
whether the
the physician
physicianor
orother
otherhealth
health
thelethal
lethaldose
doseofof
care professional(s) will be present for the patient's
patient'sself-administration
self-administrationofofthe
medication. The attending physician
physician or
or other
other health
health care
care professional(s),
professional(s), especially
especiallyhospice,
hospice,may
may
patient and
and family,
family, avoid
avoid notification
notificationof
ofemergency
emergency
be able to provide comfort care to the patient
medical services, and notify the funeral
funeral home
home and/or
and/or other
other proper
properauthorities.
authorities.

Importance of
ofan
all Advance
Advance Directive
Directive and POLST
POLST
If not already available, advance
advance directive
directive and
and Physician
Physician Orders
Orders for
for Life-Sustaining
Life-SustainingTreatment
Treatment
(POLST) documents should
should be
be completed
completed to
to ensure
ensure that
that patient
patient preferences
preferencesare
arehonored
honored(see
(see
Appendix C,
or POLST
POLST containing
containing aa do-not-resuscitate
do-not-resuscitate(DNR)
(DNR)order,
order,the
thepatient
patient
directive or
Without an advance directive
has a greater
greater risk
risk of
of receiving
receiving unwanted
unwanted interventions.
interventions.
bythe
thepatient)
patient)that
that
physician should
should inform
inform the
the patient
patient (and
(andfamily,
family, as
asallowed
allowedby
The attending physician
of emergency
emergency medical
medical services
services may
may result
result in
inaaresuscitation
resuscitationattempt
attemptand/or
and/or
involvement of
notification of
ofthe
the Medical
Medical Examiner
Examiner or
or local
local law
lawenforcement
enforcementofficials
officials(see
(see
notification
The
authority
may
investigate,
allowing
for limited
limited public
public
).
allowing for
ofthe
the family
family or
orretention
retentionof
ofthe
thebody
bodyfor
forinvestigative
investigative
about the
the patient,
patient, questioning
questioning of
disclosure about
If hospice
hospice is
is not
not involved,
involved, family
family should
shouldbe
betold
toldthat
thatinstead
insteadof
ofcalling
calling9-1-1
9-1-1 when
whenthe
the
purposes. If
patient dies,
dies, the
the funeral
funeral home
home should
should be
be contacted.
contacted.

Obtaining the Medication
il1edicatiol1
If the attending physician
physician is
is registered
registered as
as aa dispensing
dispensingphysician
physicianwith
withthe
theOregon
OregonMedical
MedicalBoard,
Board,
If
he/she may
may dispense
dispense medication
medication directly,
directly, including
includingancillary
ancillmymedications
medicationstotominimize
minimizethe
the
he/she
theattending
attendingphysician
physicianisisnot
notaadispensing
dispensingphysician,
physician,then
thenwith
withthe
the
patient'sdiscomfort.
discomfort.IfIfthe
patient's
patient'swritten
written consent,
consent,the
theattending
attendingphysician
physicianmust
mustdeliver
deliverthe
thewritten
writtenprescription
prescriptioneither
either
patient's
personally or
or by
by mail
mail to
to the
the pharmacist,
pharmacist, who
who will
willthen
thendispense
dispensethe
themedication
medicationtotoeither
eitherthe
the
personally
the attending
attending physician,
physician, or
oran
an expressly
expresslyidentified
identifiedagent
agentof
ofthe
thepatient
patient(see
(see
patient, the
physician should
should contact
contact the
the pharmacist
pharmacistand
and
). The prescribing physician
of the prescription. The
Thepharmacist
pharmacisthas
hasthe
theopportunity
opportunitytotodecide
decidewhether
whether
inform the pharmacist of
or not
not to
to participate.
participate. Should
Should he/she
he/she choose
choosenot
notto
toparticipate,
participate,the
therefusing
refusingpharmacist
pharmacistmay,
may,but
butisis
or
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not obligated to,
phannacist who is willing
willing to
to fill
fill the
the prescription
prescription under
under the
the Oregon
OregonAct
Act
to, suggest a pharmacist
(see
(see
phone:
). Compassion &
& Choices (
phone:
503-525-1956, email:
503-525-1956,
) advocates
advocates for the Oregon Act and is the only
resource known to the Task Force to maintain aa list
list of
ofphannacists
willing to
to participate.
participate.
pharmacists willing
There are substantial challenges for patients, attending
attending physicians,
physicians, and
and pharmacists
phannacists concerning
concerning
the dispensing of medication under the Oregon
Oregon Act.
Act. These
These challenges
challenges include
include the
the need
need to
to protect
protect
infonned decision
decision process,
process, to
to prevent
prevent diversion
diversionof
ofaalethal
lethal
patient privacy, to ensure a thoughtful, informed
dose of medication to others, to protect the right
right of
of conscientious
conscientious practice
practice of
ofthe
the dispensing
dispensing
to the
the Oregon
Oregon Department
Department of
ofHuman
Human Services.
Services.
phannacist,
pharmacist, and to encourage accurate reporting to
The attending physician and patient together
together can
can carefully
carefully consider
consider how
how to
to obtain
obtainthe
the
to the
the patient:
patient: 1)
1) the
theattending
attendingphysician
physiciancan
can
medication. The physician can present
present two
two options
options to
or family
family can
can obtain
obtain the
the medication
medication from
from aa pharmacy.
phannacy.
obtain the medication; or 2) the patient or
Although the first option may have some benefits,
benefits, the
the Oregon
Oregon Board
Board of
ofPhannacy
notaware
awareof
of
Pharmacy isis not
any cases in which the medication
medication has been
been delivered
delivered to
to the
the physician
physicianto
to hold
holduntil
until the
theintended
intended
time.
Theexperience
experiencereported
reportedtotothe
theBoard
Boardisisthat
thatfamily
familymembers
membersare
areusually
usuallythe
theones
ones
time. The
Regarding the
the second
second option,
option,
obtaining the medication and usually near the time of ingestion.
ingestion. Regarding
the attending physician is required to
to give
give or
or mail
mail the
the written
written prescription
prescriptionto
to the
thepharmacist
phannacistand
and
of the
the intent.
intent. The
The pharmacist
phannacist who
who isis willing
willingto
tofill
fill the
theprescription
prescriptionisis
must infonn
phannacist of
inform the pharmacist
required to offer counseling regarding
regarding its
its use
use and
and complications.
complications. The
Thepharmacist
phannacistisisalso
also
ofthe
the date
date the
theprescription
prescriptionwas
wasfilled.
filled. The
The
responsible for notifying the attending
attending physician
physician of
Oregon Department of
of Human
Human Services
Services requires
requires the
the attending
attending physician,
physician, pharmacist,
phannacist,or
orhealth
health
of the dispensing
dispensing record
record with
with the
the department
department(see
(see
system to file a copy of
; Appendix B,
and
)-

the Lethal
Medication
Planning the SelMdministration
Self-Administrationof(~rthe
LethalDose
Doseof'oflHedication
physician should
should discuss
discuss with
withthe
thepatient
patientthe
thedetails
detailsof
oftaking
takingthe
themedication.
medication.The
The
The attending physician
can inquire
inquire about
about the
the time
time and
and place
placewith
withthe
thepatient,
patient,family,
family,and
andother
other
attending physician can
sharethe
theinformation.
infonnation.
professionals with
with whom
whom the
the patient
patienthas
has consented
consentedtotoshare
involved health care professionals
The timing of
of the patient's
patient'sself-administration
self-administrationisisbest
bestplanned
plannedininadvance
advancetotoallow
allowthe
theattending
attending
Thephysician's
physician'spresence
presenceassures
assures
physician and/or other support persons to be present. The
of care
care with
with other
other members
members of
ofthe
the health
healthcare
careteam,
team,and
andavoids
avoidsinvolving
involvingcovering
covering
continuity of
who conscientiously
conscientiously are
are opposed
opposedto
to the
theOregon
OregonAct
Actor
orare
areless
lessinformed
infonnedabout
aboutthe
the
colleagues who
present,
patient's plan
planfor
for taking
takingthe
themedication
medicationtotoend
endlife
lifeininaccordance
accordancewith
withthe
theOregon
OregonAct.
Act.IfIfpresent,
patient's
physician can
can offer
offercounsel
counseland
andsupport
supportto
tothe
thepatient
patientand
andfamily
familyduring
duringand
andafter
after
the attending physician
patient'sself-administration
self-administrationofofthe
themedication.
medication.IfIfnot
notpresent,
present,being
beingavailable
availablebybyphone
phoneatatthe
the
the patient's
pre-arranged time
time will
will provide
providesome
somesupport
supportto
topatient,
patient,family,
family,and
andother
otherhealth
healthcare
care
pre-arranged
Ifthe
the attending
attending physician
physiciancannot
cannotbe
becontinuously
continuouslyavailable
availablefrom
fromthe
thepatient's
patient'sselfselfprofessionals. If
until death,
death, he/she
he/she should
shouldinform
infonncovering
coveringcolleagues
colleaguesofofthe
thepatient's
patient'splan.
plan.
administration until
Complications may
may occur
occur in
in some
somecases
casesof
ofself-administration
self-administrationofofthe
thelethal
lethaldose
doseofofmedication
medication
Complications
89"?,
Comp l'lcatlOns
.
un der the
t1le Oregon
Act (see
' .--,_. Complications
under
0 regon Act
(see 4'4). 8.9.22.23
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include
time (greater
(greater than
than four
four
include side effects
effects such as nausea, vomiting, seizures and prolonged time
hours) from ingestion of
ofthe
the medication
medicationuntil
untildeath.
death.
By tile
dose of
ofmedication.
medication. 88 Complications
the end of 2007, 341
341 patients died after ingesting a lethal dose
were reported for 20 patients. Of
Ofthese,
these,19
19involved
involvedregurgitation
regurgitationand
andnone
noneinvolved
involvedseizures.
seizures.
of11to
to 38
38
The median time between ingestion and unconsciousness was
was 55 minutes
minutes with
with aa range
range of
of 11 minute
minute
minutes.
The median
median time
time between
between ingestion
ingestion and
and death
death was
was 25
25 minutes
minutes with
with aa range
range of
minutes. The
1/2 days and one (2005) regained consciousness after
to 48
48 hours.
hours. One
to
One patient
patient (2007)
(2007) lived
lived 33 Yz
after
14 days
days later
later from
from his
his illness
illness rather
ratherthan
than
ingesting the lethal dose of
of medication and then died 14
from the medication.
Emergencymedical
medicalservices
serviceswere
werecalled
calledfor
for44patients,
patients,33totopronounce
pronounce
medication. Emergency
patient who
who had
had fallen.
fallen.
death and one to help aa patient
Comfort measures consistent with patient preferences as
as documented
documented in
in advance
advance directive
directive and
and
POLST documents remain appropriate. Under
Under the
the Oregon
Oregon Act,
Act, physicians
physicians are
are not legally
the patient's
patient'sself-administered
self-administeredmedication
medicationdoes
doesnot
not
permitted to provide a lethal injection
injection ififthe
result in death. Such an act could leave the physician
physician open
open to
to homicide
homicide charges
charges and
and disciplinary
disciplinary
action.

Funeral Arrangemel1t.",·
Arrangements
Most patients have wishes regarding how
how his/her
his/her body
body will
will be
be cared
caredfor
forafter
afterdeath
deathand
andhow
how
oftenchallenging
challenging
friends to
to reflect
reflect on
on his/her
his/her life.
life. However,
However, ititisis often
he/she would like family and friends
for patients to talk about death and funeral
funeral arrangements.
arrangements. The
The attending
attending physician
physician or
orother
otherhealth
health
care professionals, especially hospice,
hospice, can
can help
help facilitate
facilitate this
this aspect
aspect of
ofend-of-life
end-of-lifecare.
care. Once
Once
determined, the patient's
patient's wishes
wishes can
can be
becommunicated
communicatedtotoloved
lovedones
onesand
andmade
madeavailable
availableonce
once
death has occurred. Making the arrangements
arrangements with
with the
the funeral
funeral home
home in
in advance
advancehas
has major
major
thefuneral
funeralhome
home
Notjust
justtalking,
talking,but
butsigning
signingthe
thecontract,
contract,makes
makesthe
themove
movetotothe
advantages. Not
smoother and without involvement of
of emergency
emergency medical
medical services.
services.

After Death Occurs
Occlirs
After
If the patient dies as a result of
ofself-administering
self-administering the
the lethal
lethal dose
dose of
ofmedication,
medication, the
thephysician
physician
If
as with
with other
other patient
patient deaths,
deaths, for
for supporting
supportingloved
lovedones
onesinintheir
their
continues to have responsibility, as
or card sent
sent by
by mail
mail can
can help
help the
the bereavement
bereavementof
ofthose
thosewho
whocared
caredfor
forthe
the
bereavement. A note or
patient. It is helpful to notify
notifY office
office staff
staffthat
that the
the patient
patient has
has died
died so
so that
thatsubsequent
subsequentcontacts
contactsby
by
the office with family members can
can be
be handled
handled with
with sensitivity.
sensitivity. The
The manner
mannerof
ofdeath
deathshould
shouldnot
not
be disclosed to persons not previously
previously involved.
involved. Family
Family members
members are
are encouraged
encouragedto
to dispose
disposeof
of
the patient's
patient'sdeath
deathtotoavoid
avoidaccidental
accidentalororpurposeful
purposefulingestion
ingestionby
by
any unused medication after the
physician does
does not
not have
have to
to notify
notifY the
the medical
medicalexaminer.
examiner. Hospice
Hospicedeaths
deaths
others. Usually the physician
do not
not need
need to
to be
bereported
reportedto
tothe
themedical
medical
occurring more than 24 hours
hours after
after hospice
hospice enrollment
enrollment do
or investigated. 24
examiner or
24
is responsible
responsible for
for completing
completing the
the death
deathcertificate
certificateas
asprovided
providedby
bythe
the
The attending physician is
funeral home. The
The death
death certificate
certificatehas
has been
beendesigned
designed to
to ensure
ensure confidentiality
confidentiality of
ofthe
the patient's
patient's
ofdeath
death (see
(see
and the
the cause
cause of
medical condition(s) and
Department of
ofHuman
Human Services
Services recommends
recommendsthat
thatthe
theattending
attending
'). The Oregon Department
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physician complete the death certificate with
with the
the underlying
underlying terminal
tenninal condition(s)
condition(s) as
as the
the cause
cause of
of
death,
The required
required "Reporting
"ReportingPhysician
Physician Interview
Interview Form"
Form"
death, and
and the
the manner of death
death as
as "natural". The
Human
completed by the physician after the patient's
patient's death
deathwill
willalert
alertthe
theOregon
OregonDepartment
DepartmentofofHuman
Services whether the death was from ingesting the lethal dose
dose of
ofmedication
medication or
or from
from the
the
underlying disease.

Physician Experience with the
the Oregon
Oregon Act
Act
There is little written on the effect that the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act
Acthas
has on
onphysicians
physiciansand
and
other health care professionals. There is even less
less written
written on
on how
how refusing
refusing to
to participate
participate impacts
impacts
the physician. To our knowledge, this
this topic
topic has
has not
not been
been formally
fonnally studied.
studied. There
Thereare
areaanumber
numberof
of
first hand accounts that describes the physician
physician experience.
experience. These
These are
are available
available through
throughfirst
first
person reports or newspaper
newspaper articles
articles and
and may
may not
not be
be statistically
statisticallyrepresentative.
representative. 25
2'
From these stories, there are several
several repeating
repeating themes.
themes. One
One theme
theme isis the
the difficulty
difficultyof
ofdeciding
deciding
whether or not to prescribe under the Oregon
Oregon Act.
Act. One
One Oregon
Oregon physician
physicianisis quoted
quoted in
inThe
The
by aa colleague
colleague to
to consider
considerbeing
beinginvolved
involvedin
inaa
Oregonian about his feelings after
after he was
was asked
asked by
ofwhether
whetherIIwas
wasup
uptotothe
thedetails
details
case:
was honored.
honored. Worried
Worried in
in the
the sense
sense of
case: "I was frightened. II was
and
all that. I1was
was trembling."
trembling."z2
and the emotional impact and all
22 Another Oregon physician, who voted
ofhis
his struggle,
struggle, writing
writingthat
thathis
his
against the Oregon Death with Dignity Act, published
published the
the story
story of
intellect and his soul "engaged in
in unresolvable
unresolvable debate."
debate."z3
in a book
23 A Dutch physician, writing in
about euthanasia, described the
the decision
decision in
in this
this way:
way: "[lit
"[I]tisisthe
themost
mostdifficult
difficultdecision
decisionaa
physician can make in his or
or her
her professional
professionallife,,,26
another Dutch
Dutch physician, in
in the
the same
same
life," 26 and another
ofthe
the situation
situationbefore
beforeIIever
evercome
cometo
to aadecision.
decision.My
My
book:
pondering the
the details
details of
book: "I spend months pondering
ofmy
mythinking...
thinking ...IIcan
cansay
saythat
thateach
eachtime
timeaapatient
patientasks
asksme
me
patient's
plight invades
invades every
every aspect
aspectof
patient's plight
of
for help in dying, it is like starting aa Herculean
Herculean task
task all
all over
over again."
again."zi
21 In a statewide survey of
Oregon physicians, one third indicated
indicated that
that they
they would
would never
neverprovide
provide aapatient
patientwith
withaa
,20 Little is written about the
ormoral
moral reasons.
reasons. 10
Oregon Act
Act for
for religious
religious or
prescription under the Oregon
18.20
feelings these physicians may have if
if aa long-standing
long-standing patient
patient transfers
transfers care
care to
to obtain
obtainaa
under the
the Oregon
Oregon Act.
Act. According
According to
to the
theOregon
OregonDepartment
Departmentof
ofHuman
HumanService
Servicedata,
data,
prescription under
prescription were
were reported
reported to
to have
have made
made aarequest
requestof
ofmore
more than
thanone
one
59% of patients who took aa prescription
to prescribe.
prescribe. 6°
doctor who
who was
was willing
willing to
physician before finding aa doctor
taken its
its toll
toll on
on some
some physicians.
physicians. One
OneDutch
Dutchphysician,
physician,quoted
quoted
Refusing to participate has taken
of a patient
patient for
for whom
whom he
he refused
refused to
to participate
participatein
inprescribing
prescribingaalethal
lethaldose
doseof
of
above, wrote of
"This isis the
the only
onlycase
caseI1have
haveregretted
regretted—
- because she really meant
meant itit when
when she
she asked
asked
medication: "This
die ... I worry
worry she
she felt
felt abandoned...
abandoned ... was
was this
this patient
patientharmed
hannedmore
moreby
bymy
myrefusal
refusaltoto
me to help her die...
had agreed?"
agreed?"z8
for euthanasia
euthanasia than
than she
she would
would have
have been
been ififI1had
comply with her wishes for
28 An Oregon
physician, quoted in
in The
The Oregonian,
Oregonian, spoke
spoke of
ofhis
his patient's
patient'sanger
angerwhen
whenheherefused:
refused:"Before
"Beforethe
the
had one
one specific
specific request
request in
inmy
mylife
lifefrom
fromaaperson
personwho
whowould
wouldhave
have
law went into effect, II had
absolutely white-hot
white-hot furious
furious because
becauseIIrefused.
refused.He
Hedied
diedininaafury
furyover
overaa
qualified, and he died absolutely
of weeks. And when
when he
he was
was admitted
admitted to
to aanursing
nursinghome
homeand
andIIwent
wenttotosee
seehim
himfrequently,
frequently,
period of
felt I owed
owed itit to
to him,
him, there
there was
was nothing
nothing but
butfury
fury that
thathe
hehad
hadfor
forme."
me." 29
29
because I felt
stories give
give us
us only
only aa partial
partial picture
pictureof
ofhow
howphysicians
physiciansfeel
feeland
andrespond
respondtoto
These individual stories
Those physicians
physicians who
who believe
believe providing
providingaaprescription
prescriptionunder
underthe
theOregon
OregonAct
Actisis
patient requests. Those
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wrong
declining aa patient's
patient'srequest
requestmay
maybe
be
wrong and therefore may feel less conflicted declining
underrepresented in media reports. In
In addition, those
those physicians
physicians who
who wish
wishto
to maintain
maintaintheir
their
privacy about this sensitive issue may
may have
have points
points of
ofview
view or
or concerns
concerns and
andtheir
theirviews
views are
arealso
also
underrepresented in
likely to be underrepresented
in media
media reports.
reports.
After the Oregon Death with Dignity Act was
was implemented,
implemented, Oregon
Oregon physicians
physicians often
often
recommended interventions to patients for
for relief
reliefof
oftheir
their suffering.
suffering. In
In 46%
46% of
ofcases
cases where
where
interventions
patients' desire
desirefor
foraaprescription
prescriptionunder
underthe
theOregon
OregonAct
Act
interventions were accomplished, the patients'
altered."lO) One of
of the consequences of
ofthe
the Oregon
Oregon Death
Death with
with Dignity
DignityAct
Actisisthat
thatmany
many
was altered.
physicians in Oregon have been
been educated
educated in
in end-of-life
end-of-life care
care and
and have
have more
morealternatives
alternativestotooffer
offer
by medical
medical ethics
ethics groups.
groups. However,
However,some
somepatients
patients
patients, ones which are universally
universally endorsed
endorsed by
to seek
seek
who persist in their request for
for aa prescription
prescription under
under the
the Oregon
Oregon Act
Act may
maycontinue
continueto
to participate.
participate. In
In some
some circumstances,
circunlstances, patients
patientsmay
maybe
beunable
unabletotofind
find
physicians who are willing to
physician.'6
a willing physician.
Working through the process as
as defined
defined in
in the
the Oregon
OregonAct
Act isis burdensome
burdensomeininthe
theamount
amountof
ofwork
work
expenditure. Both
Both in
in the
the Netherlands
Netherlands and
andin
inOregon
Oregoncareful
careful
and time spent, as well as emotional expenditure.
documentation is required. One Oregon
Oregon physician
physician isis described
described as
as saying
sayingof
ofthe
theprocess:
process: "I"I
was really
reallyhappening."'"
happening.,,3o
remember feeling trembly. Every
Every time
time II checked
checked things
things off,
off, IIfelt
felt itit was
of participating,
participating, according
according to
to anecdotes
anecdotes from
fromOregon
Oregonphysicians,
physicians,and
and
After the experience of
of
writings from Dutch physicians,
physicians, there
there isis often
oftenaa huge
huge emotional
emotional impact.
impact. Dr.
Dr. Gerritt
GerrittKimsma
Kimsmaof
Amsterdam says: "Euthanasia
"Euthanasia and
and assisted
assisted suicide
suicidebring
bringout
outintense
intensegrief,
grief,asasyou
youhave
havedeveloped
developed
a deep relationship with the patient
patient who
who will
will die.
die. You
Youhave
haveaavery
verypersonal
personalrelationship
relationshipwith
withthe
the
dying patient, more so than with
with other
other patients.
patients. You,
You, the
the doctor,
doctor, become
becomemore
morevulnerable.
vulnerable.You
You
of the patient. You
You will
will have
have feelings
feelings of
ofguilt,
guilt, and
andyou
youshould
shouldhave
havefeelings
feelingsof
of
have to let go of
emotional for
for the
the doctor;
doctor; itit can
can throw
throw you
youoff
offyour
yourfeet.
feet. ItItcan
cancause
causeyou
youtoto
guilt... It is highly emotional
become dysfunctional. It
It is
is hard
hard to
to cope
cope with;
with; itit isis aahuge
hugeand
andimpressive
impressiveaction.
action.You
Youneed
needtoto
brace yourself
it.,,3l
Dr.Kimsma
Kimsmaalso
alsospeaks
speaksof
ofsecrecy
secrecysurrounding
surroundingthe
theassisted
assisteddeath
deathas
as
yourself for it."
31 Dr
process more
more difficult.
difficult.
making the grieving process
written or
or publicly
publicly spoken
spokenabout
aboutparticipating
participatingunder
underthe
theOregon
OregonAct
Actalso
also
Physicians who have written
of new appreciation
appreciation for
for what
what their
their patients
patients experience:
experience: "I
"Ihave
havealso
alsoredefined
redefinedintolerable
intolerable
speak of
that itit may
may occur
occur in
in ways
ways quite
quite different
differentfrom
fromthose
thosethat
thatwe
weas
as
suffering. I now believe that
physicians normally consider
consider and
and that
that intolerable
intolerablesuffering
sufferingisisbest
bestdefined
definedby
bythe
thepatient.
patient.My
My
ofher
herbeing
beingwithout
withoutagonizing
agonizingpain,
pain,anorexia,
anorexia,orornight
nightsweats.
sweats.
at the
the core
core of
patient was suffering at
She had become increasingly
increasingly dependent
dependent on
on others
others for
for virtually
virtually all
all activities.
activities. Her
Herdignity,
dignity,her
her
ofher
herbeing
beinghad
hadpassed.
passed. Yes,
Yes,her
herlife,
life,as
asshe
she
stripped away.
away. The
The vitality
vitality of
self-esteem had been stripped
Helen's
defined it, had become futile."
futile.,,32
32 The physician quoted in The Oregonian said: "As Helen's
last days,
days, II developed
developed an
anemotional
emotionalbond
bondwith
withher
herand
andher
herfamily
familyininthe
themany
many
doctor during her last
of forthright conversation
conversation II had
had with
withthem.
them. This
Thisdepth
depthof
ofrelationship
relationshipallowed
allowedme
metotosee
seefor
for
hours of
myself how intensely she
she wanted
wanted to
to die.
die. IIremain
remain profoundly
profoundlytransformed
transformedby
byher
herreality."
reality.,,33
myself
33
described their
their experiences
experiencesin
inOregon,
Oregon,though
thoughfew
fewininnumber,
number,have
haveagreed
agreed
Physicians who have described
of participation should
should be
be difficult:
difficult: "I
"Ihave
haveaafeeling
feelingof
ofresponsibility
responsibilitythat
thatI Ican't
can'tsay
say
that the act of
entirely proud
proud of.
of. II did
did what
what II thought
thought was
was right,
right, given
given bad
bad choices...
choices ... it's
it'sbetter
betterto
tonot
notfeel
feel
I'm entirely
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good
in greater
greater part
part reflected
reflected my
my entrance
entrance into
into
good about this.,,33
this." 33 And, "My emotional turmoil in
uncharted territory for physicians. Although
Although we
we have
have accepted
accepted our
ourroles
roles as
as comforters
comforters in
inend-ofend-ofsolutions to
to active
active roles
roles in
in aiding
aiding patients
patients in
in
life care, we have not struggled with or found solutions
accomplishing their deaths. I am grateful
grateful for
for the
the great
great disruption
disruption in
in my
my emotional
emotional stability
stabilitythat
that
this experience precipitated. This act should never
never be
be easy,
easy, never
never routine.
routine. ItIt should
should be
be among
among the
the
upon.,,23
most difficult and disquieting acts we embark upon."
23

Guidelines
7.1
regarding end-of-life
end-of-life care
care and
and determine
determine in
in
7.1 Physicians should explore their own values regarding
or transfer
transfer the
the care
care of
ofaa patient
patientwho
who requests
requests aa
advance whether they would assist, refer,
refer, or
prescription for the purpose of
of ending
ending life.
life.
their values
values regarding
regarding ODDA
ODDA with
with colleagues
colleagues in
inadvance
advance of
of
7.2
7.2 Physicians may wish to discuss their
any patient request.
7.3
of and respect
respect the
the policies
policies of
ofthe
the institutions
institutions in
inwhich
whichthey
they
7.3 Physicians should be aware of
on the
the premises
premises of
ofaa non-participating
non-participatinginstitution.
institution.
practice and not participate in
in the
the Oregon
Oregon Act
Act on
7.4
consider the consequences
consequences of
ofparticipating
participating or
ornot
not participating
participatingunder
underthe
the
7.4 Physicians should consider
Oregon Act within the context of
of the
the community
community in
in which
which they
they practice.
practice.
attending physician
physician to
to explore
explore the
the meaning
meaningunderlying
underlyingaa
7.5 It is always appropriate for the attending
patient's
request for
for aa prescription
prescriptionunder
underthe
theOregon
OregonAct.
Act.
patient's request
7.6 The attending physician
physician is
is obligated
obligated to
to identify
identify and
and where
where possible
possibletreat
treatphysical,
physical,emotional,
emotional,
by the
the patient,
patient, understanding
understandingthat
thatsuch
suchinterventions
interventions
and spiritual pain and suffering
suffering experienced
experienced by
may avert a patient's
patient's desire
desire for
for aaprescription
prescriptionunder
underthe
theOregon
OregonAct.
Act.
7.7 The attending physician
physician and/or
and/or consulting
consulting physician
physicianmay
maychoose
chooseto
toparticipate
participateunder
underthe
the
Oregon Act or not based on
on his/her
his/her personal
personal or
or professional
professional values.
values.
7.8 Physicians who choose not
not to
to participate
participate in
in provisions
provisions under
underthe
the Oregon
OregonAct
Actshould
shouldstrive
strivetoto
preserve the
the continuity
continuity of
ofthe
therelationship,
relationship,and
andensure
ensurethat
thatthe
the
treat the patient with respect, preserve
ifitit is
is not
not possible
possible to
to preserve
preserve the
the patient-physician
patient-physicianrelationship.
relationship.The
The
patient is not abandoned if
hinder the
the transfer
transfer of
ofcare
care and
and must
mustprovide
providecare
careuntil
untiltransfer
transferof
ofcare
careisis
physician must not hinder
complete.
is willing
willing to
to provide
provide aa prescription
prescriptionfor
foraalethal
lethaldose
doseof
of
7.9 For the attending physician
physician who
who is
are specific
specific responsibilities
responsibilities defined
definedin
inthe
theOregon
OregonAct.
Act.
medication, there are
physician must
must verify
verify that
that the
the patient
patientqualifies
qualifiesunder
underthe
theOregon
Oregon
a. The attending physician
confinnation of
ofresidency.
residency.
Act, including aa confirmation
confirmthe
the
physician must
must arrange
arrange for
for aa second
secondphysician
physiciantotoconfirm
b. The attending physician
patient's diagnosis,
diagnosis, prognosis,
prognosis,potential
potentialrisks,
risks,feasible
feasiblealternatives,
alternatives,(including,
(including,but
but
patient's
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not
probable results
results of
of
not limited
limited to,
to, comfort care, hospice care and pain control), probable
taking
in making the
the decision.
decision. When
When the
the
taking the
the prescribed medication and capacity in
consulting
physician'sprofessional
professional
consulting physician
physician practices outside the attending physician's
ofaa financial
financial or
orother
otherconflict
conflictofofinterest.
interest.
group,
appearance of
group, it reduces the appearance
c.
lethal prescription
prescription
e. We
We strongly recommend that all patients who request aa lethal
under the Oregon Act be screened for depression
depression with
with aa validated
validated instrument
instrument such
such
as the Patient Health Questionnaire
as
QuestiOlmaire (
).
should be
be
. If
If the
the screening
screening indicates possible depression, the person should
to a psychiatrist or a psychologist. d.
referred to
d. The
The attending physician must
ensure an informed decision as defined in
in the
the Oregon
Oregon Act.
Act.
e.
physician to
to counsel
counsel the
the patient
patientas
as to
to the
the
e. The Oregon Act requires the attending physician
patient has
has decided
decided to
to take
take the
the
importance of notifying family members ifif the patient
medication for the purpose of
of ending life.
life. The
The attending
attending physician
physicianalso
also isis required
required
to counsel the patient to avoid taking the
the lethal
lethal dose
dose of
ofmedication
medicationin
inaapublic
public
place.
1'. If the patient plans to take the medication,
f.
medication, the
the attending
attending physician
physician should
should
(ifthe
the patient
patient agrees)
agrees) for
for potential
potentialcomplications.
complications.
prepare the patient and family (if
Physicians should encourage patients
patients to
to complete
complete an
an advance
advance directive
directiveand
and
Physician Orders for Life-Sustaining
Life-Sustaining Treatment
Treatment (POLST)
(POLST) form,
form, which
whichincludes
includesaa
do-not-attempt-resuscitation (DNR)
do-not-attempt-resuscitation
(DNR) order.
order.

g. The attending physician
physician should
should work
work with
withthe
the patient
patientto
to identify
identifyany
anymembers
members
of the health care team that might
might be
be involved
involved ififthe
the patient
patientdecides
decidestototake
takethe
the
of
of medication. The
The physician,
physician, with
with the
the patient's
patient'sconsent,
consent,should
should
lethal dose of
disclose the patient's
patient's plan
plan to
to other
otherhealth
healthcare
careprofessionals
professionalssosothey
theycan
candecide
decide
whether or
or not
not to
to participate.
participate.
h. The attending physician
registered,or
orwith
withwritten
written
physician may
may dispense
dispense medication,
medication, ififregistered,
is required
required to
to inform
inform and
and deliver
deliveror
ormail
mailthe
theprescription
prescriptiontotothe
the
patient consent is
The physician
physicianshould
shouldinform
informthe
thepharmacist
pharmacistininadvance
advance
participating pharmacist. The
about the prescription.
prescription.
i. The attending physician
physician and/or
and/or other
othersupport
supportpersons
personsare
areencouraged
encouragedtotobe
be
present at
at the
the time
time the
the patient
patient takes
takes the
thelethal
lethaldose
doseof
ofmedication
medicationtotohelp
helpprovide
provide
present
the patient
patient and
andfamily.
family.
comfort to the
j.j. The attending
attending physician
physician is
is responsible
responsible for
for providing
providingcare
caretotothe
thepatient,
patient,
comfort care
care including
including pain
painmedication
medicationand
andlimiting
limitinglife-sustaining
life-sustaining
arranging comfort
as directed
directed by
by the
the patient's
patient'swishes.
wishes.ItItisisillegal
illegalfor
forthe
thephysician
physiciantoto
treatment as
lethal injection
injection or
or otherwise
otherwise intentionally
intentionallycause
causethe
thepatient's
patient'sdeath.
death.
administer a lethal
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k. After
k.
prescribed under
under the
the Oregon
Oregon Act,
Act,
After a patient dies from taking medication prescribed
the
members. Physicians
Physicians are
are
the attending physician should notify and comfort family members.
to help grieving
grieving family
family members.
members.
encouraged to develop bereavement procedures to
l.I. The
completing the
the death
death certificate,
certificate,
The attending physician is responsible for completing
accurate and complete notes in the medical record,
record, and
and providing
providing appropriate
appropriate
documentation to the Oregon Department of
of Human
Human Services
Services as
as outlined
outlined in
in
Appendix B,
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The Oregon Death
Death with
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
forfor
Health
Professionals
Care Professionals
8. The Role of
of Other Health Care Professionals
Professionals
8.
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Written: February 1998; Revised: October
person
Oregon's Death
Death with
with Dignity
Dignity Act
Act (ODDA)
(ODDA) implies
impliesaarelationship
relationshipbetween
betweenaaterminally
terminallyillillperson
and his/her physician.
However, aa terminally
terminally ill
ill patient
patient is
is likely
likely to
to have
have established
established ongoing
ongoing
physician. However,
of the health
health care
care team,
team, both
both professional
professional and
andvolunteer,
volunteer, in
in
relationships with other members of
addition to the physician.
supporting the
the terminally
terminally ill
ill patient
patientand
andfamily.
family. The
Theentire
entire
The team approach is essential in supporting
health care team, including physicians, pharmacists,
pharmacists, nurses,
nurses, nurses
nurses aides,
aides, social
socialworkers,
workers,
spiritual care providers, and other
other health
health care professionals,
professionals, as
as well
well as
as volunteers,
volunteers, must
mustrecognize
recognize
that in providing care to a patient who requests aa prescription
prescription for
for medication
medicationto
to end
endlife,
life, roles
roles
ofsupport
support and
and psychosocial
psychosocial care.
care. AA collaborative
collaborative
frequently overlap, especially in the provision
provision of
approach, open communication, and
and respect
respect for
for the
the patient
patient are
are essential.
essential.
of place of
of death on
on health
health care
care professionals
professionals isis different
differentdepending
dependingon
onthe
thesetting.
setting.
The impact of
of death for those
those who
who utilized
utilized the
the Oregon
Oregon Death
Deathwith
withDignity
DignityAct
Actfrom
from1998-2006
1998-2006isis
The place of
defined by
by the
the Oregon
OregonDepartment
DepartmentofofHuman
HumanServices
Services
"Home" isis defined
overwhelmingly at home. "Home"
(ODHS) as the place of
of residence excluding
excluding aa long-terrn
long-term care
care facility
facility or
or hospital.
hospital. Hospice
Hospiceisis
291 out
outof
of341
341 (86%)
(86%)of
ofthose
those
provided wherever the patient
patient lives,
lives, crossing
crossing all
all settings;
settings; 291
Theoption
optionofofODDA
ODDAhas
has
Oregonians who utilized the Oregon
Oregon Act
Act were
were enrolled
enrolled in
in hospice.'
hospice. JThe
as long-term
long-termcare
carefacilities,
facilities,hospices,
hospices,
health care
care professionals,
professionals, such
such as
prompted the need for health
to maintain
maintainpolicies
policiesand
andprocedures
proceduresthat
that
other community
community based
based settings,
settings, to
assisted living, and other
to meet
meettheir
theirmission
missionof
ofcaring
caringfor
for
acknowledge the Oregon Act and
and that
that tailor
tailor their
their practices
practices to
dying patients.
talk
Nurses and social workers are
are often
often the
the professionals
professionals with
withwhom
whompatients
patientschoose
choosetototalk
decisions. They
They are
are trained
trained to
to evaluate
evaluatepatents'
patents'and
andfamilies'
families'medical
medicaland
and
regarding end-of-life decisions.
to evaluate
evaluaterequests
requestsfor
forexploration
explorationofofthe
the
psychosocial needs.
needs. They
They are
are in
in aa pivotal
pivotal position
position to
patient's experience.
experience. They
Theyexplore
explorethe
themeaning
meaningofofthe
therequest,
request,
Oregon Act in the context of the patient's
may be
be contributing
contributing to
to the
the patient's
patient'sdistress,
distress,and
andfacilitate
facilitate
alleviate symptoms that may
the patient,
patient, family,
family, and
and health
health care
care team
team(see
(see
communication between the
2-8 Studies suggest that
that
and
). 2-8
employed in
in hospice,
hospice, despite
despite their
theirpersonal
personalopinions
opinionsabout
aboutthe
theOregon
Oregon
nurses and social workers employed
patients' autonomy
autonomyand
andself-determination
self-determinationininend-of-life
end-of-lifedecisions.
decisions. 99 Nurses and
Act, respect patients'
ofthis
this option,
option, yet
yettheir
theirprofessional
professionalvalues
valuesand
and
struggle with the
the complexities
complexities of
social workers struggle
lI
assessment of
ofthe
the request
request within
withinthe
thephilosophy
philosophyofofhospice
hospicecare.
care. lO
ethics guide exploration and assessment
10'•1 '
in pastoral
pastoral care
care and
and clergy
clergy may
may have
havean
anongoing
ongoingrelationship
relationshipwith
withthe
the
In addition, individuals in
support. Ultimately,
Ultimately, the
the patient
patientwill
will decide
decidewith
withwhom,
whom,among
amongmembers
membersofof
patient for spiritual support.
his/her support
support system,
system, he/she
he/she will
will choose
chooseto
todiscuss
discussthis
thisimportant
important
the health care team or his/her
decision.
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A nurse practitioner or physician assistant may be involved with
with aa patient
patient who
who desires
desires
medication to end life in accordance with the Oregon Death
Death with
with Dignity
Dignity Act,
Act, but
but the
the Oregon
Oregon
Act allows only for the attending physician (as defined in
in the
the Oregon
Oregon Act)
Act) to
to write
write aa prescription
prescription
of ending life. Nurse
Nurse practitioners
practitioners and
and physician
physician
for
for a patient to self-administer for the purpose of
assistants, who may have prescriptive authority in Oregon, are
are not
not authorized
authorized by
by the
the Oregon
OregonAct
Act
to
so cannot
cannot prescribe
prescribe under
under the
the Oregon
Oregon Act.
Act.
to serve as the attending or consulting physician and so
Nurse practitioners and physician assistants may respond
respond to
to patient
patient inquiries
inquiries for
for information
information
about end-of-life options. Referral to an attending physician
physician will
will be
be necessary
necessary for
for continued
continued
ofthe
the Oregon
Oregon Act.
Act.
assessment and decision-making within the provisions of
Volunteers play an important role in many end-of-life
end-of-life care
care settings
settings and
and their
their involvement
involvementon
onthe
the
hospice team is mandated by law. Volunteers perform
perfonn aa wide
wide range
range of
ofsupport
support and
and assistance
assistanceto
to
health care institutions, the terminally ill person, and
and his
his or
or her
her family.
family. Because
Becausevolunteers
volunteers
of life,
life, itit is
is possible
possible that
that aa volunteer
volunteermay
mayknow
knowabout
about
provide so many different services at end of
or be involved in the decision-making process regarding use
use of
ofthe
the Oregon
Oregon Death
Deathwith
with Dignity
Dignity
Act. Health professionals who care for the
the terminally
ternlinally ill
ill and
and utilize
utilize volunteers
volunteers should
shoulddevelop
develop
of practice for the role
role and
and responsibilities
responsibilities of
ofthe
the volunteer
volunteerin
inrelation
relationto
to
policies and standards of
the Oregon Act, including language about conscientious objection
objection by
by unpaid
unpaid or
ornon-professional
non-professional
staff.
Thisinformation
informationshould
shouldbe
beincluded
includedininorientation
orientationactivities.
activities.
staff This
Personal care professionals and aides give
give personal
personal care
care to
to patients
patients who
who are
aredying
dying and
andsometimes
sometimes
of
longer periods
periods than
than other
other health
health professionals.
professionals. Because
Becauseof
see patients more frequently and for longer
this, the personal care professionals or aides
aides may
may develop
develop relationships
relationships with
withpatients
patients that
thatcould
could
patients' thoughts
thoughts regarding
regardingthe
theuse
useof
ofthe
theOregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.
make them aware of patients'
Health care professionals who care for
for the terminally
terminally ill
ill and
and utilize
utilize personal
personalcare
careprofessionals
professionals or
or
aides should develop policies and standards of
ofpractice
practice for
for the
the role
role and
and responsibilities
responsibilities of
ofthe
the
Oregon Act,
Act, and
and include
include this
this information
informationin
inorientation
orientation
health care workers in relation to the Oregon
activities.
of the patient
patient to
to confidentiality
confidentiality with
with the
the "need
"needto
toknow"
know"of
ofhealth
healthcare
care
Balancing the right of
issue. The
The Oregon
Oregon Act
Act specifies
specifies that
that all
allhealth
healthcare
careprofessionals
professionals
professionals is a significant issue.
to know
know
whether to participate,
participate, but
but does
does not
not ensure
ensurethem
themthe
theright
rightto
shall have the right to choose whether
If infoiined,
informed, aa health
health care
care professional
professional
request for
for aa life-ending
life-ending medication.'
medication. 122 If
about the patient's request
appropriate care
care or
or exercise
exercisethe
the right
right for
for conscientious
conscientiouspractice
practice
could choose to continue to give appropriate
If not informed, health
health care
care professionals
professionals could
could become
becomeunknowing
unknowingparticipants
participantsinin
under the law. If
the process of
of a patient utilizing the Oregon
Oregon Act
Act regardless
regardless of
oftheir
theirpersonal
personalviews
views(see
(see
As
is
the
case
with
other
legally
authorized
medical
interventions,
).
authorized medical interventions,
ofconflicting
conflicting personal
personaland
andprofessional
professional
be caught
caught in
in the
the middle
middle of
health care professionals may be
values and loyalties. The health care
care professional
professional may
may personally
personally disagree
disagreewith
withaapatient's
patient's
forth in
in the
the Oregon
Oregon Act,
Act, but
but feel
feel an
an ethical
ethicaland
andprofessional
professional
decision to end life as set forth
responsibility to provide
provide all legal options
options to
to all
all patients,
patients, including
including those
thosewho
who request
requestmedications
medications
Oregon Act.
Act. The
Theresulting
resultinginternal
internalconflict
conflictmay
maymake
makeititdifficult
difficultfor
forthe
the
as provided under the Oregon
to decide
decide whether
whether or
or how
how to
to participate
participatein
inongoing
ongoingcare
carefor
forthe
the
health care professional to
patient. 13,14
13,14
patient.
should consider
consider personal
personal and
and professional
professionalvalues
valuesand
andethics,
ethics,and
and
Each health care professional should
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detennine
when aa patient
patient decides
decides to
to request
request aa
determine whether he/she might be willing to be involved when
or maybe the
the professional
professional will
will always
always decline
decline to
to be
beinvolved
involved
prescription under the Oregon Act, or
for reasons
If a health care professional has responsibility
responsibility to
to care
care for
for aa patient
patient
reasons of conscience. If
to end
end life,
life, but
but declines
declines to
to participate,
participate, the
the
who
who requests a prescription for medication to
professional should inform
infonn the employer
employer as
as soon
soon as
as possible
possible and
and ask
ask for
for assistance
assistancein
intransfer
transferof
of
responsibility. When the health care professional
professional has
has contracted
contracted directly
directly with
withan
anindividual
individual
patient who is considering utilizing the
the Oregon
Oregon Act,
Act, the
the professional
professional who
who objects
objectsto
toinvolvement
involvement
should work with the patient to transfer responsibility
responsibility to
to another
another qualified
qualified health
health care
care
professional.
Health care professionals, especially
especially those
those who
who care
care for
for patients
patients with
withterminal
tenninalillness,
illness,should
shouldbe
be
familiar with the Oregon Death with
with Dignity
Dignity Act
Act and
and related
related administrative
administrativerules
rulesand
andevolving
evolving
case law. They should also be familiar
familiar with
with their
their agency's
agency'spolicies
policiesand
andprocedures
procedureswithin
withinthe
the
Oregon Act, and the ethical and moral issues
issues associated
associated with
with end-of-life
end-of-lifedecisions,
decisions,personal
personal
choice, advance directives, and POLST (Physician's
(Physician'sOrders
Ordersfor
forLife
LifeSustaining
SustainingTreatment).
Treatment).
Some health care institutions, considered health
health care
care professionals
professionals under
underthe
theOregon
OregonAct,
Act,will
will
Oregon Act
Act and
and individual
individual health
health care
care professionals
professionalsmust
mustrespect
respect
choose not to participate in the Oregon
the mission, values, and policies of
of these
these institutions.
institutions. Discussions
Discussions between
betweenthe
thepatient
patientand
andthe
the
health care professional regarding end-of-life
end-of-life options,
options, including
including Oregon's
Oregon'sDeath
Deathwith
withDignity
Dignity
Act, should not, however, be prohibited
prohibited by
by institutional
institutional policy
policy (see
(see
).
Health care professionals may need
need to
to review
review cases,
cases, both
bothformally
fonnally and
andinformally,
infonnally,where
whereODDA
ODDA
review allows
allows staff
staffto
to discuss
discuss their
theirconcerns,
concerns,review
reviewcases
casesafter
afterthe
the
was chosen by a patient. This review
death, and/or to debrief
debrief situations that
that may
may warrant
warrant further
further discussion
discussionor
orintervention.
intervention. Health
Health
oremployee
employeeconcerns
concerns
professionals may already have
have mechanisms
mechanisms in
in place
placethat
thatdeal
deal with
withstaff
staffor
that arise from the request for
for exploration
exploration and/or
and/or use
use of
ofODDA,
ODDA, the
the implementation
implementationof
ofthe
the
of the
the case
case after
after the
the death.
death. These
These could
couldinclude
includeteam
teammeetings,
meetings,
Oregon Act, and/or a review of
ethics committees, staff
staffsupport,
support, or
orbereavement
bereavementfollow-up.
follow-up.
the physician
physician to
to counsel
counsel the
the patient
patientto
to have
haveanother
anotherperson
personpresent
present
The Oregon Act requires the
the medication.
medication. A
A health
health care
care professional
professionalmay
maybe
bethe
theperson
personpresent
present
when the patient takes the
to end
end life,
life, but
butthe
thelevel
levelof
ofassistance
assistancehe
heororshe
shemay
maygive
givetoto
the medication
medication to
when the patient takes the
Lack of
ofclarity
clarity in
in the
the Oregon
OregonAct
Act leaves
leaves ititto
to licensed
licensedhealth
healthcare
care
the patient is not clear. Lack
to establish
establishpolicies
policies and
and standards
standardsregarding
regardingassisting
assisting
organizations to
agencies and professional organizations
patients in self-administering
self-administering medication
medication as
as set
setforth
forth in
inthe
the Oregon
OregonAct.
Act. AAqualified
qualifiedpatient
patientwho
who
of requesting the prescription
prescription under
under the
the Oregon
OregonAct
Actmay
maynot
notbe
beable
abletotoself-administer
self-administer
is capable of
the medication without assistance.
assistance. The
The Oregon
Oregon Act
Actisis clear
clearthat
thatno
no individual
individualisisauthorized
authorizedtotoend
end
to
patient's life
life by
by lethal
lethal injection,
injection,mercy
mercykilling,
killing,ororactive
activeeuthanasia.
euthanasia.!S
decision to
a patient's
0 In making a decision
self-administering the
the medication,
medication, the
the health
healthcare
careprofessional
professionalshould
shouldbe
be
assist a patient with self-administering
patient remains
remains in
in control
control of
ofthe
the decision,
decision, timing,
timing, and
andevery
everyaspect
aspectof
ofthe
theaction.
action.
certain that the patient
professional may
may not
not know
know all
all of
ofthe
thedetails
details regarding
regardingthe
thepatient's
patient'sdecisions
decisionsabout
about
A health care professional
or POLST.
POLST. However,
However, the
the professional
professionalisisresponsible
responsiblewithin
withinhis
hisororher
her
ODDA, advance directives or
of practice and with
with the
the available
available information
infonnationto
to assess
assess the
thepatient's
patient'scondition
conditionand
andtoto
scope of
intervention. A
A decision
decision to
to initiate
initiatelife-saving
life-savinginterventions
interventionsshould
shouldbe
bebased
based
provide appropriate intervention.
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on
patient's decisions
decisions regarding
regardingODDA,
ODDA,advance
advancedirectives,
directives,
on the
the information
information available about the patient's
POLST and on professional judgment.
POLST
Under
at any
any time
time and
and for
for any
any reason
reason
Under the
the Oregon Act the patient may rescind his or her request at
without regard to his or
or her
her mental
mental state.
state. 16I6 If,
medication, the patient
patient
without
If, after taking the prescribed medication,
indicates
is present
present or
or called
called should
should take
take
indicates a change of
of mind, any health care professional who is
steps
complexity occurs
occurs when
when aa family
family member,
member, rather
rather
steps to
to initiate life-saving measures. An added complexity
than the patient, communicates the patient's
than
patient's decision
decisionto
to rescind.
rescind.The
Thepotential
potentialfor
forconflict
conflict
between the patient and family on this matter
matter puts the
the health
health care
care professional
professional in
inaadifficult
difficult
action. The Oregon
Oregon Act
Act clearly
clearly provides
provides that
thatonly
onlythe
thepatient
patient
position with regard to appropriate action.
may rescind the decision.

Guidelines
8.1
with terminal
terminal illness
illness should
should consider
considertheir
their
8.1 Health care professionals who care for patients with
to participation
participation under
under the
the Oregon
OregonAct.
Act.
personal values and ethics relative
relative to
of practice, the
the health
health care
care professional
professional should
should
8.2
scope of
8.2 Within his or her competence and scope
ofmedication,
medication,determine
determinewhat
what
explore the meaning behind a patient's
patient's request
requestfor
for aalethal
lethaldose
doseof
the patient
patient may
may need,
need, and
and refer
refer the
the patient
patientto
to his
his or
orher
her
information or other care options the
attending physician.
8.3 The health care professional who
who declines
declines to
to care
care for
for aa patient
patientwho
who plans
planstototake
takemedication
medication
to end life under the Oregon Act
Act should
should arrange
arrange aa transfer
transfer or
or request
request assistance
assistancefrom
fromthe
the
responsibility for
for the
the patient
patient to
to another
anotherqualified
qualifiedhealth
healthcare
careprofessional.
professional.
employer to transfer responsibility
8.4 Health care professionals may
may already
already have
have mechanisms
mechanisms in
inplace
placethat
thatdeal
dealwith
withstaff
staffand/or
and/or
or request
request for
forODDA,
ODDA,the
theimplementation
implementationof
of
that arise
arise from
from the
the exploration
exploration or
employee concerns that
the Oregon Act, and/or
and/or case review. The
The professional
professional may
may want
wantto
to consider
considerthe
theutilization
utilizationof
of
such as
as team
team meetings,
meetings, staff
staffsupport
support groups,
groups, ethics
ethicscommittees,
committees,or
or
existing resources, such
coordination to
to debrief
debriefcases
cases which
whichthe
the staff
staffbelieve
believeneed
needfurther
furtherdiscussion
discussionoror
bereavement coordination
ofnew
newor
ordifferent
differentways
ways
professionals might
might consider
considerthe
the development
developmentof
intervention. Health care professionals
to address staff
staffconcerns.
concerns.
Act allows
allows the
the patient
patient to
to rescind
rescind the
the request
requestfor
forODDA
ODDAatatany
anytime.
time.IfIfafter
after
8.5 The Oregon Act
prescribed medication
medication the
the patient
patient changes
changes his/her
his/hermind,
mind,aahealth
healthcare
careprofessional
professionalwho
who
taking the prescribed
is present or called
called should
should take
take steps
steps to
to initiate
initiate life-saving
life-savinginterventions.
interventions.
to initiate
initiate life-saving
life-saving interventions
interventions will
will be
bebased
basedon
onprofessional
professionaljudgment
judgmentand
andon
on
decision to
8.6 A decision
available information
information about
about the
the patient's
patient'sdecisions
decisionsregarding
regardingODDA,
ODDA,advance
advancedirectives
directivesand
and
the available
POLST.
care professional
professional who
who isis with
with the
the patient
patientwhen
whenhe
heor
orshe
shetakes
takesthe
themedication
medicationshould
should
8.7 A health care
to the
the patient
patientand
andfamily.
family. The
TheOregon
OregonDeath
Deathwith
withDignity
DignityAct
Actdoes
doesnot
not
provide care
care and
and comfort
comfort to
provide
provide
guidance
on
the
degree
of
assistance
with
self-administration
that
may
be
given
by
provide guidance on the degree of assistance with self-administration that may be given by
another person. Nurses
Nurses in
in particular
particularhave
have questions
questionsconcerning
concerningthis
thisissue.
issue.The
TheOregon
OregonAct
Actdoes
does
another
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not alter the existing standards and scope
not
scope of
ofpractice
practiceof
ofnurses
nursesininOregon.
Oregon.
8.8 A
A health
health care professional that utilizes volunteers should develop policies
8.8
policies and
and standards
standards for
for
the roles
roles and
and responsibilities of the volunteer in relation to the Oregon
Oregon Death
Death with
with Dignity
Dignity Act,
Act,
the
and
health provider
provider that
that employs
employs
and infoffil
inform the volunteer ofthese
of these guidelines in orientation. A health
personal care professionals or aides should develop
develop policies
policies and
and standards
standards for
for the
the roles
roles and
and
Oregon Death
Death with
with Dignity
Dignity Act,
Act, and
and inform
infonn the
the
responsibilities of
of the employee in relation to the Oregon
employee of these guidelines in
in orientation.
orientation.
or scope
scope of
ofpractice
practice for
for Licensed
Licensed
8.9
standards or
8.9 The Oregon Act does not alter the existing standards
Clinical Social Workers or those working toward licensure
licensure in
in Oregon.
Oregon. Social
Social workers
workers should
should
of Social Workers (NASW)
(NASW) Code
Code of
ofEthics
Ethics and
and to
to the
the Policy
Policy
refer to the National Association of
the practice
practice guide
guide entitled
entitled NASW
NASW
Statement from
from NASW on End-of-Life Decisions, and the
Standards for Social Work Practice in Palliative and End-of-Life Care."
Care. 17
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The Oregon Death
Deathwith
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
forfor
Health
Professionals
Care Professionals
9.
9. 111el1ta[
Mental Health
Health Consultation
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Written: February 1998; Revised: October
The Oregon Death with Dignity Act outlines
outlines aa specific
specific role
role for
for psychiatrists
psychiatrists and
andpsychologists.
psychologists. IfIf
the attending or consulting physician believes that the
the patient
patient may
may be
be suffering
suffering from
from aa
"psychiatric or psychological disorder, or
or depression
depression causing
causing impaired
impairedjudgment,"
judgment,"aamental
mental
Either aa licensed
licensed psychiatrist
psychiatrist or
or licensed
licensedpsychologist
psychologistmay
may
health evaluation is mandated. Either
perform the evaluation. Once the
the patient
patient is
is referred,
referred, the
the attending
attending physician
physicianmay
maywrite
writeaa
prescription under the Oregon
Oregon Act
Act only
only ififthe
the mental
mental health
health professional
professionalassesses
assessesthat
thatthe
thepatient
patient
is not suffering from a psychiatric or psychological
psychological disorder
disorder or
or depression
depression causing
causing impaired
impaired
theperson
personisis"capable,"
"capable,"
judgment. In
In addition,
addition, the
the mental
mental health
health professional
professional should
shouldevaluate
evaluateififthe
ability to
to make
make and
and communicate
communicate health
healthcare
caredecisions,
decisions,including
including
that is, "has the ability
communicationififthose
those
communication through persons familiar with
with the
the patient's
patient'smanner
mannerofofcommunication
asoutlined
outlinedininthe
theOregon
OregonAct,
Act, isisaaform
fOIm
persons are available."t
Themental
mentalhealth
healthconsultation
consultationas
available." The
of a capacity or competence evaluation, specifically
specifically focused
focused on
on capacity
capacityto
to make
makethe
thedecision
decisiontoto
ofmedication.
medication. In
Inthe
thefirst
firstten
tenyears
yearsafter
after
hasten death by self-administering
self-administering aa lethal
lethal dose
dose of
of the Oregon Death
Death with
with Dignity
Dignity Act,
Act, 11%
11 % of
ofpersons
persons who
who died
diedby
byaalethal
lethaldose
doseof
of
enactment of
medication were
were evaluated
evaluated by
byaamental
mentalhealth
healthprofessional.'"
professional. 2 None
None of
ofthe
the 49
49 people
peoplewho
whodied
diedby
by
lethal prescription in 2007 were referred for
for aa mental
mental health
health evaluation.
evaluation. 33
Mental health professionals may
may choose
choose not
not to
to provide
provide this
this type
typeof
ofconsultation
consultationfor
forconscientious
conscientious
reasons (see COLISC1 -",•
of290
psychiatrists, 24%
24%
" - ad/Cr). In a survey of
290 U.S. forensic psychiatrists,
ofdetermining
determiningcompetence
competencefor
foringesting
ingestingaa
consultation for
for the
the purposes
purposes of
believed that psychiatric consultation
of medication
medication was unethical.
unethical. 44 Oregon psychiatrists and psychologists
psychologists are
are divided
divided on
on
lethal dose of
of the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act.
Act. A
A 1995
1995 survey
surveyof
ofOregon
Oregon
the ethical permissibility of
ofthe
theOregon
OregonAct,
Act,but
butone
onethird
third
psychiatrists revealed
revealed that
that 56%
56% support
support the
the implementation
implementationof
psychiatrists
ofaa lethal
lethal dose
dose of
ofmedication
medicationshould
shouldnever
neverbe
bepermitted?
permitted. sInInaa1996
1996
endorse that legal ingestion
ingestion of
survey of
of Oregon psychologists, 78%
78% supported
supported enactment
enactmentof
ofthe
the Oregon
OregonDeath
Deathwith
withDignity
Dignity
Act. 66
American Psychological
Psychological Association
Association (APA)
(APA) "Working
"WorkingGroup
Groupon
onPhysician
PhysicianAssisted
Assisted
The American
Suicide" neither supports nor
nor decries
decries the
the Oregon
Oregon Act,
Act, but
but encourages
encouragespsychologists
psychologists to
to be
be
oftheir
theirown
ownviews
views
and research
research related
related to
to the
the Oregon
Oregon Act,
Act, to
to be
beaware
awareof
informed about policy and
to be
besensitized
sensitizedto
topossible
possiblesocial
social
and possible biases regarding eligibility
eligibility for
for the
the option,
option, and
andto
that may
may contribute
contribute to
to the
the perception
perceptionthat
thatvulnerable
vulnerablepopulations
populationsare
aremore
moreexpendable.
expendable.
pressures that
to "fully
"fully explore
explore alternative
alternativeinterventions
interventions(including
(including
are also
also advised
advised to
Psychologists are
hospice/palliative care,
care, and
and other
other end-of-life
end-of-life options
optionssuch
suchas
asvoluntarily
voluntarilystopping
stoppingeating
eatingand
and
hospice/palliative
alternative. 7
drinking) for clients considering" this alternative.'
professionals' views
viewson
onthe
theethical
ethicalpermissibility
permissibilityofofthe
theOregon
OregonAct
Actare
arelikely
likelytoto
Mental health professionals'
standards used
used in
in diagnosing
diagnosing aa mental
mental disorder
disorderand
anddetermining
determiningwhether
whetherthe
themental
mental
influence the standards
ofU.S.
U.S. forensic
forensic psychiatrists,
psychiatrists,those
thosewho
whowere
were
impaired judgment.
judgment. In
In the
the survey
survey of
disorder causes impaired
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morally opposed to the Oregon Act were more likely
likely to
to advocate
advocate aa more
more stringent
stringent standard
standard for
for
depressive disorders
disorders would
would automatically
automatically
evaluating competence and more likely to believe that depressive
render a patient incompetent to choose ingestion
ingestion of
of aa lethal
lethal dose
dose of
ofmedication.'
medication. 4Oregon
Oregon
psychiatrists' and psychologists' positions
positions on
on legalization
legalization of
ofthe
the Oregon
Oregon Act
Act influenced
influenced their
their
prescription under
under the
the Oregon
Oregon Act
Act and
and how
howthey
they
willingness to evaluate patients who request a prescription
would follow up an evaluation. For example, 72% of
of psychiatrists
psychiatrists opposed
opposed to
to the
the Oregon
OregonAct
Act
of evaluation, compared
compared to
to only
only 33%
33 % of
ofthose
those who
who favored
favored the
the
would refuse to perform this type of
s
ofthe
theOregon
OregonAct,
Act, only
only 36%
36% of
ofpsychologists
psychologists in
in
Act.
Despitemajority
majoritysupport
supportfor
forlegalization
legalizationof
Act. Despite
Oregon were willing to perform these evaluations. 6° Interviews with physicians in Oregon who
who
have received requests under the Oregon Act confirm
confirnl their
their difficulties
difficulties in
in finding
finding aamental
mental health
health
especially ififaa home
home visit
visit isis required
required (Ganzini,
(Ganzini, unpublished
unpublished
professional to evaluate the patient, especially
data).
who opposed
opposed the
the Oregon
Oregon Act
Act would
would work
workto
to prevent
prevent
data). Most psychiatrists and psychologists who
end his/her
his/her life,
life, even
even ififthey
they found
found the
the patient
patient
the patient from taking the medication to end
competent. These data suggest that mental health
health professionals
professionals who
who are
are either
eitherstrong
strong proponents
proponents
or opponents of this Oregon Act may have
have difficulty
difficulty objectively
objectively evaluating
evaluating patients
patients and
andshould
should
consider declining. The mental health
health professional
professional should
should disclose
disclose personal
personal biases
biases to
to the
the
The patient's
patient'stherapist
therapistshould
shouldnot
notserve
serveininthis
this
attending physician at the time of referral.
referral. The
capacity, though he/she may provide invaluable
invaluable insights
insights to
to the
the mental
mental health
health consultant
consultant. ss

The Evaluation Process
The psychiatrist/psychologist should hold
hold aa valid
valid Oregon
Oregon license
license and
and have
have experience
experienceinin
ofmedically
medicallyill
ill patients.
patients. Experience
Experience
psychiatric diagnosis, capacity evaluations,
evaluations, and
and evaluation
evaluation of
in working with dying patients in other
other settings
settings may
may be
be helpful.
helpful. Mental
Mental health
healthprofessionals
professionalsare
are
of their
their expertise
expertise in
in diagnosing
diagnosing psychiatric
psychiatricdisorders,
disorders,
qualified to evaluate capacity because of
understanding irrational
irrational forces
forces that
that influence
influence decision-making.
decision-making. The
The
examining mental status, and understanding
record review,
review, discussion
discussion with
with the
the referring
referringphysician,
physician,patient
patient
consultation will usually include aa record
interview and assessment, and caregiver
caregiver and
and family
family interviews
interviews (with
(with the
the patient's
patient'sconsent).
consent).
of patients who die
die by
by ingestion
ingestion of
ofmedication
medication under
underthe
the Oregon
OregonAct
Actare
are
Eighty-six percent of
hospice 22 and hospice practitioners may
may have
have important
important insights
insights into
into potentially
potentially
enrolled in hospice
Ifthe
the mental
mental health
health consultant
consultantperceives
perceivesaaconflict
conflictof
of
state. If
reversible conditions and mental state.
interest, financial or otherwise, which
which might
might influence
influence his/her
his/her decision-making,
decision-making, he/she
he/sheshould
should
Mental health
health professionals
professionals may
may decline
declineto
to evaluate
evaluatethe
thepatient
patient
decline to perform the evaluation. Mental
could evaluate
evaluate the
the patient
patientfor
for conscientious
conscientiousreasons.
reasons.
or to even suggest colleagues who could
focus on
on assessing
assessing for
for mental
mental disorders
disorders such
suchas
as depression
depressionand
anddelirium,
delirium,
The evaluation should focus
the patient's
patient's decision-making
decision-making capacity,
capacity,and
andfactors
factorsthat
thatlimit
limitdecision-making
decision-makingcapacity
capacitysuch
suchasas
and coercion.
coercion. Dementia
Dementia may
may co-occur
co-occurwith
withaaterminal
terminal
mental disorders, knowledge deficits, and
ill person
personfrom
from Oregon's
Oregon's
not automatically
automatically disqualify
disqualify aa terminally
terminally ill
illness. Mild dementia does not
determine whether
whether the
the patient
patient retains
retains capacity
capacityfor
formedical
medicaldecisions.
decisions.
law; the evaluator must determine
The ability to understand
understand the
the nature
nature of
ofthe
the intervention,
intervention, risks,
risks, and
and benefits
benefitsof
ofaaprescription
prescriptionunder
under
straightforward, but
but the
the ability
ability to
to understand
understand the
therisks
risksand
andbenefits
benefitsand
and
the Oregon Act may be straightforward,
of success of
of alternative interventions
interventions can
can be
be difficult,
difficult, especially
especiallyfor
forvery
veryill
illpatients,
patients,
likelihood of
of the
the interview.
interview. Patients
Patients should
should be
beable
able to
to appreciate
appreciatethe
theinformation
informationas
as
and should be a focus of
understand the
the facts
facts but
but also
also to
to apply
apply the
the information
informationtotohis
hisor
or
shown by the ability not only to understand
her own situation.
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The
patient's ability
abilitytotoperform
performwell
wellon
on
The mental
mental health
health professional is obligated to maximize the patient's
the examination. 99 The patient should be seen individually, as he/she may
may feel
feel more
more comfortable
comfortable
imagine an
an adversarial
adversarial
talking
talking about concerns such as being a burden to others. Many patients imagine
III patients may tire easily. The
The examiner
examiner should
should be
be prepared
prepared to
to
process.
process. Rapport is important. Ill
modify the
the examination based on the patient's
modify
patient's tolerance.
tolerance. An
Anextended
extendedevaluation
evaluationmay
maynot
notalways
always
feasible, depending on the patient's
be feasible,
patient's preferences,
preferences, physical
physicalcondition,
condition,limited
limitedtime
timetotolive,
live,
financial
Seeingthe
thepatient
patientininhis/her
his/herresidence
residencerather
ratherthan
than
financial constraints,
constraints, and geographic location. Seeing
the mental
patient's exhaustion.
exhaustion. Instruments
Instruments such
such
mental health
health professional's office may diminish the patient's
as the Geriatric Depression
or the
the
as
Depression Scale,
Scale,lo19 the F
olstein Mini-Mental State Examination,
Folstein
Examination,"I I or
Neurobehavioral Cognitive Status Examination
Examinationl212 may be useful adjuncts to assess mood and
cognition.
In the absence of
of a mental disorder, evidence of
of coercion
coercion or
or knowledge
knowledge deficits,
deficits, most
most patients
patients
will qualify for the Oregon Act. Attending physicians are
are unlikely
unlikely to
to refer
refer patients
patients whom
whom they
they
to aa mental
mental health
health professional.
professional. At
At the
the other
otherend
end
know well or who are calm, lucid, and rational to
of the spectrum, physicians are likely to refer patients with
with severe
severe depression
depression or
or delirium
delirium for
for
treatment, not a capacity evaluation. Cases in
in which
which some
some psychological
psychological symptoms
symptoms are
are present
present
or marginally
marginally compromised
compromised are
are the
themost
most likely
likelyto
to
and decision-making capacity is questionable or
need referral. Although mental health
health professionals are
are skilled
skilled in
in diagnosing
diagnosingmental
mental disorders,
disorders,
of a mental disorder
disorder such
such as
as depression
depression on
on decision
decisionmaking
makingisis more
more
determining the role of
ofOregon
Oregon mental
mental health
healthprofessionals,
professionals, only
only6%
6%
difficult, even by expert assessment. In
In surveys
surveys of
of psychiatrists and psychologists were
were very
very confident
confident that
that they
they could
could determine
determinewhether
whetheraa
of aa person
person requesting
requesting aa prescription
prescriptionunder
underthe
the
mental disorder was influencing the
the judgment
judgment of
,6 They were more confident
if they
they only
only saw
saw the
thepatient
patientonce.
once. 55'6
confident about
about assessing
assessing
Oregon Act, if
of290
U.S. forensic
forensic
decision-making capacity
capacity over
overan
anextended
extendedperiod
periodofoftime.
time."'5 ,66 In a study of
290 U.S.
indicated that
that the
the presence
presence of
ofaa major
majordepressive
depressivedisorder
disordershould
shouldresult
resultininan
an
psychiatrists, "58% indicated
of incompetence
incompetence for
for the
the purposes
purposes of
ofobtaining
obtaining assisted
assisted suicide".
suicide".44 As such,
such, of
automatic finding of
the two components of
of the mental
mental health
health assessment
assessment (presence
(presenceof
ofaamental
mentaldisorder
disorderand
and
of its influence) the
the greatest
greatest weight
weight in
in determining
determining eligibility
eligibilityfor
forobtaining
obtaining
determination of
medication under the Oregon
Oregon Act
Act should
should be
be on
on whether
whetheror
ornot
notaamental
mentaldisorder
disordersuch
suchas
as
can be
be diagnosed.
diagnosed. 13
depression can
13
consulting mental
mental health
health professional
professional should
should feel
feel free
free to
to communicate
communicateto
tothe
theattending
attending
The consulting
ofconfidence
confidenceregarding
regardingthe
the
physician the standard
standard he/she
he/she used
used for
for capacity
capacity and
and his/her
his/herdegree
degreeof
physician
determination of
of capacity:
capacity.4,5,14
Even
if
the
evaluator
cannot
say
with
confidence
whether
the
1' 14 Even if the evaluator cannot say with confidence whether the
or lacks
lacks decisional
decisional capacity,
capacity, the
the attending
attending physician
physicianwill
willbe
beable
abletotouse
usethe
the
patient has or
mental health
health professional
professional provides.
provides. The
Theconsultant
consultantcan
cansuggest
suggest
information that the mental
enhance capacity,
capacity, ask
ask to
to reevaluate
reevaluate the
the patient
patientafter
aftertreatment
treatmentisisprovided,
provided,or
or
interventions to enhance
15
professional. Once
Oncethe
thepatient
patientisis
recommend a second opinion from another mental health professional.'
for aa mental
mental health
health evaluation,
evaluation, the
the attending
attendingphysician
physicianmay
maywrite
writeaaprescription
prescriptionfor
foraa
referred for
ofmedication
medication only
only ififthe
the mental
mental health
health professional
professionalcan
canstate
statethat
thatwithin
withinhis/her
his/her
lethal dose of
the patient
patient meets
meets the
thecriteria
criteriaof
ofthe
theOregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.
standards, the
when aa mental
mental disorder
disorder isis absent
absent and
and decision-making
decision-makingappears
appearsintact,
intact,psychotherapeutic
psychotherapeutic
Even when
may relieve
relieve suffering.
suffering. The
The mental
mental health
health clinician's
clinician'straditional
traditionalrole
roleincludes
includes
interventions may
helping patients with
with coping
coping and
and decision-making.
decision-making. As
As such,
such,ititisisimportant
importantfor
forthe
themental
mentalhealth
health
helping
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professional to
to understand
understand the
the patient's
patient's overall
professional
overall situation
situation and
and factors
factors contributing
contributingto
tohis/her
his/her
request
may include
include the
the patient's
patient'saccess
accesstoto
request for medication with which to end life. These factors may
of
or
his/her quality
quality of
or attitudes
attitudes about
about medical care, communication with the attending physician, his/her
life,
with deaths
deaths of
ofothers
others
life, belief
belief system,
system, life history, financial and family issues and experiences with
(see
(see
and
and
). The
The mental
mental health
of family members
members or
or aa decision
decision to
to
consultant should explore with the patient the attitudes of
conceal the
the request for a prescription under the Oregon Act from
conceal
from the family
family (see
(see
communication in
in the
the
). The
The mental health professional should also assess communication
relationship between the attending physician and the
the patient.
ofthe
the
The mental health consultant should support autonomous choice
choice and
and attenuate
attenuate the
the anguish
anguishof
14
The
patient
may
dread
particular
aspects
of
the
future;
struggle
to
find
meaning
dying
process.
dying process." The patient may dread particular aspects of the future; struggle to find meaning
life; feel
feel guilt, low self-worth, anger, or
in remaining life;
or worry
worry about
about being
being aa burden
burden to
to others.
others.
of
Previous
Previous experiences
experiences with other dying
dying persons
persons may distort the
the patient's
patient's understanding of
alternatives. Illness or personality may impede the
the patient's
patient'sability
abilitytotothink
thinkflexibly
flexiblyorortoto
consider other alternatives. The request for a prescription
prescription under
under the
the Oregon
Oregon Act
Actmay
may be
bean
an
loss of
ofcontrol
control and
and pending
pendingdependence
dependenceon
onothers.
others. 16-19
attempt to cope with loss
i6-19 The mental health
consultant can help by reframing alternatives for
for the
the patient,
patient, exploring
exploring other
othermethods
methods for
forthe
the
maintain control,
control,and
andcountering
counteringnegative
negativethinIcing.
thinking. 17
the
patient to maintain
i 7 The
The patient may question the
mental health professional's
professional's motives,
motives, however,
however, ififthe
theconsultant
consultantputs
putstoo
toomuch
muchemphasis
emphasison
on
·
I
.
19
finding
alternatives.
°
m
mg
a
ternatlves.
fi d
Many patients may qualify under
under the
the Oregon
Oregon Act
Act yet
yet still
still benefit
benefitfrom
from supportive
supportivecounseling.
counseling.
The mental health consultant
consultant may
may choose
choose to
to recommend
reconmlend individual
individual supportive
supportivepsychotherapy,
psychotherapy,
to spiritual or
or other
other support
support services.
services. Many
Many of
ofthese
theseservices
servicesare
are
family therapy, or referral to
enrolled in
in hospice. If
Ifthe
the mental
mental health
healthprofessional
professional finds
finds the
thepatient
patient
available to those enrolled
to obtain
obtainaalethal
lethaldose
doseof
of
disorder that
that is
is influencing
influencing the
the desire
desireto
competent and without aa mental disorder
of further
further mental
mental health
health treatment
treatment by
by the
the patient
patientdoes
doesnot
notconstitute
constituteaalegal
legal
medication, refusal of
barrier to receiving aa prescription
prescription for
for aa lethal
lethal dose
dose of
ofmedication.
medication.

Mental Disorders
Influence Deets
iHental
Dis'orders that may b~fluence
Decision-iltiaking
the most
most common
common reasons
reasons why
why decision-making
decision-makingcapacity
capacityisisimpaired,
impaired,but
but
Mental disorders are the
automatically impair
impair decision-making
decision-makingabilities.
abilities. Disorders
Disorderssuch
suchas
as
not all psychiatric disorders automatically
Alzheimer's disease
disease occur
occurininhalf
halfof
ofpeople
peopleover
overage
age85
85causing
causingboth
bothdifficulty
difficultyininremembering
remembering
Alzheimer's
of the illness and
and impairing
impairing the
the patient's
patient'sability
abilitytotoweigh
weighrisks
risksand
andbenefits
benefitsand,
and,
the details of
2o
to his/her
his/her own
own situation.
situation. 20'21
,21 Studies
Studies of
ofgeriatricians,
geriatricians, psychiatrists,
psychiatrists, and
and
infornlation to
applying the information
show high
high levels
levels of
ofdisagreement
disagreement among
among these
theseprofessionals
professionalswhen
whenassessing
assessingthe
the
neurologists show
of persons
persons with
with mild
mild Alzheimer's
Alzheimer'sdisease
diseasetotomake
makemedical
medicaltreatment
treatmentdecisions,
decisions,though
though
ability of
22 23
ofapplicable
applicablelegal
legalstandards.
standards. 22'23
•
can be
be improved
improved when
when clinicians
clinicians are
are made
madeaware
awareof
consistency can
Some very physically ill patients will have mild cognitive impairments not meeting the criteria Somevryphsical tnwhvemildcogtparensmtighcra
tounderstand
understandthe
therisks
risksand
and
patients may
may not
not be
be impaired
impaired in
intheir
theircapacity
capacityto
for dementia. These patients
of ingesting
ingesting aa lethal
lethal dose
dose of
ofmedication
medicationor
orto
to recite
recitethe
thealternatives
alternatives(e.g.,
(e.g.,hospice),
hospice),but
but
outcome of
their ability
ability to
to truly
truly appreciate
appreciate complicated
complicatedpalliative
palliativealternatives
alternativeswith
withtheir
theirattendant
attendant
their
uncertainties
uncertainties may
may be
be taxed.
taxed.
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Delirium
of life, especially
especially when
when high
high doses
doses of
ofopioids
opioids are
are needed
needed
Delirium is
is common in the final weeks of
25
to control pain. 24
24'2
to
• Delirium is characterized by problems
problems with
with attention,
attention, concentration,
concentration, and
and
memory.
decision-making capacity,
capacity, and
and even
even when
when subtle
subtle
memory. Delirium almost universally impairs decision-making
can affect a patient's
ability to
to see
see options
options clearly
clearlyand
andmake
makean
aninformed
infonneddecision
decisionand
andmay
maylower
lower
patient's ability
of medication. 23
inhibitions to
to ingesting a lethal dose of
23 However,
However, impainnents
impairments in decision-making
capacity due to delirium can wax and wane. Some
Some patients
patients will
will have
have suffered
suffered delirium
delirium during
during
some portion of their treatment and may miss critical information
infonnation regarding
regarding their
theirdisease.
disease. This
This
education after
after the
the delirium
delirium has
has resolved.
resolved.
lack of infonnation
information can be overcome with patient education
Alcohol misuse may continue into
into the terminal
tenninal period.
period. Although
Although the
the patient
patientmay
maymeet
meetthe
the
criteria under the Oregon Act for
for aa prescription, he/she
he/she may
may impulsively
impulsively ingest
ingestthe
the medication.
medication.
ofthese
these concerns.
concerns.
The attending physician should be
be advised
advised of
ill patients
patients desiring
desiring hastened
hastened death. 17.26-28
Depression is a common diagnosis among
among terminally
tenninally ill
17'26-28
Oregon primary care physicians have appropriately
appropriately expressed
expressed doubt
doubt about
about their
theirability
abilityto
to
9
of physicians who
who received
received
diagnose depression in these patients,
patients/29 though in a recent survey of
requests, only 9% were uncertain ifif the
the patient
patient had
had depression
depression and
and no
no patient
patientabout
aboutwhom
whomthe
the
physician was uncertain received
received aa prescription
prescription under
under the
the Oregon
Oregon Act.
Act. l616 Even for mental health
illpersons
personscan
canbe
bedifficult.
difficult.
professionals, diagnosing aa major
major depressive
depressive disorder
disorderin
in terminally
tenninally ill
ofenergy
energymay
may
What appear to be depressive
depressive vegetative
vegetative symptoms
symptoms such
such as
as weight
weightloss
lossand
andloss
lossof
ill patients.
patients. Mild
Mildpsychological
psychologicalsymptoms
symptomssuch
suchas
as
be due to the underlying
underlying disease
disease in
in terminally
telminally ill
sadness, hopelessness, and difficulty experiencing
experiencing pleasure
pleasure may
may be
be realistic
realistic responses
responsestotoaa
ofsevere
severe medical
medical illness.
illness. Unremitting
Unremittinglow
lowmood
moodand
and
tenninal
the limitations
limitations of
terminal prognosis and the
ofsignificant
significant
anhedonia, despair, despondency, and
and pervasive
pervasive low
low self-esteem
self-esteem are
are hallmarks
hallmarks of
ofdepression
depression in
in
depression.
Psychotherapyand
andmedications
medications are
are effective
effective for
for treatment
treatment of
depression. Psychotherapy
patient'slife
lifeexpectancy
expectancyand
andability
abilitytototolerate
tolerateantidepressant
antidepressant
tenninally
terminally ill persons. The patient's
medications may limit treatment
treatment options.
options. While
While psychostimulants
psycho stimulants are
are effective
effectivewithin
withinseveral
several
other medications
medications take
take several
several weeks
weeks to
to be
be effective.
effective. 25
days of
of initiation, other
2'

Depression may impair patients'
patients' ability
abilityto
tounderstand
understandtheir
theiroptions,
options,diminish
diminishthe
theability
abilitytoto
oflife,
life, and
and magnify
magnify the
the burdens.
burdens. Studies
Studies of
ofelderly
elderlypatients
patientsinterested
interestedinin
appreciate the benefits of
life-sustaining medical treatment
treatment indicates
indicates that
that mild-moderate
mild-moderate depression
depressionhas
has little
littleeffect
effecton
on
.30
A
survey
of
patients' treatment
treatment decisions,
decisions, but
butsevere
severedepression
depressionhas
hasaasubstantial
substantialeffect.
effect. 28
28-'()
their experiences
experiences with
with requests
requests for
for prescriptions
prescriptionsunder
underthe
theOregon
OregonAct
Act
Oregon physicians about their
ofpatients
patients who
who requested
requestedaaprescription
prescription
cautiously. Although
Although 20%
20% of
suggests that most proceed cautiously.
in aa
received aa prescription
prescription from
from the
the surveyed
surveyedphysicians.
physicians. l6
were depressed, none received
16 However, in
of 58 individuals seeking
seeking aa prescription
prescription under
under the
the Oregon
Oregon Act,
Act, one
onein
infour
fourwere
wereassessed
assessedtoto
study of
Of the 18
18 who
who received
received aa lethal
lethal prescription,
prescription, 15
15 (83%)
(83%)had
hadno
no
have major depressive disorder.
disorder. 3l
31 Of
of a mood disorder, but
but three
three were
were diagnosed
diagnosed with
withmajor
majordepression.
depression.All
Allthree
threedied
diedby
by
evidence of
two months
months of
ofthe
the research
research interview.
interview. This
This suggests
suggeststhat
thatthe
thepractice
practiceofof
lethal ingestion within two
with Dignity
Dignity Act
Act through
through 2006
2006 did
did not
not include
includeadequate
adequateassessment
assessmentof
ofall
all
the Oregon Death with
patients for mental health conditions that could impair judgment. Specifically,
Specifically,more
morevigilance
vigilance
examination for
for depression
depression for
for these
these patients
patients isis needed.
needed.
and systematic examination
of terminal
tenninal illness,
illness, the
the relationship
relationship between
betweensuicide
suicideand
anddepression
depressionisisvery
very
Outside the context of
deathinin90%
90%ofofcompleted
completedsuicides.13
suicides. 13
strong: some psychiatric
psychiatric disorder
disorderisispresent
presentatatthe
thetime
timeofofdeath
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Treatment of psychiatric disorders in those who attempt
attempt suicide
suicide is
is very
very effective
effective in
in abolishing
abolishing
suicidal ideation.
that patients
patients who
who request
request aa
ideation. This is the basis for our recommendation that
medication for the purpose of
of ending life be systematically
systematically screened
screened for
for depression
depression and
and referred
referred
for
Screening instruments
instruments that
that could
could
for aa mental health evaluation if screening indicates depression. Screening
be used include the
(
), which is reliable, validated, and
easy to
Furtherstudy
studyisisneeded
neededto
todetermine
determinewhether
whetherdepression
depressiontreatment
treatmentwill
willalter
alter
to administer.
administer. Further
desire for a prescription under the Oregon Act in terminally ill
ill patients.
patients.

Guidelines
9.1
who request
request aa lethal
lethal prescription
prescription under
under the
the Oregon
Oregon
9.1 We strongly recommend that all patients who
Act be screened for depression with a validated instrument
instrument such
such as
as the
the
If the screening indicates possible depression, the person should
should be
be
referred to a psychiatrist
psychiatrist or
or aa psychologist.
psychologist.
9.2
personal biases
biases for
for or
or against
against the
the Oregon
Oregon Act
Actshould
should
9.2 Mental health professionals with strong personal
consider declining the consultation. Biases should
should be
be disclosed
disclosed to
to the
the attending
attending physician
physicianat
atthe
the
time of
the
referral.
of
9.3 The mental health consultant has two roles. The
The first,
first, as
as outlined
outlined in
in the
the Oregon
OregonDeath
Deathwith
with
Dignity Act, is to determine the patient's
patient's specific
specificcapacity
capacityto
tomake
makethe
thedecision
decisiontotohasten
hastendeath
death
by self-administering a lethal dose of
of medication. The
The second,
second, aa traditional
traditional role,
role, isis to
to evaluate
evaluatefor
for
any remediable sources
sources of
ofsuffering.
suffering.
9.4 Mental health professionals may decline
decline to
to participate
participate in
in any
any aspect
aspect of
ofthe
the Oregon
Oregon Act.
Act.
9.S
consultant cannot
cannot make
make aa determination
determination of
ofcapacity
capacitywith
with confidence,
confidence,
9.5 When a mental health consultant
the consultant can suggest treatments, reevaluate, or
or recommend
recommend aa second
secondmental
mental health
health
evaluation.
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The
Death with
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
The Oregon Death
forfor
Health
Professionals
Care Professionals
10. Pharmacists
Pharmacistsand
andPharmacy-Related
Pharmacy-Relatedbisues
Issues
10.
Written:
September 2007,
2007, December
December 2008
2008
Written: February 1998; Revised: October 2004, March 2005, September
The Oregon Death with Dignity Act presents a number of
of professional
professional and
and ethical
ethical questions
questions for
for
of the Oregon
Oregon Act
Act is
is the
the prescription
prescription for
for aa lethal
lethal
pharmacists because the focus and the end point of
dose
medication
they
may
asked to fill (see and
ofof
medication
that theythat
may be
asked
to fillbe
(see
and
dose
This
chapter
addresses
some
of
the
ethical
challenges of
of
).
of
pharmacists' participation
participation in
in the
the Oregon
Oregon Death
Death with
withDignity
DignityAct.
Act. Regardless
Regardlessof
ofthe
thedetails
detailsofofany
any
particular clinical situation, persons with terminal illness,
illness, their
their families,
families, and
and their
their caregivers
caregivers
ofprofessional
professionalcare,
care,confidentiality
confidentialityand
andrespect.
respect.
must be treated with the utmost
utmost of

Or Pharmacists
Pharmacists
Information for
The Oregon Act states, "No health
health care
care provider
provider shall
shall be
be under
under any
anyduty,
duty, whether
whetherby
bycontract,
contract,by
by
statute or by any other legal requirement to participate
participate in
in the
the provision
provision to
to aa qualified
qualified patient
patient of
of
medication to end his or
or her life in
in aa humane
humane and
and dignified
dignified manner."
manner.,,1I As defined by the Oregon
Act, the term "health care
care provider"
provider" includes
includes the
the pharmacist
pharmacistand
and aa"health
"healthcare
carefacility."
facility."
to adopt
adopt policies
policies and
and procedures
proceduresfor
for
Pharmacists who choose to participate
participate are
are encouraged
encouraged to
dispensing and medication counseling, as
as well
well as
as for
for the
the confidential
confidential handling
handling of
ofprescriptions
prescriptions
and any required reporting forms for
for prescriptions
prescriptions written
written under
under the
the Oregon
OregonAct.
Act.
127.885, subsection
subsection 4.01 of
ofthe
the Oregon
Oregon Act
Act was
was amended
amended in
in 1999
1999to
to provide
providethat
thataahealth
health
ORS 127.885,
care facility may prohibit an employee
employee from
from participating
participating in
in the
the Oregon
OregonAct
Acton
onthe
the premises
premisesof
of
their employers'
employers'policies
policiesregarding
regardingthe
theOregon
OregonAct.
Act.The
The
the facility. Pharmacists must know their
respect for
for the
the ethical
ethical positions
positions of
ofboth
bothindividual
individualpharmacists
pharmacistsand
andof
of
Task Force encourages respect
are bound
bound by
by confidentiality
confidentialityrequirements
requirements under
underBoard
Boardof
of
each health care facility. Pharmacists are
(OAR 855-041-0103)
855-041-0103) and
and all
all other
otherlegal
legal and
andethical
ethicalstandards
standardsfor
forconfidentiality
confidentiality
Pharmacy rules (OAR
of
of patients'
patients' health
health care
care information.
information.
It is possible that a patient
patient or
or family
family member
member may
may ask
ask aa pharmacist
pharmacistfor
for information
informationabout
aboutthe
the
ofthese
theseinquiries.
inquiries.However,
However,
Death with
with Dignity
Dignity Act.
Act. The
The pharmacist
pharmacist must
must be
be respectful
respectfulof
Oregon Death
these patients should
should be
be referred
referred to
to their
their attending
attending physician
physicianto
to explore
exploretheir
theirquestions
questionsand
and
concerns in
in greater
greater detail
detail (see
(see
).

idea of
ofparticipating
participating in
in the
the Oregon
Oregon Death
Deathwith
withDignity
DignityAct
Actmay
mayevoke
evokepersonal,
personal,moral
moraland
and
The idea
ethical questions for
for health
health care
care professionals
professionals (see
(see
In
deciding
whether
).
whether
pharmacists need
need to
to examine
examine their
theirpersonal
personaland
andprofessional
professionalethics,
ethics,and
andany
any
or not to participate, pharmacists
oftheir
their employer
employer related
related to
to the
the Act,
Act, so
so that
thatthey
theyare
areprepared
preparedtotomeet
meettheir
theirclinical,
clinical,
policies of
to dispense
dispenseaamedication
medicationpursuant
pursuanttotothe
the
legal responsibilities
responsibilities in
in case
case they
they are
are asked
asked to
ethical and legal
Oregon
Oregon Act.
Act.
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Resources exist that
that may assist the pharmacist. The
Resources
and
and
have
have published
published position statements outlining
of a pharmacist when faced with moral, religious
religious or
or ethical
ethical
the
the professional
professional responsibilities
responsibilities of
controversies. The
controversies.
has
has issued a position statement describing
pharmacists' professional responsibility
responsibility when
when faced
faced with
withaamoral
moralor
orethical
ethicaldilemma.
dilemma.

The NOll-Participating
Non ParticipatingPharmac/.<;t
Pharmacist
The
-

Many pharmacists choose not to participate in
in the Oregon
Oregon Death
Death with
with Dignity
Dignity Act.
Act. IfIfaa nonnonparticipating pharmacist receives a request from aa physician
physician to
to dispense
dispense medication
medication under
underthe
the
ofhis/her
his/her decision
decision to
to not
not
Oregon Act, he/she should immediately
inunediately inform the
the physician
physician of
participate. The non-participating phaiinacist
pharmacist may
may refer
refer the
the physician
physicianto
to aapharmacy
pharmacyor
or
pharmacist who is willing to participate. However,
However, the
the pharmacist
pharmacist is
is under
under no
no obligation
obligationto
to make
make
know of
ofaa pharmacist
pharmacist who
who isis willing
willing
such a referral.
referral. If the non-participating pharmacist does not know
to
he/she should
should inform
infonn the
the attending
attending physician.
physician.
to participate or chooses to not provide aa referral, he/she

phai iacist who
A pharmacist
furnish the
the patient's
patient'sprescription
prescription
who has declined to participate may be asked to furnish
or participating
participating pharmacist
pharmacist to
to assure
assure appropriate
appropriate continuity
continuityof
of
records to the attending physician or
care. The patient's
patient's medication
medicationhistory
historymay
maybe
berelevant,
relevant,both
bothininterms
termsofofcontinued
continuedpain
painand
and
symptom management and in terms of
of any
any drug
drug therapy
therapy that
that could
could impact
impact the
the absorption,
absorption,
of the anticipated
anticipated use
use of
ofthe
the lethal
lethal dose
dose of
ofmedication.
medication. Pharmacists
Pharmacists
distribution or metabolism of
must maintain the privacy of
of patient
patient records;
records; however,
however, when
when specifically
specificallyrequested,
requested,pharmacists
pharmacists
must provide this information to
to aa physician
physician and/or
and/or another
another pharmacist
pharmacistwho
who are
areactively
actively
patient's care.
care.
involved in the patient's

ParticipatingPharmacist
Pharmacist
The Participating
not precluded
precluded from
from participation
participationby
by their
theiremployer
employerand
andwho
whochoose
choosetoto
For pharmacists who are not
pursuant to
to the
the Oregon
Oregon Act,
Act, the
the professional,
professional, legal
legaland
andregulatory
regulatorystandards
standards
dispense medication pursuant
medication dispensing
dispensing must
must be
be followed.
followed. Upon
Upondispensing,
dispensing,pharmacists
pharnlacistsare
are
that apply to all medication
available patient
patient information
information and
and each
eachprescription
prescriptiondrug
drugorder
ordertotoassure
assure
required to review available
therapeutic appropriateness. The
The pharmacist
pharmacist should
shouldconsult
consultwith
withthe
thephysician
physicianififany
anyquestions
questions
prescription or
or aa patient's
patient'sdrug
drugtherapy.
therapy.InInaddition,
addition,pharmacists
pharmacistsare
arerequired
requiredtoto
arise regarding a prescription
information and
and counseling
counseling about
about the
the medication
medicationwhen
whendispensing
dispensingany
anynew
newmedication
medication
provide information
prescription that
that has
has aa change
change in
indirections,
directions, dose,
dose, route
routeof
ofadministration
administrationoror
or any refilled prescription
or circumstances
circumstances that
that could
could impact
impact the
the patient's
patient'scurrent
currenttherapy.
therapy.Medication
Medication
conditions or
should include
include information
information on
on matters
matters that
thataareasonable
reasonableand
andprudent
prudentpharmacist
pharmacist
counseling should
would deem
deem significant.
significant.
counseling must
must be
be provided
providedto
to the
the patient
patientor
orthe
thepatient's
patient'sagent
agentorally
orallyand
andininperson
person
Medication counseling
whenever practical. Patient
Patient counseling
counselingfor
for medications
medications to
to end
endlife
lifepursuant
pursuanttotothe
theOregon
OregonAct
Act
whenever
conducted in aa private
private area,
area, well
well away
away from
from other
otherpatients
patientsand
andpharmacy
pharmacypersonnel,
personnel,toto
should be conducted
and comfort.
comfort. The
The most
mosteffective
effective patient
patientcounseling
counselingoccurs
occursininan
an
assure confidentiality and
free of
ofdistractions.
distractions. Oral
Oralcounseling
counselingby
bythe
thepharmacist
pharmacistisisnot
notrequired
requiredwhen
whenthe
the
atmosphere free
patient
refuses
or
when
the
pharmacist
determines
that
another
form
of
counseling
is
more
patient refuses or when the pharmacist determines that another form of counseling is more
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appropriate. Examples include when the medication is given
appropriate.
given to the physician
physician who
who will
will personally
personally
provide the medication and counseling to the patient, when
when another
another health
health care
care professional
professional
of counseling
counseling would
would be
be more
more
would
fonn of
would appropriately provide counseling, or when another form
appropriate
offer to provide medication
medication counseling
counseling
appropriate (OAR 855-019-0230). The pharmacist may offer
over
own medication.
medication. Ultimately,
Ultimately, the
the
over the
the telephone for patients who are unable to pick up their own
pharmacist must determine the most reasonable method
method to
to provide
provide necessary
necessary information
information for
for the
the
appropriate use of the medication in every circumstance. Pharmacies should
should have
have aa policy
policy or
or
procedure in place for documenting patient-specific information
infomlation and
and medication
medicationcounseling.
counseling.
OAR 333-009-0010(3), adopted by the Oregon Department
Department of
ofHuman
Human Services
Services -- Public
Public Health
Health
Division in 1999 and amended in 2006, requires that any
any health
health care
care professional
professional (pharmacist,
(pharmacist,
physician, or health system), within
within 10
10 calendar
calendar days
days of
ofdispensing
dispensing medication
medicationpursuant
pursuantto
to the
the
Oregon Act, must file a copy of
of the Dispensing Record Form
Form (see
(see
) with the State
OR 97232
97232 by
by
Registrar, Center for Health Statistics, 800 NE Oregon
Oregon Street,
Street, Suite
Suite 205,
205, Portland,
Portland, OR
mail or in person, or by facsimile at (971)
(971) 673-1201.
673-1201. Information
Information to
to be
be reported
reported must
must include
include the
the
of birth;
birth; the prescribing physician's
physician's name
name and
and phone
phone number;
number; the
the
patient's name
name and
and date of
dispensing health
name, address, and phone number;
number; the name and quantity of
of
health care provider's name,
medications dispensed; the date the prescription
prescription was
was written;
written; and
and the
the date
date the
the medication
medicationwas
was
dispensed.

Drug Information
There may be a misperception among the
the general
general public
public and
and some
some health
health care
careprofessionals
professionals that
that
of a lethal dose of
of medication
medication will
will immediately
immediately cause
cause death
deathin
in every
everycase.
case.
the ingestion of
Experience under the Oregon Act
Act indicates
indicates that
that the
the time
time from
from medication
medicationingestion
ingestionto
to death
deathisis
death occurs
occurs in
in less
less than
than four
four hours.
hours. According
Accordingto
to the
theOregon
Oregon
variable. For most individuals, death
Department of
of Human
Human Services
Services 22,, by the end of2007,
under the
the terms
terms of
of
of 2007, 341 patients have died under
for 20
20 patients.
patients. Of
Ofthese,
these, 19
19 involved
involvedregurgitation
regurgitationand
and
the law. Complications were reported for
seizures. The
The median
median time
time between
between ingestion
ingestion and
and unconsciousness
unconsciousnesswas
was55minutes
minutes
none involved seizures.
of 11 to 38
38 minutes.
minutes. The
The median
median time
time between
betweeningestion
ingestionand
anddeath
deathwas
was25
25 minutes
minutes
with a range of
of11minute
minutetoto48
48hours.
hours.One
Onepatient
patient(2007)
(2007)lived
lived3 31/2Yz days
daysand
andone
one(2005)
(2005)regained
regained
range of
with aa range
ingesting the
the lethal
lethal dose
dose of
ofmedication
medicationand
and then
thendied
died14
14days
dayslater
laterfrom
fromhis
his
consciousness after ingesting
illness rather than from the medication.
medication. Emergency
Emergency medical
medical services
services were
werecalled
calledfor
for44patients,
patients,33
to pronounce death and one to
to help
help aa patient
patient who
who had
had fallen.
fallen.
of the
the decision-making
decision-making process,
process, patients
patients need
need to
to talk
talkwith
withtheir
theirattending
attendingphysicians
physicianstoto
As part of
for the
the possibility
possibility of
ofunexpected
unexpected outcomes,
outcomes, such
suchas
as delayed
delayeddeath
deathor
orother
othercomplications,
complications,
plan for
the patient
patienthas
hasshared
sharedwith
withfamily
familyhis/her
his/her
the patient
patient self-administers
self-administers the
the medication.
medication. IfIfthe
when the
medication to
to end
end life,
life, then
then the
the family
family should
shouldbe
beincluded
includedininthese
thesediscussions.
discussions.
wishes to take medication
patient and
and anyone
anyone else
else who
who will
will be
be present
present when
whenthe
thepatient
patientself-administers
self-administersthe
themedication
medication
The patient
informed of
ofthe
the probable
probable time
time line
line of
ofoutcomes
outcomes following
followingingestion.
ingestion.ItItmust
mustbe
beexplained
explained
must be informed
2
medication may
may act
act more
more rapidly
rapidly or
or more
more slowly
slowlythan
thanexpected.
expected. 2'.5
that the medication
the information
information available
available in
in the
the DHS
DHS Annual
Annual Reports,
Reports, some
someof
ofthe
theorganizations
organizationslisted
listed
Besides the
under resources
resources at
at the
the end
end of
ofthis
this chapter
chapterhave
have developed
developedrecommendations
recommendationsfor
forspecific
specificdrug
drug
under
ofadministration,
administration, which
whichare
areavailable
availabletotophysicians
physiciansand
and
and sequences
sequences of
combinations and
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phannacists.
infornlation and reports from
from the
the Netherlands
Netherlands regarding
regarding specific
specific drug
drug
pharmacists. Further information
1o
- The Task Force has not independently
combinations are also available.
available. 88-1°
independently evaluated
evaluated this
this
infonnation
used under
under the
the Oregon
Oregon Act.
Act.
information and does not advise on specific medications used

Information for Physicians
When an attending physician writes a prescription
prescription for
for medication
medication pursuant
pursuant to
to the
the Oregon
Oregon Act,
Act,
to determine
detennine his/her
his/her willingness
willingness to
to dispense
dispense
personal communication with a pharmacist
phannacist in
in order
order to
it will help ensure confidentiality and avoid presentation
presentation of
of the
the prescription
prescription to
to aa pharmacist
phannacist
unwilling or unable to participate. The Oregon Act
Act and
and the
the Oregon
Oregon Medical
Medical Board's
Board's
administrative rule, OAR 847-015-0035, require this
this advance
advance communication
communicationin
inorder
orderfor
for the
the
prescription to
to the
the phainiacist.
phannacist. This
Thiscontact
contactwill
willalso
also
attending physician to personally issue the prescription
to work
work together
together on
on medication-related
medication-related details,
details,
allow the attending physician and pharmacist
phannacist to
allow them to confer regarding any questions about
about drug,
drug, dose,
dose, or
or route
route of
ofadministration,
administration, and
andto
to
discuss patient medication counseling issues.
issues. It
It is
is an
an opportunity
opportunity for
for the
the attending
attending physician
physicianand
and
the medication
medication will
will be
be prepared,
prepared, picked
picked up,
up, or
or
the participating phannacist
pharmacist to discuss how the
delivered.
the process
process by
by delivering
delivering the
the medication
medicationto
to the
the
delivered. The phannacist
pharmacist may help facilitate the
physician's office
office or to the patient's
patient's home
home (see
(see
).
If the attending physician obtains the
the prescribed
prescribed medication
medication from
from the
the pharmacist
phannacistand
and personally
personally
presents it to the patient, then
then the
the attending
attending physician
physician and
and patient
patient can
can choose
choosethe
thedate
dateand
andtime
time
ofthe
the home
homeor
or
for medication delivery and arrange to have counseling
counseling provided
provided in
in the
the privacy
privacyof
office. This will avoid possible concerns
concerns about
about lack
lack of
ofprivacy
privacy or
or confidentiality
confidentialityin
inpublic
publicareas
areas
of
scenario, the
the physician
physician assumes
assumes responsibility
responsibilityfor
forproviding
providing
of a phannacy
pharmacy or hospital. In this scenario,
appropriate medication information
infonnation to
to the
the patient
patient and,
and, with
with the
the patient's
patient'spermission,
permission,family
family
If the attending physician
physician and
and patient
patient desire,
desire, the
the pharmacist
phannacist may
maybe
beable
able to
to deliver
deliverthe
the
members. If
medication to the patient's
patient's home
home atat an
anappropriate
appropriatetime.
time.
A pharmacist
phannacist who provides medications
medications for
for the
the attending
attending physician
physician to
to present
presentdirectly
directlytotothe
the
that the
the attending
attending physician
physicianisis provided
providedinformation
infonnationon
onpreparation,
preparation,stability,
stability,
patient must assure that
to assure
assure safety
safety and
and efficacy.
efficacy. The
Theattending
attending
storage, and any other information
infonnation necessary
necessary to
confer with
with the
the pharmacist
phannacist regarding
regarding important
importantissues
issuesabout
aboutthe
thespecific
specificdrug
drug
physician should confer
phannacist should
should discuss
discuss any
any questions
questions or
orconcerns
concernswith
withthe
the
or drug combination. The pharmacist
physician should
should assess
assess the
the patient's
patient'sknowledge
knowledgeofofthe
themedication
medicationand
and
physician. The attending physician
ofingesting
ingesting the
the medication,
medication, and
andthe
thevoluntary
voluntary
its proper use, the purpose and
and expected
expected outcome
outcome of
of taking the medication. The
The attending
attending physician
physicianshould
shouldalso
also tell
tellthe
thepatient:
patient: 1)1)how
howtoto
nature of
safely and properly store the medication; 2)
2) how
how to
to mix
mix or
or prepare
prepare the
the medication;
medication; 3)
3)that
that
4) what
what to
to do
do in
in the
the event
event of
ofaa complication
complicationand
and5)
5)disposal
disposal
complications are possible; 4)
themedication
medicationisisnot
nottaken.
taken. Special
Special instructions
instructions might
might include
include sequence
sequence
instructions in the event the
than one
one medication
medication isis being
being prescribed.
prescribed. The
Theattending
attendingphysician
physicianshould
should
and timing when more than
to ask
ask questions.
questions. IfIfthe
the patient
patientor
orcaregiver
caregiverpicks
picksup
upthe
the
the patient
patient to
allow time and encourage the
phannacy, the
the pharmacist
phannacist should
shouldprovide
providesimilar
similarmedication
medicationcounseling
counselingtotothe
the
medication at the pharmacy,
patient
patient or
or caregiver.
caregiver.
registered with
with the
the Oregon
OregonMedical
MedicalBoard
Boardtotobe
bedispensing
dispensingphysicians
physiciansmay
may
Physicians who have registered
prepare and
and dispense
dispense medications
medications to
to their
theirpatients
patientsififthey
theychoose.
choose.Medications
Medicationsmay
maybe
be
personally prepare
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purchased from a licensed pharmacy,
phannacy, pharmaceutical
phannaceutical wholesaler,
wholesaler, or
or manufacturer.
manufacturer. The
The Board's
Board's
statutes
OAR 847-15-025
847-15-025 set
set guidelines
guidelines for
for
statutes and administrative rules found in ORS 677.089 and OAR
this practice.

Guidelines
Guidelilles
10.1
choose to
to not
not participate,
participate, and
and are
are
10.1 Phannacists,
Pharmacists, like other health care professionals, may choose
under no obligation to participate. If
If unwilling
unwilling or
or unable
unable to
to participate
participatewhen
whenasked
asked by
byaa
physician, the phannacist
infonn the
the physician
physician that
that they
they will
will not
not participate.
participate. The
The
pharmacist must inform
phannacist
phannacy records
records upon
upon request
request by
by the
the physician
physicianand
and may
may assist
assistthe
the
pharmacist must provide the pharmacy
physician in finding a willing pharmacist,
phannacist, but
but is
is under
under no
no obligation
obligationto
to do
do so.
so.
position that
that pharmacies
phannacies must
musthave
havepolicies
policiesand
and
10.2
10.2 ItIt is
is the
the Oregon
Oregon Board
Board of Pharmacy's
Pharmacy's position
procedures in place to address employees'
employees' potential
potentialmoral
moral and
andethical
ethicalconflicts.
conflicts.
10.3
of and respect their employer's
employer'sinstitutional
institutionalpolicies
policiesregarding
regarding
10.3 Pharmacists must be aware of
the Oregon Act before making any decision
decision whether
whether or
or not
not to
to participate.
participate.
10.4
convictions about
about the
the Oregon
Oregon Death
Death
10.4 Phannacists
Pharmacists need to assess their personal feelings and convictions
with Dignity Act in order to appropriately
appropriately respond
respond to
to inquiries
inquiries from
from physicians,
physicians, patients,
patients, and
and
others.
10.5 A
be contacted
contacted by
by the
the physician
physician prior
priorto
to issuing
issuingaaprescription
prescription
A participating phannacist
phaimacist must be
under the Oregon Act. Attending
Attending physicians
physicians and
and pharmacists
phannacists need
need to
to confer
conferbefore
beforeaaprescription
prescription
is written to determine
detennine the pharmacist's
pharmacist'swillingness
willingnessto
toparticipate
participateand
andresolve
resolveother
otherimportant
important
details, such as drug preparation, stability
stability and
and storage
storage requirements,
requirements, and
andpatient
patientmedication
medication
counseling.
10.6 If
any question
question about
aboutthe
thepurpose
purposeor
ordetails
detailsofofany
anyprescription,
prescription,ititisis
If the phalmacist
pharmacist has any
confer with
with the
the prescriber
prescriber and
and have
have those
those questions
questions answered.
answered.
his/her duty to confer
10.7 The attending physician may obtain the
the prescribed
prescribed medication
medication from
from the
the pharmacist
phannacist and
and
present it to the patient
patient personally.
personally. The
The pharmacist
phannacist can
canfacilitate
facilitate this
this by
bydelivering
deliveringthe
the
office or
or to
to the
the patient's
patient'shome.
home.
medication directly to the physician's
physician's office
important pharmaceutical
phannaceutical
10.8
10.8 The
The participating
participating phannacist
pharmacist should be prepared to discuss important
infonnation and patient
patient instructions
instructions with
with the
the physician.
physician. The
The attending
attendingphysician
physicianassumes
assumes
information
responsibility for advising on
on appropriate
appropriate drug
drug use
use when
when providing
providingthe
themedication
medicationdirectly
directlyto
tothe
the
patient.
and procedures
procedures to
to ensure
ensureconfidentiality
confidentialityfor
forpatients,
patients,
10.9 Phannacies
Pharmacies should develop policies and
and pharmacists
phannacists in
in handling
handling prescriptions
prescriptions issued
issuedpursuant
pursuanttotothe
theprovisions
provisionsset
setforth
f011h
physicians, and
Oregon Act.
Act.
in the Oregon
health care
care professional
professional(pharmacist,
(phannacist,physician,
physician,ororhealth
healthcare
carefacility)
facility)
10.10 The dispensing health
must report to
to the
the Oregon
Oregon Department
Department of
ofHuman
Human Services
Services within
withinten
tencalendar
calendardays
daysof
ofdispensing
dispensing
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aa lethal
appropriate form
fonn can
can be
be found
found on
on
lethal dose
dose of medication pursuant to the Oregon Act. The appropriate
the
the
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The
Death with
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
The Oregon Death
forfor
Health
Professionals
Care Professionals
11. Emergency
Emergency Department and
11.
and Emergency
Emergency Medical
.ll-JedicalServices
Services
Written:
October 2004, March
March 2005,
2005, September
September 2007,
2007, December
December2008
2008
Written: February 1998; Revised: October
Many patients who come in contact
contact with the emergency
emergency medical
medical services
services (EMS)
(EMS) system
system or
orgo
go to
to
a hospital emergency department (ED) near
near the end
end of
oflife
life may
may not
not desire
desire potentially
potentially life-saving
life-saving
ofmedication
medicationas
as set
set forth
forth in
inthe
the
interventions. When a patient self-administers a lethal dose
dose of
Oregon Act, the EMS system or
or an ED
ED may
may become
become involved
involved ififcomplications
complications develop,
develop, ififthe
the
ingestion does not result in death, or
or if
if the time between
between self-administration
self-administration and
and death
death isis longer
longer
ortechnical
teclmical problems
problems with
with
than the patient and family expect. In the
the Netherlands, complications
complications or
ofcases.'
cases. I According
Accordingtotothe
theseventh-year
seventh-year
euthanasia, as practiced there, were found
found in
in about
about 10%
10% of
ofHuman
HumanServices
Services—
- Health Services, in none of
of the
the
report (2004) from the Oregon
Oregon Department
Departmentof
cases of the 208
Delayed
208 persons who
who died using the Oregon Act was EMS
EMS called to
to intervene.
intervene. Delayed
deaths have been reported. One patient
patient survived
survived 48
48 hours
hours following
following the
the ingestion
ingestionof
ofaamedication
medication
prescribed under the Oregon
Oregon Act
Act and
and one
one patient
patient regained
regained consciousness
consciousnessafter
aftertaking
takingthe
the
of the
the Oregon
Oregon Act,
Act, 20
20 of
of341
341 patients
patients had
hadaacomplication,
complication, 19
19of
of
medication. 22 Over the ten years of
these regurgitating some
some of
of the
the medication.
medication:~3 Emergency medical services
services were
were called
calledfor
for44
patients, 3 to pronounce death
death and
and one
one to
to help
help aa patient
patient who
who had
hadfallen.
fallen.
Thus, even with careful planning,
planning, itit is
is possible
possible that
that deaths
deaths which
whichtake
takelonger
longerthan
thanexpected
expected
might lead to occasional ambulance
ambulance calls
calls and
and transport
transport to
to emergency
emergencydepartments.
departments. Although
Althoughitit
to date,
date, emergency
emergency physicians
physicians may
may care
care for
forpatients
patientswho
whoare
arebrought
broughttotothe
theED.
ED.
has been rare to
emergency physicians
physicians will
will be
be faced
faced with
withmaking
makingcritical
criticaldecisions.
decisions.While
While
When this happens, emergency
to consider
considerthe
the circumstances
circumstancesunder
underwhich
which
always providing comfort
comfort measures,
measures, they
they need
need to
orwithheld
withheldafter
afterself-administration
self-administrationof
ofthe
the
life-sustaining procedures
procedures can
can be
be refused
refused or
potentially life-sustaining
of medication
medication by
by aa terminally
temlinally ill
ill person.
person. While
While the
the Oregon
OregonAct
Actstates
statesthat
thathealth
healthcare
care
lethal dose of
professionals may
may decline
decline to
to provide
provide aaprescription
prescriptionfor
formedication
medicationtotoend
endlife,
life,ititdoes
doesnot
notaddress
address
professionals
by emergency
emergency care
care professionals
professionals or
orhow
howto
to handle
handleaadelayed
delayeddeath.
death.(see
(see
objection by
moral objection
and Appendix A,
of emergency
emergency
A,
). A study of
in Oregon
Oregon found
found that
that the
the 69%
69% supported
supportedthe
the Oregon
OregonAct,
Act,but
but19%
19%believe
believeititisis
physicians in
immora1.
ofemergency
emergency medical
medical technicians
teclmicians(EMTs)
(EMTs)found
foundthat
that68%
68%
immoral..f4 Similarly,
Similarly, aa study
study of
Oregon Act
Act while
while 17%
17% believed
believedthat
that withholding
withholdingresuscitation
resuscitationfor
forpatients
patientswho
who
supported the Oregon
ingested the
the lethal
lethal dose
dose of
ofmedication
medicationisisimmoral.
immoral. 5
had ingested
Attending physicians
physicians have
have an
an obligation,
obligation, therefore,
therefore, to
to educate
educatetheir
theirpatients
patientsand,
and,when
whenpossible,
possible,
Attending
who will
will be
be with
with the
the patients,
patients, about
aboutwhat
whatto
to expect
expectififthey
theyorortheir
theirfamily
familymembers
memberscall
call9-9those who
I-lor
That response
response may
may vary
vary from
from one
oneEMS
EMS system
systemto
to
1-1
or go to an emergency department. That
or in
in the
the ED,
ED, depending
depending on
onthe
the physician
physicianwho
who isison
onduty.
duty.ItItisispossible
possiblethat
thatpatients
patientswill
will
another, or
stronglyrecommended
recommendedthat
thatphysicians
physicians
life-sustaining treatment
treatment than
thanthey
theydesire.
desire. ItItisisstrongly
get more life-sustaining
documentation of
oftheir
their patient's
patient'swishes
wishesavailable
availableatatthe
thebedside
bedsideand
andaccessible
accessibletoto
make written documentation
emergency personnel,
personnel, including
including aaPhysician
PhysicianOrders
Ordersfor
forLife-Sustaining
Life-SustainingTreatment
Treatment(
emergency
form with
with aa do-not-resuscitate
do-not-resuscitate (DNR)
(DNR) order
order(see
(seeAppendix
AppendixC,
C,
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Orth„
• •.by EMS
EMS in
in
-.7).POLST
POLST isis widely
widely recognized
recognized and honored by
).66
Oregon, Washington and many other states (see
Oregon,
The Oregon Death with Dignity Act requires the patient to self-administer
The
self-administer the
the lethal
lethal dose
dose of
of
medication.
of EMS and the emergency department
department can
can be
be avoided
avoided
medication. Problems
Problems with involvement of
if the attending physician is present or readily available at
at the
the time
time the
the patient
patient ingests
ingests the
the
medication (see
and
and

The Oregon Act contains no guidance for providing information
information to
to other
other health
health care
care
ofpatients
patients (see
(see
professionals, such as emergency personnel, about
about the
the wishes
wishes and
and plans
plans of
arrive in
in
). This opens up the possibility that a patient could arrive
without adequate
adequate documentation
documentationof
of
the ED or be treated and possibly transported by EMTs without
hislher
or without
without evidence
evidence of
ofcompliance
compliance with
with the
the
his/her wishes regarding life-sustaining treatment or
Oregon Act. Without this information, it will be difficult
difficult for
for emergency
emergency professionals
professionals to
to make
make
ofhaving
having available
available appropriate
appropriate end-ofend-ofresuscitation decisions. This underscores the importance
importance of
life orders, such as the
the
Conflicts may occur between the policies of
of the institution
institution and
and the
the conscience
conscience of
ofan
an ED
ED
professional (see
if a physician
physician
-). The potential for conflict also arises if
resuscitation when
when other
other members
members of
ofthe
the health
healthcare
careteam
teamhave
have
alone decides for or against resuscitation
strong personal beliefs. Allowing for moral objections
objections in
in practice
practice in
in the
the ED
ED isis problematic
problematic
of the need for rapid resuscitation
resuscitation decisions.
decisions. Most
Most institutional
institutional policies
policies regarding
regarding
because of
conscientious practice rely on the ability to substitute
substitute health
health care
care professionals
professionals from
from other
otherunits
units
in the institutions, which often is not feasible
feasible on
on an
an urgent
urgent basis
basis in
in the
the ED.
ED.
policies and
and procedures
procedures about
about making
making treatment
treatmentdecisions
decisionsfor
for
Hospitals and EDs need to develop policies
self-administered aa lethal
lethal dose
dose of
ofmedication
medicationpursuant
pursuantto
tothe
the
terminally ill patients who have self-administered
ofconcern,
concern, including:
including: a)
a) circumstances,
circumstances,ifif
several areas
areas of
Oregon Act. These policies must address several
which the
the hospital would
would allow
allow such
such aa patient
patient to
to die
die without
withoutpotentially
potentiallylife-saving
life-saving
any, under which
provision of
of comfort
comfort care
care in
in the
the ED
ED to
to terminally
ternlinallyill
illpatients
patientswho
whohave
haveselfselfinterventions; b) provision
pursuant to
to the
the Oregon
Oregon Act;
Act; c)
c) documentation
documentationrequired
requiredfor
forhonoring
honoring
administered medications pursuant
life-sustaining therapy;
therapy; and
and d)
d) procedures
procedures for
forhonoring
honoringconscientious
conscientious
patient wishes about life-sustaining
staff who are
are unwilling
unwilling to
to withhold
withhold resuscitation
resuscitation from
from aapatient
patientwho
whohas
hasingested
ingestedaa
practice by staff
lethal dose of
ofmedication
medication pursuant
pursuantto
tothe
theOregon
OregonAct.
Act.
systems should
should develop
develop protocols
protocols that
that address
address how
howparamedics
paramedicsand
andEMTs
EMTsshould
shouldrespond
respond
EMS systems
if called to the scene
scene where aa person
person has
has taken
taken aa lethal
lethal dose
dose of
ofmedication
medicationpursuant
pursuanttotothe
theOregon
Oregon
if
Act (see Appendix
Appendix F,
F,
patients based
based on
on
EMTs and paramedics treat patients
written protocols
protocols from
from their
their physician
physician supervisor
supervisoror
ororders
ordersfrom
fromaaphysician
physicianatataabase
basestation
station
written
Supervising EMS
EMS physicians
physicians should
shoulddevelop
developprotocols
protocolsto
toprovide
providedirection
directiontotoEMTs
EMTsinin
hospital. Supervising
resuscitation decisions
decisions for
for aa patient
patientwho
who has
has taken
takenmedication
medicationpursuant
pursuanttotothe
theOregon
Oregon
making resuscitation
they
most cases,
cases, these
these complex
complex decisions
decisions should
shouldinvolve
involveon-line
on-linemedical
medicalconsultation.
consultation.IfIfthey
Act. In most
haven'talready,
already, EMS
EMS systems
systemsalso
alsoshould
shoulddevelop
developprotocols
protocolsfor
forhonoring
honoringpatient
patientpreferences
preferences
haven't
regarding potentially
potentially life-sustaining
life-sustaining treatment
treatmentatatthe
theend
endof
oflife,
life,including
includingPOLST
POLSTand
andDNR
DNR
regarding
orders in
in the
the out-of-hospital
out-of-hospital setting.
setting. IfIfthe
the patient
patientdies,
dies, EMS
EMS involvement
involvementlikely
likelywill
willresult
resultinin
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notification of
of the Medical Examiner,
Examiner, who
who may
may pursue
pursue further
further investigation
investigation(see
(see
„

Guidelines
11.1
their patients
patients and
and family
family members
members or
orcaregivers
caregivers (with
(with
11.1 Attending physicians should counsel their
the patient's
patient's permission)
permission) about
aboutwhat
whattotoexpect
expectafter
afterthe
thepatient
patienttakes
takesmedication
medicationinincompliance
compliance
with the Oregon Act, including
including the
the probable
probable length
length of
oftime
betweenadministration
administrationand
anddeath
deathand
and
time between
of the medication. This counseling
counseling should
should include
include what
whatto
to expect
expectififthey
call9-1-1
9-1-1 or
or
side effects of
they call
go to an emergency department.
11.2 Attending physicians and patients should
should consider
consider completing
completing advance
advance directives
directives and
andthe
the
POLST, which include DNR
DNR orders,
orders, to
to provide
provide written
written direction
directionabout
aboutpatient
patientwishes
wisheswhen
whenthe
the
patient is later
later unable to
to express
express them
them (see
(see Appendix
Appendix C,
C,
to have
have these
these documents
documents
--). Provisions need to be made to
available should EMS be called
called to
to respond.
respond.
•

11.3
and procedures
procedures for
for treating
treating terminally
ternlinallyill
ill
11.3 Hospitals and EDs need to develop policies and
patients who have taken medication
medication pursuant
pursuant to
to the
the Oregon
OregonAct.
Act. These
Thesepolicies
policiesmust
mustaddress
addressthe
the
withholding of
of potentially
potentially life-saving
life-saving interventions,
interventions, the
the provision
provisionof
ofcomfort
comfortcare,
care,and
and
procedures for conscientious
conscientious practice
practice by
by ED
ED personnel.
personnel.
how paramedics
paramedics and
andEMTs
EMTs should
should
11.4 EMS systems should develop protocols
protocols that
that address
address how
respond if
if called to the scene
scene of
ofaa terminally
ternlinally ill
ill person
person who
who has
has ingested
ingestedmedication
medicationobtained
obtained
under the Oregon Death
Death with
with Dignity
Dignity Act
Act and
and how
how to
to honor
honorpatient
patientpreferences
preferencesnear
nearthe
theend
endof
of
life, as documented by advance directives, the
the POLST
POLST form
form and
and other
otherDNR
DNRorders
orders (see
(see
Appendix F, ",un",??'
).
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Deathwith
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
forfor
Health
Care Professionals
Professionals
12.
12. Re,spol1ding
Responding to Professional Non-Compliance
Written: February 1998;
1998; Revised:
Revised: October
October 2004,
2004, March
March2005,
2005, September
September2007,
2007,December
December2008
2008
The Oregon Death
Death with
with Dignity
Dignity Act
Act establishes
establishes guidelines
guidelines and
andsafeguards
safeguardsdescribed
describedininOregon
Oregon
statute ORS 127.800 to 127.890,
127.890, 127.895,
127.895, and127.897.
and127.897. Through
Throughthis
this guidebook,
guidebook,we
wehave
have
identified appropriate professional standards
standards in
in the
the broader
broadercare
care of
ofterminally
terminallyill
illpersons
personsand
and
of care
care practices
practices related
related to
to professional
professionalcompliance
compliancewith
withthe
the
specifically reviewed quality
quality of
Oregon Death with
with Dignity
Dignity Act.
Act.
Participation in the Oregon
Oregon Death
Death with
with Dignity
DignityAct
Actmay
mayinvolve
involve(in
(inaddition
additiontotophysicians)
physicians)aa
of health professionals
professionals who
who hold
hold state
state licenses.
licenses. Physician
Physicianassistants,
assistants,nurses,
nurses,nurse
nurse
variety of
psychologists, social
social workers,
workers, pharmacists,
pharmacists,and
andemergency
emergencypersonnel
personnelare
areall
all
practitioners, psychologists,
licensed or certified professionals, and,
and, while
while they
they cannot
cannotorder
orderaaprescription
prescriptionunder
underthe
theOregon
Oregon
involved in
in various
various other
othercapacities
capacitieswith
withthe
theOregon
OregonAct
Actfrom
fromdirect
directpatient
patient
Act, they may be involved
and
care to counseling (see
responsible for
for regulating
regulating and
and disciplining
disciplininghealth
healthcare
care
). Licensing boards are responsible
professionals. To hold
hold aa state
state license
license is
is aa privilege
privilege and
andconfers
confersupon
uponthe
theholder
holderthe
theobligation
obligationtoto
competent, professional,
professional, and
and legal
legalmanner.
manner.
practice in a competent,
Throughout the Guidebook
Guidebook we
we have
have outlined
outlined some
some anticipated
anticipatedconcerns
concernsfor
forthose
thoseparticipating
participatinginin
healthcare
careprofessional
professional isis
the Oregon Death with Dignity Act. No
No doubt
doubtothers
otherswill
will arise.
arise. IfIfaa health
aware of
of a physician or
or other
other health
health care
care provider
providerwho
who isis non-compliant
non-compliantwith
withthe
thesafeguards
safeguardsas
as
outlined in the Oregon Act, or
or otherwise
otherwise delivers
delivers significantly
significantlysubstandard
substandardcare,
care,be/she
he/shemust
must
physicianprovides
providesaa
report that individual to
to the
the appropriate
appropriate licensing
licensing board.
board. For
Forexample,
example, ififaaphysician
of medication to
to aa clearly
clearly incompetent
incompetent patient
patientor
orto
to aa patient
patientwho
whoisisnot
notterminally
terminallyill,
ill,
lethal dose of
an injection
injection with
with the
the intent
intent to
to kill
kill rather
ratherthan
thanfor
forcomfort,
comfort,aareport
reportmust
mustbe
be
or a nurse administers an
filed with the respective licensing board.
board. Likewise,
Likewise, aa physician
physicianwho
who repeatedly
repeatedlyprovides
providesgrossly
grossly
inadequate measures for comfort
comfort of
oftheir
their dying
dying patients
patients must
must also
also be
be reported.
reported.
This obligation
obligation to report
report is
is not
not new.
new. Licensees
Licensees must
mustreport
reportto
tothe
theappropriate
appropriatelicensing
licensingoror
certifYing
board
those
licensees
who
are
medically
incompetent,
engage
in
unprofessional
certifying
licensees who are medically incompetent, engage in unprofessional
conduct, or have a physical
physical or
or mental
mental impairment
impairmentthat
thataffects
affects their
theirability
abilitytotosafely
safelypractice
practicetheir
their
profession. There is
is aa legal
legal requirement
requirement for
for health
healthcare
careprofessionals
professionalstotoreport
reportaafellow
fellowhealth
health
care professional within
within their
their same
same discipline.
discipline. Failure
Failureto
to report
reportaafellow
fellow licensee
licenseemay
mayresult
resultinin
ofthe
the inappropriate
inappropriateor
orillegal
illegalconduct.
conduct.AA
disciplinary action against
against the
the professional
professional who
who knew
knewof
theappropriate
appropriateboard.
board.
professional in a different
different discipline
discipline may
may be
be ethically
ethicallyrequired
requiredto
to report
reporttotothe
Reporting to a physician group, insurance can-ier,
carrier, hospital, clinic, or an agency responsible for
for
These groups
groups should
should be
beconsulted
consultedindependently
independentlyregarding
regardingreporting
reporting
care may also be required. These
obligations. At the time aa prescription
prescription under
under the
the Oregon
OregonAct
Actisis written,
written, the
theprescribing
prescribingphysician
physician
is required to report information
information regarding
regarding the
the patient
patientto
to the
the
Failure to
to report
report in
in aa timely
timely fashion
fashion isis considered
considered non-compliance
non-compliance with
with the
the Oregon
Oregon
. Failure
ofHuman
Human Services
Services will
will report
reportto
to the
theappropriate
appropriatelicensing
licensingboard.
board.
Act, and Department
Department of
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For further information,
infonnation, see
see
If
physician's or
or other
other health
health care
care provider's
provider'spractice
practicerelative
relative to
to
If there are questions about a physician's
appropriate comfort care or
or participation
participation in
in the
the Oregon
Oregon Act,
Act, the
the licensing
licensingboard
boardshould
shouldbe
be
of comfort
comfOli care
care is
is to
to relieve
relieve pain
pain and
and suffering,
suffering,dying
dyingpatients
patientsshould
should
contacted. Since the goal of
ofappropriate
appropriate medications.
medications. In
Inparticular,
particular, medications
medicationstotorelieve
relieve
receive sufficient dosages of
withheld on
on the
the basis
basis of
ofphysiologic
physiologic parameters
parameterswhen
whenpatients
patientscontinue
continue
suffering should not be withheld
of
to experience pain. Opioids
Opioids and
and other
other controlled
controlled substances
substances should
shouldnot
notbe
bewithheld
withheldbecause
becauseof
fear of hastening death; however, itit is
is essential
essential to
to document
document the
the need
needfor
formedication
medicationin
inthe
the
patient's
medical record.
record. Each
Eachboard
boardhas
hasan
anadministrator
administratorand
andskilled
skilledmedical
medicalprofessionals
professionalson
on
patient's medical
assistance.
staff
staff to provide assistance.

Guidelines
12.1
the appropriate
appropriate licensing
licensing and
and certifying
certifyingboard
board
12.1 Health professionals must report to the
professionals who engage
engage in
in medical
medical incompetence
incompetence or
orunprofessional
unprofessionalconduct.
conduct.Failure
Failuretotoreport
reportaa
ofthe
the
profession may
may itself
itselfresult
result in
in discipline
discipline against
againstthe
thelicense
licenseof
licensee in the same profession
ofthe
the illegal
illegal conduct.
conduct.
professional who knew of
12.2
about the
the conduct
conductof
ofaaprofessional
professionalininanother
anotherhealth
healthcare
carediscipline,
discipline,
12.2 If there is a concern about
there is an ethical obligation
obligation to
to act.
act. There
There may
may be
be aa requirement
requirement for
for institutional
institutionalor
orprofessional
professional
board reporting.
has questions
questions about
aboutthe
theappropriateness
appropriatenessofofa apractice
practicerelative
relativetoto
12.3
12.3 If a health professional has
comfort care or participation
participation in
in the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct,
Act, he/she
he/sheshould
shouldconsult
consultthe
the
staff
appropriate licensing
licensing board
boardfor
forguidance.
guidance.
staff of
of the appropriate
to ensure
ensure that
that
12.4
with prescriptive
prescriptive authority
authority need
need to
12.4 Physicians
Physicians and other health care providers with
ofappropriate
appropriate medications
medications for
for the
therelief
reliefof
ofpain
painand
andsuffering.
suffering.
patients receive sufficient
sufficient dosages
dosages of
The Oregon Medical Board
Board encourages
encourages physicians
physicians to
to employ
employskillful
skillfuland
andcompassionate
compassionatepain
pain
control for dying patients. The
The Oregon
Oregon Medical
Medical Board
Board investigates
investigatesallegations
allegationsof
ofunder
under
prescribing for pain
pain in
in the
the same
same manner
manner as
as over-prescribing.
over-prescribing.
12.5 Licensees should not report another
another professional
professional to
to the
the licensing
licensing board
boardsimply
simplybecause
becausethe
the
other professional has cooperated
cooperated with
with the
the request
request for
for aaprescription
prescriptionunder
underthe
theOregon
OregonAct.
Act.The
The
Oregon Medical Board
Board does
does not
not consider
consider good
good faith
faith compliance
compliancewith
withthe
theOregon
OregonAct
Act
unprofessional conduct.
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Resources
While not authorized to write or
or fill
fill aa prescription
prescription under
under the
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct,
Act,
to report
reportto
to the
the
other health care providers may be
be involved
involved and
and on
on occasion
occasion may
may have
have the
theneed
needto
appropriate licensing
licensing board.
board.
of Clinical Social
Social Workers
Workers
Oregon State Board of
3218 Pringle Road SE, Ste
Ste 240
Salem, OR 97302-6310
(503) 378-5735

of Human
Human Services
Services
Oregon Department of
Oregon Public Health Services
Services
800 NE Oregon Street,
Street, Ste
Ste 930
930
OR 97232
Portland, OR
(971) 673-1222

ofPractice)
Practice)
Board (Physicians,
(Physicians, Physician
Physician Assistants,
Assistants, EMT
EMT Scope
Scopeof
Oregon Medical Board
1500 SW First Avenue, Ste
Ste 620
620
Portland, OR
OR 97201-5826
(971) 673-2700

ofNursing (RNs,
(RNs, LPNs,
LPNs, CNAs,
CNAs, NPs)
NPs)
Oregon State Board of
Rd.
17938
Ferry Rd.
17938 SW Upper Boones Ferry
Portland, OR 97224-7012
(971) 673-0685

Oregon Board of Pharmacy
Phaimacy
425 State Office Building
Building
800 NE Oregon Street #150
Portland, OR 97232
(971) 673-0001
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Oregon Board of Psychologist Examiners
3218 Pringle Road SE, Ste 130
3218
130
Salem,
Salem, OR 97302-6309
(503) 378-4154
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13. Fiuanciallssues
Financial Issues
13.
Written: February 1998; Revised: October
October 2004,
2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Terminally ill patients may inquire about
about aa prescription
prescription for
for aa medication
medicationto
to end
endlife
lifefor
formany
many
reasons. With motivations ranging from
from pain
pain or
or fear
fear to
to philosophical
philosophical or
orreligious
religious beliefs,
beliefs, each
each
so for
foruniquely
uniquely
patient who expresses an interest
interest in
in the
the Oregon
Oregon Death
Death with
with Dignity
Dignity Act
Actwill
willdo
do so
personal reasons (see
). This chapter discusses the
to ensure
ensurethat
thatreal
realor
orperceived
perceivedfinancial
financialpressures
pressuresdo
donot
not
health care professional's
professional's duty
duty to
inappropriately influence the patient's
patient's evaluation
evaluation of
ofall
allend-of-life
end-of-lifeoptions,
options,including
includingthe
therequest
request
prescription under
for a prescription
under the
the Oregon
OregonAct.
Act.
For a growing number
number of
of Americans,
Americans, financial
financial issues
issues are
are an
an important
importantfactor
factorin
inmedical
medical
decisions. More than one in ten
ten Oregonians
Oregonians is
is uninsured,
uninsured, while
while many
manymore
moreare
areunderinsured,
underinsured,
particularly for end-of-life care.
care. Hospice
Hospice care
care isis available
available to
to patients
patientseligible
eligiblefor
forMedicare
Medicarewho
who
eligible for
for the
the Oregon
Oregon Health
HealthPlan.
Plan. Most
Mostprivate
privateOregon
Oregon
elect hospice benefits and to patients eligible
insurers also offer coverage of
of hospice
hospice and
and home
home health
health services.
services. Palliative
Palliativeand
andcomfort
comfortcare,
care,
however, commonly are left
left out.
out. Some
Some patients
patients may
may have
have adequate
adequatehealth
healthinsurance,
insurance,but
butlack
lackthe
the
resources to pay for personal needs,
needs, in-home
in-home care,
care, and
and other
othernon-medical
non-medicalexpenses
expensesassociated
associated
with terminal illness and/or
and/or extended
extended hospitalization.
hospitalization. Payments
Payments for
formedications
medicationscan
canalso
alsobe
beaa
importantfor
forbeneficiaries
beneficiariestoto
burden. While Medicare
Medicare now
now offers
offers aa prescription
prescriptionbenefit,
benefit, ititisisimportant
Forthose
those with
withsevere
severe pain,
pain, medications
medications can
can
choose a plan that covers the medications they need. For
to hospice
hospiceand
andcomfort
comfortcare
careand
and
be very expensive. The
The Task
Task Force
Force supports
supports universal
universal access
access to
encourages policy makers to
to allocate
allocate funding
funding to
to assure
assure access
access to
to comfort
comfortcare
carefor
forall
allterminally
terminally
ill Oregonians.
have long
long played
played aa role
role in
in end-of-life
end-of-lifedecision-making.
decision-making. l1 One study on
Financial considerations have
impact of
of illness
illness on
on patients'
patients'families
familiesfound
foundthat
thatnearly
nearlyaathird
thirdofofthe
thefamilies
familiesreported
reportedlosing
losing
the impact
of their
their savings
savings or
or primary
primary source
source of
ofincome
income as
as aaresult
resultof
ofa
majorillness.
illness. 22 Concerns about
most of
a major
loved ones
ones in
in aa perilous
perilous financial
financial position
positionfollowing
following aaterminal
terminalillness
illnessisisone
one
leaving family and loved
reason why many people
people complete
complete advance
advance directives
directives and
andrefuse
refuselife
lifesupport.
support. 33
Department of
ofHuman
Human Services
Services has
has reviewed
revieweddata
dataeach
eachyear
yearof
ofthe
thecharacteristics
characteristicsofof
The Oregon Department
patients who died after
after ingesting
ingesting medication
medication received
receivedunder
underthe
theOregon
OregonDeath
Deathwith
withDignity
DignityAct.
Act.
Of the total of
of 341 ODDA
ODDA patients,
patients, 63%
63% had
had private
private insurance,
insurance, 36%
36%had
hadMedicare
Medicareor
orMedicaid,
Medicaid,
Of
(3%) patients
patients mentioned
mentioned financial
financial implications
implications of
oftreatment
treatmentas
asbeing
being
1% had no insurance. 44 Nine (3%)
1%
concern. While
While experience
experience with
withthe
the Oregon
OregonDeath
Deathwith
withDignity
DignityAct
Actdoes
doesnot
not
an end-of-life concern.
concerns are
are aa primary
primary motivator,
motivator, health
healthcare
careprofessionals
professionalsshould
shouldbe
be
indicate that financial concerns
identify patients who
who are
are considering
considering aa request
requestfor
foraaprescription
prescriptionfor
foraamedication
medicationtoto
careful to identify
pressing financial
financial concerns.
concerns. Health
Healthcare
careprofessionals
professionalscan
canthen
thenmore
more
end life as an answer to pressing
with those
those patients.
patients.
fully explore options with
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Health care professionals should be aware of
of alternative
alternative sources
sources of
ofcoverage
coverage for
for end-of-life
end-of-lifecare.
care.
The Oregon Health Plan (OHP) may be an
an option
option for
for low-income
low-income patients.
patients. OHP
OHP covers
covers "comfort
"comfort
care," including hospice, in-home health
health services,
services, pain
pain management,
management, and
and costs
costs associated
associatedwith
with
the Oregon Death with Dignity Act. The federal
federal Medicare
Medicare program
program provides
provides aa prescription
prescriptiondrug
drug
benefit and a hospice benefit, but does not
not cover
cover aa prescription
prescription under
under the
the Oregon
OregonAct.
Act. Federal
Federal
funds
the Oregon
Oregon Act.
Act. HMOs
HMOs may
may nonetheless
nonetheless
funds may not be used to pay costs associated with the
elect to
of the Oregon Death
Death with
with Dignity
Dignity Act
Act so
so long
long as
as coverage
coverage does
does not
not
to provide coverage of
utilize federal funds, but not all
all have elected
elected to
to do
do so.
so. For
For more
more information
informationon
onhospice,
hospice, see
see

of provider
provider reimbursement
reimbursement on
on life
life support
support decisions
decisions isis not
not aanew
newissue.
issue.
The potential impact of
Some have long expressed concern that financial incentives
incentives in
in aa fee-for-service
fee-for-service mode
mode
encouraged excessive care, even beyond what
what the
the patient
patient and/or
and/or family
family may
may have
havewanted.
wanted.
Changes in health care reimbursement practices have
have increased
increased public
public concern
concernabout
aboutfinancial
financial
incentives that may influence patient
patient care decisions
decisions in
in the
the other
other direction.
direction. Reimbursement
Reimbursement
methods can create actual or perceived
perceived conflicts
conflicts for
for those
those caring
caring for
for terminally
terminallyill
illpatients
patientswith
with
expensive, resource-intensive conditions. Patients and
and their
their families
families may
may fear
fear that
that the
the quality
qualityof
of
their care will be limited by the health care
care professional's
professional'sfinancial
financialconsiderations.
considerations.
of interest refers to any situation
situation in
in which
which an
an individual
individual with
withresponsibility
responsibilityfor
forothers
others
Conflict of
might be influenced, consciously
consciously or
or subconsciously,
subconsciously, by
by financial
financial or
orpersonal
personalfactors
factors that
thatinvolve
involve
self-interest. End-of-life care is
is not the
the first
first context
context in
in which
which the
the conflict
conflict between
betweenaahealth
healthcare
care
professional's
patient care
care duties
duties and
and personal
personalfinancial
financialinterests
interestshas
hasarisen.
arisen.Because
Becausethe
thedying
dying
professional's patient
process can be stressful, patients
patients and
and families
families may
may experience
experienceheightened
heightenedconcern
concernover
overreal
realor
or
perceived conflicts of
of interest. Those
Those providing
providing care
care to
to terminally
terminallyill
illpatients
patientsmust
mustbe
beparticularly
particularly
sensitive to this issue and remain willing to
to address
address itit candidly
candidly should
should the
the need
need arise.
arise.

Guidelines
13.1
factors are
are underlying
underlying the
the patient's
patient'sinterest
interestininaa
13.1 Any evidence that personal financial factors
prescription for medication
medication to
to end
end his/her
hislher life
life should
should be
be fully
fully explored.
explored.
orindirect
indirectfinancial
financial
13.2
may be
be perceived
perceived to
to have
have aa direct
direct or
13.2 Physicians, hospitals, and others who may
to their
their patients
patients should
should be
be sensitive
sensitive to
to patient
patientand
andfamily
familyconcerns
concerns
interest in the care delivered to
interests impact
impact care.
care. Health
Health care
care professionals
professionals must
mustbe
bewilling
willingto
to
about whether the financial interests
initiate an open discussion of
of these
these issues,
issues, including
including full
full disclosure
disclosure of
ofthe
the provider's
provider'sfinancial
financial
provided to
to the
thepatient,
patient,ififand
andwhen
whenthe
theneed
needarises.
arises.
interest in the care provided
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14. Oregon
Oregon Department
Department of
of' Human
Human Services Reporting
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Written: February 1998; Revised: October
The Oregon Death with Dignity Act allows terminally-ill
tenninally-ill Oregonians
Oregonians to
to self-administer
self-administeraalethal
lethal
dose of medication obtained with a physician's
physician'sprescription.
prescription.The
Thelaw
lawrequires
requiresthe
theOregon
Oregon
Health Division,
Division, to
to collect
collect information
infornlationpertaining
pertaining to
to
Department of Human Services, Public Health
compliance with the Oregon Act. These reporting
reporting requirements
requirements are
are essential
essential for
for determining
detennininghow
how
many individuals receive prescriptions and ingest
ingest medications
medications pursuant
pursuantto
to the
the Oregon
OregonAct,
Act,and
and
for assessing whether or not the safeguards built
built into
into the
the Oregon
Oregon Act
Act are
are being
beingfollowed.
followed. In
In
of Human Services
Services must
must make
make available
available to
to the
thepublic
publican
anannual
al1l1ual
addition, the Oregon Department of
statistical report. The Department of
of Human
Human Services'
Services'annual
annualreports
reportsare
areavailable
availableon
onthe
the
as articles in
in the
the New
New
web site and have been published as
England Journal
Journalof
ofMedicine.
Medicinet1-55 These reports offer insights into
England
into care
care of
ofthe
the dying
dying and
and the
the impact
impact
of the Oregon Act in Oregon. While itit is of
ofparamount
paramount importance
importance that
thataccurate
accuratedata
data be
becollected
collected
of the
the Oregon
Oregon Act,
Act, the
the need
need for
for accurate
accuratedata
data must
mustbe
bebalanced
balancedwith
with
regarding implementation of
ofpatients
patients and
and their
theirhealth
healthcare
careprofessionals.
professionals.
the concern for the confidentiality
confidentiality of
ofHuman
HumanServices
Servicesisisrequired
requiredtoto"make
"makerules
rulestoto
As specified in the Oregon
Oregon Act,
Act, the
the Department
Department of
facilitate the collection of
of information
infonnation regarding
regarding compliance
compliance with
with this
this Act"
Act"and
andtoto"annually
"annually
of records maintained
maintained pursuant
pursuant to
to this
this Act."
Act."The
TheDepartment
Departmentof
ofHuman
HumanServices
Services
review a sample of
to reflect
reflectchanges
changesininthe
thestatute
statute
adopted administrative rules
rules in
in 1997,
1997, updated
updated these
these rules
rules in
in 1999
1999 to
made during the 1999
1999 legislative
legislative session,
session, and
and updated
updatedthem
themagain
againin
in2006.
2006.
of the administrative
administrative rules
rules are
are described
described below
below(see
(see
The provisions of
site for a copy of
of the rules
rules and
and the
the forms
fonns
ofthe
theOregon
Oregon
in documenting
documenting compliance
compliancewith
withthe
therequirements
requirementsof
developed to assist physicians in
ofwriting
writing
Act). The rules specify
specify three
three reporting
reporting requirements.
requirements. First,
First, within
withinseven
sevencalendar
calendardays
daysof
to end
end the
the life
life of
ofaa qualified
qualifiedpatient,
patient,the
theattending
attendingphysician
physician
medication to
a prescription for medication
tothe
theState
State
completed, signed
signed and
and dated
dated documentation
documentationby
bymail
mailto
shall send the following completed,
97232, or
or
Registrar, Center for Health Statistics, 800 NE Oregon Street, Suite 205, Portland OR 97232,
673-1201: 1)
1) The
The patient's
patient's completed
completedwritten
writtenrequest
requestfor
formedication
medicationtotoend
end
by facsimile to (971) 673-1201:
of the following reports
reports prescribed
prescribed by
by the
the Department:
Department: "Attending
"AttendingPhysician's
Physician's
life; 2) one of
Compliance Form",
Fonn", or "Attending
"Attending Physician's
Physician's Compliance
ComplianceShort
ShortForm"
Fonn" accompanied
accompaniedby
byaacopy
copy
of the relevant portions of
ofthe
the patient's
patient's medical
medical record
record documenting
documentingall
allactions
actionsrequired
requiredby
bythe
the
of
"Consulting Physician's
Physician'S Compliance
Compliance Form"
Fonn" prescribed
prescribedby
bythe
theDepartment;
Depaliment;and
and4)4)
Oregon Act; 3) "Consulting
an
"Psychiatric/Psychological Consultant's
Consultant's Compliance
Compliance Form"
Fonn" prescribed
prescribedby
bythe
theDepartment,
Department,ififan
"Psychiatric/Psychological
10 calendar
calendardays
days of
ofaapatient's
patient'singestion
ingestionof
oflethal
lethal
perfonned. Second,
Second, within
within 10
evaluation was performed.
pursuant to
to the
the Oregon
Oregon Act,
Act, or
ordeath
deathfrom
fromany
anyother
othercause,
cause,the
theattending
attending
medication obtained pursuant
complete the
the "Oregon
"Oregon Death
Death with
withDignity
DignityAct
ActAttending
AttendingPhysician
PhysicianInterview"
Interview"
physician shall complete
10 calendar
calendardays
days of
ofdispensing
dispensingmedication
medication
fonn prescribed by the Department.
Department. Third,
Third, within
within 10
form
Oregon Death
Death with
with Dignity
Dignity Act,
Act, the
the dispensing
dispensinghealth
healthcare
careprovider
providershall
shallfile
fileaa
pursuant to the Oregon
of the "Pharmacy
"Phannacy Dispensing
Dispensing Record
Record Form"
Fonn" prescribed
prescribedby
bythe
theDepartment
Departmentwith
withthe
theState
State
copy of
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Statistics, 800
800 NE
NE Oregon
Oregon St.,
St., Suite
Suite 205,
205, Portland,
Portland,OR
OR97232;
97232;or
orby
by
Registrar, Center for Health Statistics,
Information to
to be
be reported
reported to
to the
the Department
Departmentshall
shallinclude:
include: (a)
(a)
facsimile to (971) 673-1201. Information
Patient's name and date of
of birth; (b)
(b) Prescribing
Prescribing physician's
physician's name
nameand
andphone
phonenumber;
number;
provider's name,
name, address
address and
and phone
phone number;
number; (d)
(d) Medication
Medicationdispensed
dispensed
(c) Dispensing health care provider's
and quantity; (e) Date the
the prescription
prescription was
was written;
written; and
and (f)
(f) Date
Date the
the medication
medicationwas
wasdispensed.
dispensed.
Attending physicians are encouraged
encouraged to
to inform
inform patients
patients of
ofthe
the requirement
requirementthat
thatthe
theDepartment
Department
of
access to
to data
data regarding
regarding implementation
implementationof
ofthe
theOregon
OregonAct.
Act. They
Theymay
may
of Human Services have access
wish to have the patient's
patient's written
writtenrequest
requestfor
forenacting
enactingthe
theprovisions
provisionsofofthe
thestatute
statuteinclude
includeaa
statement of
of consent for release of
of medical
medical records
records to
to the
the Department
Departmentof
ofHuman
HumanServices.
Services.The
The
patient and attending physician
physician should
should discuss
discuss post-death
post-deatharrangements
arrangementsas
aspart
partof
ofthe
theoverall
overall
plans. As discussed in the
the chapter,
chapter,
, the attending
physician may want to be present
present at
at the
the time
time of
ofdeath
deathor
ormake
make arrangements
arrangementstotobe
benotified
notifiedby
bythe
the
family immediately following the death. The
The attending
attending physician
physiciancould
couldthen
thennotify
notifythe
thefuneral
funeral
home that this is an expected
expected death
death and
and that
that he/she
he/she will
will be
besigning
signingthe
thedeath
deathcertificate.
certificate.The
The
death certificate will then be filed and
and processed
processed according
according to
to routine
routine procedures
proceduresand
andthe
thedeath
death
will not go into the medical examiner's
system. The
The Medical
Medical Examiner
Examiner is
is required
required to
to investigate
investigate
examiner's system.
any death that is suspicious (i.e.,
(i.e., not
not natural
natural or
or expected).
expected).()6 In addition, if
if Emergency Medical
Services (EMS) are present at the time of
of death
death the
the Medical
Medical Examiner
Examinerwill
willbe
becalled.
called. Because
Because
7
allow for
for limited
limitedpublic
public disclosure,'
disclosure, the
theconfidentiality
confidentialityofofthe
the
medical examiner investigations allow
patient cannot be assured in
in these
these instances.
instances. Additionally,
Additionally, family
family members
membersmay
maybe
bequestioned
questioned
regarding the circumstances surrounding
surrounding these
these deaths.
deaths.
The death certificate originates
originates in
in the
the mortician's
mortician'soffice,
office,and
andisissent
senttotothe
thephysician
physiciantotocomplete
complete
the cause of
of death information. The
The death
death certificate
certificate isis then
thensent
sentback
backto
tothe
themortician's
mortician'soffice,
office,
which files it with the local health
health department.
department. Finally,
Finally, the
the death
deathcertificate
celiificateisisforwarded
forwardedtotothe
the
Department of
of Human Services,
Services, State
State Registrar
Registrar for
for Vital
Vital Records.
Records. While
Whilethe
theconfidentiality
confidentialityof
of
the death certificate can
can be assured
assured once
once itit has
has reached
reached the
the local
local health
healthdepartment
departmentand
andthe
the
Department of
of Human Services,
Services, physicians
physicians must
must ensure
ensure confidentiality
confidentialityin
inthe
theclinical
clinicalsetting.
setting.
Because death certificates have multiple
multiple purposes,
purposes, including
includingsettling
settlingthe
theestate
estateas
aswell
wellas
asfor
for
public health information, the
the Department
Department of
ofHuman
HumanServices
Servicessuggests
suggestsphysicians
physiciansrecord
recordthe
the
underlying terminal conditions as
as the
the cause
cause of
ofdeath
death and
and mark
mark the
the manner
mannerof
ofdeath
death"natural",
"natural",
rather than recording that the
the patient
patient ingested
ingested aa lethal
lethal dose
dose of
ofmedication
medicationprescribed
prescribedunder
underthe
the
Oregon Death with Dignity Act. Death
Death certificates
certificates should
shouldnot
not be
beleft
lefton
ondesktops
desktopsor
oratatnurses'
nurses'
stations. Health care professionals and
and institutions
institutions might
might consider
considerimplementing
implementingaapolicy
policyof
of
keeping all death certificates in
in envelopes
envelopes marked
marked "confidential"
"confidential"until
untilthey
theyare
areformally
formallyfiled.
filed.
Confidentiality is of
of paramount
paramount importance
importance in
in ensuring
ensuring compliance
compliancewith
withthis
thisOregon
OregonAct.
Act.The
The
Oregon Act ensures that "information
"information collected
collected shall
shallnot
notbe
beaapublic
publicrecord
recordand
andmay
maynot
notbe
bemade
made
by the public"
public" (see
(see
available for inspection by
). Thus, information
regarding the identity of
of patients, health
health care
care professionals,
professionals, and
andhealth
healthcare
carefacilities
facilitiesobtained
obtainedby
by
the Department of
of Human Services
Services with
with respect
respect to
to compliance
compliance with
withthe
theOregon
OregonAct
Actshall
shallbe
be
information released
released in
in Department
Department of
ofHuman
HumanServices'
Services'annual
annualreports
reports
confidential. Summary information
will be aggregated to prevent
prevent identification
identification of
ofindividuals,
individuals, physicians,
physicians, or
orhealth
healthcare
care
professionals complying with
with the
the Oregon
Oregon Act.
Act. Death
Deathcertificates
certificatesare
arealso
alsoconfidential:
confidential:OAR
OAR33333311-096
(1)
states
that
the
Department
of
Human
Services"
...
shall
not
permit
inspection
of,
or
11-096 (1) states that the
of
Services "... shall not permit inspection of, or
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disclose
copy of
of...
... any
any such
such record
record unless
unless ...
...
disclose information contained in ... death records, or issue aa copy
satisfied that
that the
the applicant has a direct and tangible interest in
in such
such record."
record."
satisfied
The
authority to
to the
the Department
Department of
ofHuman
Human Services
Services
The Oregon Act does
does not assign enforcement authority
if non-compliance
non-compliance is
is encountered.
encountered. When
When
and
and is
is silent on what action the agency should take if
problems
are encountered,
encountered, the
the Department
Departmentof
of
problems with documentation or reporting from physicians are
Human Services will query those health care professionals for
for clarification.
clarification. IfIfthe
the Department
Departmentof
of
Human Services encounters a violation of
Human
of the Oregon Act, the
the individual
individual committing
committing the
the
violation will be reported to the appropriate licensing
licensing board
board (see
(see 'H.:.~jj/1fHH!!
).

Guidelines
14.1
fonus developed by
by the
the Oregon
Oregon Department
Department of
ofHuman
Human
14.1 Physicians
Physicians are
are advised
advised to
to use the fomis
Services as
as a good source of
of information about compliance
compliance with
with the
the Oregon
Oregon Act
Act (see
(see
Services
site).
forms will serve to
site). These foims
document compliance with the legislation
legislation and
and thus
thus are
are aa protective
protective measure
measure for
forphysicians.
physicians. The
The
forms
steps have
have been
been followed,
followed, facilitate
facilitate record
recordkeeping,
keeping, and
and
forms will ensure that the appropriate steps
of Human
Human Services
Services to
to have
have access
access to
to the
the actual
actual medical
medicalrecord.
record.
limit the need for the Department of
14.2
inform their patients that
that they
they should
should let
let the
the physician
physicianknow
knowifif
14.2 Attending physicians should inform
they plan to take the prescription. Otherwise,
Otherwise, the
the death
death may
may be
be investigated
investigatedby
bythe
theMedical
Medical
An investigation
investigationby
bythe
the Medical
Medical Examiner
Examinermay
may involve
involve questioning
questioning family
family members
members
Examiner.
Examiner An
about circumstances surrounding the
the death
death and
and confidentiality
confidentialitycannot
cannotbe
beassured.
assured.
ofHuman
Human Services
Services will
will
14.3 Physicians should inform their patients that
that the
the Oregon
Oregon Department
Departmentof
have access to forms
forms (or
(or medical
medical records)
records) that
that contain
contain information
information regarding
regardingthe
thepatient's
patient'schoice
choice
to pursue the Oregon Death with
with Dignity
Dignity Act.
Act.
ofdeath
death
14.4
to assure
assure the
the confidentiality
confidentialityof
14.4 We
We encourage physicians to review their procedures to
certificates.
certificates.
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The
Death with
withDignity
DignityAct:
Act:AAGuidebook
Guidebook
Health
The Oregon Death
forfor
Health
Professionals
Care Professionals
15. Liability
Liability and Negligence
15.
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Written: February 1998; Revised: October
The following discussion and guidelines examine
examine aa range
range of
ofpotential
potential legal
legalpitfalls
pitfalls in
inthe
theOregon
Oregon
(the "Oregon
"OregonAct")
Act")and
andthe
theprecautions
precautionsthat
thatmay
maybe
betaken
takenagainst
againstthem.
them.
Death with Dignity Act
Act'l (the
The best defense against liability, however, is
is to
to make
make sure
sure that
that patients
patients receive
receiveappropriate
appropriatecare,
care,
that only qualified patients are supplied with
with medication
medication to
to end
end life,
life, and
and that
thatonly
onlythe
thelimited
limited
assistance authorized by the Oregon
Oregon Act
Act is
is given.
given. The
The Oregon
OregonAct
Act does
does not
notpermit
permitactive
active ,
euthanasia, mercy killing, or lethal injection,
injection, no
no matter
matter how
how compelling
compellingthe
thecircumstances.'
circumstances. 2 It is
ill patient's
patient'sbasic
basicqualifications:
qualifications:Oregon
Oregon
essential to verify and document the terminally
terminally ill
residence, at least 18 years of
of age, terminal
terminal illness,
illness, sufficient
sufficient mental
mental capacity,
capacity,volition,
volition,an
an
informed decision, and compliance
compliance with
with the
the procedure
procedure for
for oral
oral and
andwritten
writtenrequests.
requests.
provider's concept
concept of
ofethical
ethical practice
practice or
or the
the
The goal of minimizing liability may conflict with a provider's
privacy of
of patients and other
other providers.
providers. In
In such
such circumstances,
circumstances, choices
choicesshould
shouldbe
beinformed
informedby
byan
an
of the risks involved. This
This chapter
chapterpoints
points out
outaafew
few of
ofthe
themost
mostobvious
obviouspotential
potential
appreciation of
conflicts between risk management
management and
and other
othervalues.
values.
This chapter reflects the Oregon
Oregon Act's
Act'sfocus
focuson
onthe
theobligations
obligationsofofattending
attendingand
andconsulting
consulting
ofthe
the guidelines
guidelines are
are equally
equallyapplicable
applicabletotohealth
healthcare
careproviders
providers
physicians. However, many
many of
generally.
ofthe
guidelines isis documentation.
documentation. The
TheOregon
OregonAct
Actcontains
containsmany
manynew
newand
and
The touchstone of
the guidelines
therefore critical,
critical, and
andininmany
manycases
casesobligatory,
obligatory,totodocument
document
unfamiliar procedural aspects.
aspects. ItIt isis therefore
unfamiliar
compliance with the Oregon
Oregon Act.
Act. 33

IdentiJ."yillg Existing
ExistingLegal
LegalResources
Resourcesand
andObligations
Obligation:·,
Identifying
provider'sfirst
firststep
stepshould
shouldbe
betotoidentify
identifywhat
whatlegal
legalororother
otherresources
resourcesare
are
The health care provider's
evaluating the
the decision
decision to
to participate
participatein
inthe
theOregon
OregonAct.
Act.Health
Healthcare
careproviders
providers
available in evaluating
oftheir
theirgroup
groupor
orplan
plantotodetermine
determinewhat
whatassistance
assistanceisisavailable.
available.
contact the
the administrator
administrator of
should contact
If no such
such resource
resource is
is available,
available, then
thenthe
the physician
physicianshould
shouldask
askfor
foraareferral
referraltotoaaknowledgeable
knowledgeable
If
advisor.
care providers
providers should
should review
review contracts,
contracts,policies,
policies,and
andbylaws
bylawsofofthe
theorganizations
organizationsand
and
Health care
with which
which they
they are
are currently
currently affiliated.
affiliated. See
See"Contracts
"Contractsand
andCredentials,"
Credentials,"below.
below.
facilities with
theOregon
Oregon
with other
other providers
providers and
andwith
withhealth
healthplans
plansmay
mayaddress
addressthe
thesubject
subjectofofthe
Agreements with
directly or
or indirectly.
indirectly. Policy
Policydocuments
documentsor
orother
othercontracts
contractsmay
maybe
bereferred
referredtotobut
butnot
not
Act directly
ofthese
thesereferenced
referenceddocuments
documentsshould
shouldbe
beobtained.
obtained.
included in
in these
these agreements.
agreements. Copies
Copies of
physician's group
group or
orclinic
clinicor
orits
itsinsurance
insurancerepresentative
representativeshould
shouldconsult
consultin
inadvance
advanceand
and in
in
The physician's
writing with
with the
the malpractice
malpractice insurance
insurancecarrier
carriertotodetermine
determineififititwill
willconfirm
confirmininwriting
writingcoverage
coverage
writing
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for
Oregon Act.
Act. Malpractice
Malpractice
for damages
damages and
and the
the costs
costs of defense in a suit arising under the Oregon
for intentional
intentional (as
(as opposed
opposed to
to negligent)
negligent)
coverage typically contains an exclusion from coverage for
injury.
intended to
to produce
produce fatal
fatal consequences.
consequences.
injury. The
The Oregon Act obviously contemplates acts intended
injUly to
to the
the patient,
patient, will
will this
this exclusion
exclusion
When
When these
these acts
acts fail
fail to produce death but do produce injury
apply?
produce death,
death, but
but in
in aa patient
patient later
later
apply? Similarly, in cases where the prescription does produce
the insurance
insurance carrier
carrier respond?
respond? Will
Will the
the
determined not to
to have been qualified, how will the
of defending claims? To ensure
ensure coverage
coverage for
for such
suchliabilities,
liabilities,
insurance carrier pay the costs of
answers to these questions should be obtained and documented
documented before
before assisting
assisting patients
patients under
under
the Oregon Act.
It
whether colleagues
colleagues and
and employees,
employees, including
including allied
alliedstaff,
staff,
It is
is advisable to determine in advance whether

intend to exercise their right not to participate in
in activities
activities authorized
authorized by
by the
the Oregon
Oregon Act.
Act. The
The
4
Act4 prohibits a "health care
care provider"
provider" from
from taking
taking disciplinary
disciplinaryor
orpunitive
punitiveaction
actionagainst
against
Oregon Act
participate .. "Health
"Health care
care provider"
provider"includes
includeshealth
healthcare
carefacilities.'
facilities. sItIt
any person who refuses to participate..
is
question of
of participation
participation with
with other
other members
members of
of
is clearly preferable to discuss and resolve the question
the care team before it arises as a result
result of
ofaa patient's
patient'srequest.
request.Such
Suchdiscussions
discussionsshould
shouldrespect
respect
important to
to remember
remember that
that aa person
person may
may participate
pmiicipateor
ornot
noton
onaacase-bycase-byprovider privacy. It is important
of previous consent
consent to
to participation
participation (see
(see
case basis, regardless of
).
.!espondi;ig to
tinder the
Responding
to aa Patient's
Patient's Request
Request Under
the Oregon
Oregon Act
Act

Whether or not a provider chooses to
to participate,
participate, the
the patient's
patient'srequest
requestfor
formedication
medicationtotoend
endlife
life
Onthe
theone
one
triggers time-sensitive obligations under
under both
both the
the Oregon
Oregon Act
Act and
andthe
thecommon
commonlaw.
law. On
to unreasonably
unreasonably delay
delaytreatment
treatmentor
orabandon
abandonthe
the
hand, a provider has a common
common law
law duty
duty not
not to
the other hand, aa prescription
prescription may
may be
be written
written under
underthe
theOregon
OregonAct
Actonly
onlyafter
afteraa
patient. On the
ofat
at least
least 15
15 days.
days.()6 It is important for
for the
the attending
attending physician
physicianto
to document
documentthe
the
"waiting period" of
of the first oral request, respond promptly
promptly to
to the
the patient's
patient'srequest
requestand
anddocument
documentall
all
date of
responses.
patient's request
request should
should be
be made
made and
and the
the patient's
patient'sresponses
responses
Inquiries into the reasons for the patient's
explored and documented (see
:
(see
,
). The provider should
and document
document the
the patient's
patient'smental
mentalstate
stateand
andany
anyneeds
needsfor
formore
moreeffective
effective
also determine and
symptom management (see
and
).

If the attending physician
physician decides
decides not
not to
to participate,
participate, he/she
he/shepromptly
promptlyneeds
needstotoprovide
providethe
thepatient
patient
If
with a referral or
or aa source
source of
ofinformation
information about
about participating
participatingproviders.
providers.The
TheOregon
OregonAct
Act
participatemay
may
legal medical
medical practice,
practice, and
and the
the attending
attending physician
physicianwho
whodeclines
declinestotoparticipate
describes aa legal
not abandon
timely referral
referral to
to aa participating
participatingprovider
provideror
ortotoaaresource
resourcefor
for
abandon the
the patient.
patient. 77 A timely
ofabandonment.
abandonment.The
The
participating providers
providers should
shouldminimize
minimizeclaims
claimsof
information concerning participating
refen-al
referral or the information provided
provided to
to the
the patient
patient should
should be
bedocumented.
documented.
theprovision
provisionofofreferrals
referralsoror
objection to
to the
the Oregon
Oregon Act
Act extends
extendseven
eventotothe
Providers whose objection
information must weigh
weigh their
their ethical
ethical concerns
concerns and
and the
theliability
liabilityrisks.
risks.At
Ataaminimum,
minimum,however,
however,
information
ofcare
caretotoaaparticipating
participatingprovider.
provider.Records
Records
the provider
provider should
should not
not hinder
hinderin
in any
any way
way the
the transfer
transferof
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must
physician. s Comfort care and other
other needed
needed treatment
treatment
must be
be transferred to
to the new attending physician."
should be provided in the interim.
interim.

the Patient's
Patient's Qualifications
Determining the
Determining the patient's
qualifications under
underthe
theOregon
OregonAct
Actisisthe
theinitial
initialresponsibility
responsibilityofofthe
the
patient's qualifications
attending physician, and only the attending physician
physician is
is authorized
authorized to
to dispense
dispense or
orprescribe
prescribe
9
medication under the Oregon Act. ) The attending physician is primarily responsible for
for the
the
patient's terminal
patient's
terminal care,
care, and
and assumes
assumes responsibility
responsibilityfor
forensuring
ensuringcompliance
compliancewith
withthe
theOregon
OregonAct
Act
by all health care providers involved prior
prior to
to writing
writing aa prescription
prescription or
ordispensing
dispensing medication.
medication. '°
10
When a patient is being treated by more than
than one
one physician,
physician, itit isis critical
critical to
to identify
identifywho
who isisthe
the
attending physician. The attending physician
physician should
should document
document both
both oral
oral and
and written
written
communications to the care team, the patient, and
and the
the patient's
patient'sfamily
familyon
onthis
thispoint.
point.

The attending physician's
physician's first
first determination
determinationshould
shouldbe
bewhether
whetherthe
thepatient
patientmeets
meetsthe
theOregon
Oregon
Act's nonmedical
Act's
nonmedical qualifications;
qualifications; that
thatis,
is,whether
whetherthe
thepatient
patientisis18
18years
yearsofofage
ageand
andan
anOregon
Oregon
resident.
long-standing physician-patient
physician-patientrelationship
relationship isis the
the best
bestassurance
assurance of
ofthese
these basic
basic
resident."11 AA long-standing
qualifications. Regardless, all patients must
must be
be asked
asked to
to "demonstrate"
"demonstrate"Oregon
Oregonresidency.
residency.12
°
Oregon residency is not defined by the Oregon Act, but factors demonstrating residency include
OregonresidncyisnotdefindbytheOrgonAct,bufactorsdemonstraingresidncyi lude
without limitation: an Oregon driver's
driver'slicense,
license,Oregon
Oregonvoter
voterregistration,
registration,an
anOregon
Oregontax
taxreturn
return
owning or
or leasing
leasing property
property in
inOregon.
Oregon. Documentation
Documentationof
ofthese
these
for the most recent tax year, and owning
and other Oregon connections should
should be
be obtained
obtained and
and aa copy
copy filed
filed in
inthe
themedical
medicalrecord.
record.
The attending and
If, in
inthe
the
and consulting
consulting physicians
physicians must
must determine
determinethe
thepatient's
patient's capability.13
capability.' If,
of either
either physician, the
the patient
patient may
may be
be suffering
suffering from
from aamental
mentaldisorder
disorderor
ordepression
depression
opinion of
impairing judgment, a referral for an evaluation by a psychiatrist or psychologist is obligatory.14
obligatory."
of the psychiatrist's
psychiatrist's or
or psychologist's
psychologist'sreport
report
All such referrals should be documented. A copy of
must be filed
record. ISThe
Theattending
attendingphysician
physicianisisresponsible
responsiblefor
for
filed in
in the
the patient's
patient's medical record.'
the report
report is
is filed
filed in
inthe
themedical
medicalrecord.
record. 16
ensuring that the
°
physician will
will make
make aa referral
referralfor
forpsychiatric
psychiatricor
orpsychological
psychologicalevaluation.
evaluation.
The prudent attending physician
literature raises doubts
doubts about
about the
the ability
abilityof
ofmany
manyphysicians
physiciansto
todiagnose
diagnoseaamental
mentaldisorder
disorderoror
The literature
depression
depression (see
(see
17
Although
the
Oregon
Act
does
not
mandate
,
-). 17 Although the Oregon Act does not mandate
will be
be the
the rare
rare case
case when
whenaa referral
referralisisnot
notlegally
legallyprudent.
prudent.
referral in all cases, itit will
attending physician
physician should
should strongly
stronglyconsider
considerreferring
referringthe
thepatient
patientand
andfamily
familytotoan
an
The attending
appropriate hospice
hospice program
program or
or others
others in
intheir
theircommunity
communitywho
whocan
canprovide
providesocial
socialwork
workand
and
Tending to
to the
the emotional
emotional needs
needs of
offamily
familymembers
membersand
andtotothe
thecommunication
communication
support services. Tending
between the
the care
care team
team and
and the
the family
family isishelpful
helpfulin
inavoiding
avoidingliability
liabilityclaims
claims(see
(see
between
).

attending and
and consulting
consulting physicians
physiciansmust
mustdetermine
determinewhether
whetherthe
thepatient
patientisissuffering
sufferingfrom
fromaa
The attending
"terminal disease;"
disease;" i.e., a disease which is
is "incurable
"incurable and
and irreversible,"
irreversible,"and
andwhich
whichwill,
will,"within
"within
reasonable medical judgment, produce death
Theattending
attendingand
and
reasonable
death within
within six
six (6)
(6) months.,,18
months."' The
consulting physicians also
also must
must determine
determine if
if the patient
patient is
is "voluntarily"
"voluntarily" requesting
requesting assistance."
assistance. 19
consulting
Both determinations
determinations require
require the
the exercise
exerciseof
ofprofessional
professionaljudgment,
judgment,and
andthat
thatjudgment
judgmentmust
mustbe
be
Both
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rigorously
patient's diagnosis,
diagnosis, prognosis,
prognosis,and
andvolition
volition
rigorously documented.
documented. Doubts concerning the patient's
of medication. A conservative approach
approach to
to these
these decisions
decisions
should
should be
be resolved
resolved against provision of
will provide greater legal protection.
will
protection.

The attending and consulting physicians should
The
should also take care
care to
to document
document an
an awareness
awareness of
ofthe
the
patient's broader
broader circumstances
circumstances and
and aa sensitivity
sensitivity to
to any
any indication
indicationthat
thatthe
thepatient's
patient'srequest
requestisis
coerced or the product of
of the undue influence of
offriends,
family, or
or others.
others. Neither
Neitherage
age nor
nor
friends, family,
disability alone are sufficient to qualify a patient
patient under
under the
the Oregon
Oregon Act.
Act. 20
disability
29

Timing, Documentation,
Documentation and
Timing,
andRescission
Rescission
The Oregon Act requires two oral requests
requests and
and one
one written
written request
request by
bythe
thepatient
patientbefore
beforethe
the
request must
must be
be at
at least
least 15-days
15-daysin
inadvance
advance of
ofthe
the
prescription may be written.
written. 2121 The first oral request
22 The second oral request
request must
must be
be at
at least
least 15-days
I5-days after
afterthe
the initial
initialoral
oralrequest.
request. 23
prescription. 22
23
Thus, the shortest time permitted between the patient's initial oral request and the writing of aThus,teorimpdbetwnhai'slorequtandhwigof
24 and such
record,24
prescription is 15-days.
15-days. Both
Both oral
oral requests must
must be
be documented
documented in
inthe
the medical
medicalrecord,
documentation should include the dates, times,
times, and
and circumstances
circumstances of
ofthe
the requests.
requests.
The written request must be made at
at least
least 48
48 hours
hours in
in advance
advance of
ofthe
the prescription.
prescription?;
25 The
attending physician is responsible for
for ensuring
ensuring that
that the
the written
writtenrequest
requestisisfiled
filedininthe
themedical
medical
record, 26 and the date, time,
ofthe
the presentation
presentationof
ofthe
thewritten
writtenrequest
requestshould
should
record,26
time, and
and circumstances
circumstances of
bytwo
twopersons,
persons,neither
neitherofofwhom
whom
be documented. The written
written request
request must
must be
be properly
properly witnessed
witnessedby
may be the attending physician.
27 One witness must not be aa relative by
physician. 27
by blood,
blood, marriage,
marriage, or
or
operator or
or employee
employee of
ofaa health
health care
care facility
facilitywhere
wherethe
theperson
personisisaa
adoption, an heir, or an operator
28
patient or resident.
resident: 8 If
If the person
person making
making the
the written
written request
request isis an
aninpatient
inpatientininaahealth
healthcare
care
of the witnesses must
must be
be designated
designated by
by the
the facility.
facility.29
facility, one of
29
patient's written
written request
request conform
conform substantially
substantially to
to the
the form
form of
of
The Oregon Act requires that the patient's
3o
Act. The
Theform
formprovided
providedin
inORS
ORS 127.897
127.897should
shouldbe
becopied
copiedexactly
exactly
request set out in the Oregon Act."
and used without changes
changes (see
(see Appendix
Appendix A,
A,
).
appears to
to contemplate
contemplate that
that the
the patient
patientwill
willnot
notmake
makeaawritten
writtenrequest
requestuntil
untilafter
after
The Oregon Act appears
assumption is
is reflected
reflected
being examined by both
both the
the attending
attending and
and consulting
consulting physicians.
physicians. 33!' This assumption
of written
written request
request specified
specified by
by the
the Oregon
Oregon Act:
Act: "I"Iam
amsuffering
sufferingfrom
from _ _ _ __
in the form of
attending physician
physician has
has determined
determinedisis aaterminal
terminaldisease
diseaseand
andwhich
whichhas
hasbeen
beenmedically
medically
which my attending
consulting physician."
physician.,,32
attending physician
physician should
shouldobtain
obtainthe
thewritten
written
confirmed by aa consulting
32 Thus, the attending
request only after
after the
the consulting
consulting physician
physicianhas
has confirmed
confirmedand
anddocumented
documentedthe
thepatient's
patient'sterminal
terminal
disease.
If other
other persons are
are present
present when
when an
anoral
oral or
orwritten
writtenrequest
requestfor
foraaprescription
prescriptionunder
underthe
theOregon
Oregon
If
is made,
made, their
their presence
presence should
shouldbe
benoted
notedin
inthe
thechart.
chart.ItItisisadvisable
advisabletotohave
haveaaconsenting
consenting
Act is
of the
the care
care team
team otherwise
otherwise aware
aware of
ofthe
thepatient's
patient'srequest
requestfor
forthe
theprescription
prescriptionpresent
presentatat
member of
the time of
ofthe
the second
secondoral
oralrequest.
request.
While the
the patient
patient must
must be
be capable
capable and
andmake
makeaarequest
requestfor
foraaprescription
prescriptionininthe
thespecified
specifiedmanner,
manner,
patient'smental
mentalcapability
capabilityand
andproper
properprocedure
procedureare
areirrelevant
irrelevant
a rescission
request. 33
the patient's
to to
a rescission
of of
thethe
request.33
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Thus,
any time in
in any
any manner
manner regardless
regardless of
of
Thus, the
the patient may rescind a request for a prescription at any
state. Any indication that the patient wishes to rescind the
his/her mental state.
the request
request should
should be
be
of
explored
resolved in
in favor
favor of
explored immediately, the resulting inquiry documented, and doubts resolved
rescission.
of a protocol requiring other
other health
health care
care
rescission. We also recommend the adoption of
professionals to communicate the rescission immediately
immediately to
to the
the attending
attending physician
physicianififhe/she
he/she isis
not present.
The patient should be informed at the outset that a request
request for
for aa prescription
prescription may
may be
be rescinded
rescinded atat
any
patient's mental
mental state.
state. The
Theprovision
provisionof
ofthis
thisinformation
information
any time
time in any manner regardless of the patient's
should be carefully documented along with the information
information required
required for
for an
an informed
informed decision.
decision.
to rescind
rescind at
at the
the time
time of
ofthe
The attending physician must offer the patient
patient the
the opportunity
opportunity to
the
second oral request. A prescription
prescription may
may not
not be
bewritten
writtenotherwise.
otherwise. 34
Moreover,
documentation
of
34
the opportunity given the patient to rescind is not just
just good
good practice,
practice, itit isis required
required by
bythe
the Oregon
Oregon
Act:358 If
If family members or
or other
other persons are
are present
present when
when the
the opportunity
opportunityto
to rescind
rescindisisoffered,
offered,
Act.
then their presence should be documented in the patient's
patient'smedical
medicalrecord.
record.We
Wealso
alsorecommend
recommend
of the care team who is
is already
already privy
privy to
to the
the patient's
patient'srequest
requestbe
be
that a consenting member of
offered, and
and that
that such
such team
team member's
member'spresence
presencebe
be
present when the opportunity to rescind is offered,
documented as well.
The Oregon Act requires the attending
attending physician
physician to
to recommend
recommend that
thatthe
thepatient
patientnotify
notifyhis
hisor
orher
her
next of kin of
of the patient's
patient's request
request for
for aaprescription.
prescription.(see
(see
36 The
Act does not specify when the attending physician
physician isis to
to make
make this
this recommendation,
recommendation, but
butwe
we
suggest that it be done as soon as possible following
following the
the first
first oral
oral request.
request. After
Afterrecommending
reconmlending
or her
her next of
of kin,
kin, the
the physician
physician may
may not
not refuse
refuseto
to participate
participatesolely
solely
that the patient notify his or
because the patient cannot
cannot or
or will
will not
not notify
notify them.
them. 3i
37
). 36

that the
the attending
attending physician
physiciancounsel
counselthe
thepatient
patientabout
aboutthe
the
The Oregon Act also requires that
of having another person
person present
present when
when they
they take
take medication
medicationauthorized
authorizedby
bythe
the
importance of
38
of not taking
taking the
the medication
medication in
in aa public
public place.
place. 38
patient's estate
estate isis deemed
deemed
Oregon Act and of
The patient's
the Oregon
Oregon Act
Act for
for the
the costs
costs incurred
incurred by
by governmental
governmentalentities
entitiesas
asaaresult
resultof
ofthe
the
liable under the
claim. 399
patient taking medication in a public place, including attorney fees for enforcing such a claim:
The attending physician's communication of these facts to the patient should be documented in Theatndigpysc'omunatifhescopatinhuldbecmin
To date,
date, there
there have
have been
been no
no reports
reports of
ofdeaths
deathsoccurring
occurringininaapublic
publicplace.
place.
the medical record. To

An "Informed
"11~fol'medDecision"
Decision"isis More
Afore Than
l1wn "Informed
"informedConsent"
Consent"
An
Oregon's Informed
Informed Consent
ConsentLaw
Lawisisfamiliar
familiartotoproviders.
providers:~o
It requires
requires the
the physician
physician to
to provide
provide aa
Oregon's
40 It
description to the
the patient
patient of
ofthe
the nature
nature of
ofthe
the procedure,
procedure,and
andinformation
informationabout
aboutthe
therisks
risks
general description
if any, and
and the
the viable
viable alternatives,
alternatives, ififany.
any. The
Thephysician
physicianmust
mustalso
alsoask
askthe
thepatient
patientifif
involved, if
more detailed
detailed explanation
explanation of
ofthe
the procedure
procedureand
andits
itsmaterial
materialrisks
risksand
andviable
viable
he/she wants aa more
and then,
then, ififrequested,
requested, provide
provide an
anexplanation
explanationsatisfying
satisfyingthe
thepatient's
patient'sconcerns.
concerns.
alternatives and
an "informed
"infonned decision"
decision" under
underthe
theOregon
OregonAct,
Act,however,
however,the
thepatient
patientmust
mustbebefully
fully
For there to be an
ofwhether
whether aa detailed
detailed explanation
explanationisisrequested.
requested.441 The
The physician
physician is
is not
not given
given
informed regardless of
the option
option of
ofproviding
providing aa general
general description
descriptionand
andthen
thenasking
askingthe
thepatient
patientififmore
detailisisdesired.
desired.
the
more detail
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The
as aa matter
matter of
of course;
course; without
without it,
it, there
there isis no
no
The attending physician must provide that detail as
"informed decision." Failure to satisfy the Oregon Act's specific
"informed
specific "informed
"informed decision"
decision"
liability and,
and, potentially,
potentially, criminal
criminal penalties.
penalties:H42
requirements
requirements will expose the provider to civil liability

The Oregon Act requires specific information
The
information to
to be
be conveyed
conveyed to
to the
the patient:
patient:
a. His/her medical diagnosis;
a.
b. His/her prognosis;
b.
c. The potential risks associated with
c.
with taking
taking the
the medication
medication to
to be
be prescribed;
prescribed;
d. The probable result of
d.
of taking the medication
medication to
to be
be prescribed,
prescribed, and
and the
the possibility
possibilitythat,
that,
although most deaths occur within three
three hours,
hours, death
death may
may take
take longer:
longer: 43
43
e. The feasible alternatives, including, but
e.
but not
not limited
limited to,
to, comfort
comfort care,
care, hospice
hospice care,
care, and
and
.
14,,\
pain
control.'"
pam
contro
.
Like "informed consent," an
an "informed
"informed decision"
decision"under
underthe
theOregon
OregonAct
Actinvolves
involvesthe
thediscussion
discussion
of risks and alternatives. Note, however,
however, that
that the
the Oregon
Oregon Act
Act specifically
specificallyrequires
requiresthat
thatthe
the
alternatives of
of comfort care,
care, hospice
hospice care,
care, and
and pain
pain control
control must
must be
bediscussed,
discussed,45
45 that the patient
of his/her
his/her diagnosis
diagnosis and
and prognosis,
prognosis, "the
"theprobable
probableresult"
result"ofoftaking
takingthe
themedication,
medication,46
be informed of
46
and the possibility that, "although most deaths occur within three hours, [the patient's] death mayandtheposibly,"ughmostdeacrwinhous,[tepai']dhmy
take longer."
longer.,,47
47
of an "informed
"informed decision"
decision"isis required
requiredby
bythe
theOregon
OregonAct
Actand
andisisultimately
ultimatelythe
the
Documentation of
responsibility of
of the attending
attending physician.
physician. 48
consulting physician
physician must
must
48 Both the attending and consulting
document the communication
ofthis
this information
informationto
to the
the patient.
patient. 49
is typically
typically
communication of
49 Informed consent is
record with
with the
the notation
notation "PARQ,"
"PARQ,"for
for"Procedure,
"Procedure,Alternatives,
Alternatives,
documented in the medical record
Questions." An
An "informed
"informeddecision"
decision"under
underthe
theOregon
OregonAct
Actinvolves
involvesthe
the
Risks, and Questions."
communication of
of more
more information
information than
thanisis reflected
reflectedby
bythe
thenotation
notation"PARQ,"
"PARQ,"and
andrequires
requiresno
no
communication
of all elements of
of the patient's
patient's "informed
"informed decision."
decision."The
The"PARQ"
"PARQ"
less than a detailed discussion of
will not
not document
document compliance
compliancewith
withthe
theOregon
OregonAct.
Act.Compliance
Compliancewith
with
notation therefore will
decision" requirements
requirements should
shouldbe
bedocumented
documentedininconsiderably
considerablymore
moredetail;
detail; i.e.,
"informed decision"
Prognosis, Risks,
Risks, Results,
Results, and
andAlternatives
Alternatives(including
(includingcomfort
comfortcare,
care,hospice
hospicecare,
care,and
and
Diagnosis, Prognosis,
theright
righttoto
We also
also recommend
recommendthat
thatthe
thepatient
patientbe
beinformed
informedatatthe
thesame
sametime
timeofofthe
pain control). We
request for
for medication
medication at
at any
anytime
timefor
forany
anyreason,
reason,and
andthat
thatthe
theprovision
provisionofofthis
this
rescind aa request
be documented.
documented. The
The presence
presenceof
ofanother
anothermember
memberof
ofthe
thecare
careteam
teamduring
duringthe
the
information be
alsorecommended,
recommended,and
andshould
shouldbe
bedocumented.
documented.
decision" discussion
discussionisisalso
"informed decision"
to writing
writing the
the prescription,
prescription,the
theattending
attendingphysician
physicianmust
mustconfirm
confirmthat
thatthe
the
Immediately prior
prior to
Immediately
of the
the patient's
patient's"informed
"informeddecision"
decision"
patient is
is making
making an
an informed
informed decision. Verification
Verification of
patient
to dispensing
dispensing medication
medicationor
orwriting
writingthe
theprescription
prescriptionisisboth
bothgood
goodpractice
practiceand
and
immediately prior
prior to
immediately
5o
required
The attending
attending physician
physicianshould
shouldprovide
provideand
anddocument
documentthe
thesame
same
required by
by the
the Oregon
OregonAct.
Act.5°
The
information
information initially
initially discussed
discussed with
with the
thepatient.
patient.
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Although
reconunend that
that as
as aa part
part of
ofthe
the informed
infonned decision
decision
Although not required by the Oregon Act, we recommend
process the attending physician encourage the patient to execute
process
execute an
an advance
advance directive.
directive. An
An
advance
representative authorized
authorized to
to make
make end-ofend-ofadvance directive may be used to appoint a health care representative
including the
the withdrawal
withdrawal of
oflife
life support
support
life
life decisions for an unconscious or incapable patient, including
to these
these and
and
and
directly with
with regard
regard to
and tube feeding.
feeding. The patient may also express his/her wishes directly
other treatment decisions. If
prescribed under
under the
the Oregon
Oregon Act
Act but
butdoes
does
If a patient takes medication prescribed
of the patient or
or an
an authorized
authorized surrogate
surrogate will
will serve
serveto
to better
better
not die, then the express directions of
effectuate
provider's legal
legal protection
protection (see
(see Appendix
Appendix C,
C,
effectuate the
the patient's wishes and to maximize the provider's
). The
The attending
physician should document his/her
his/her recommendation
reconunendation to
to the
the patient
patient regarding
regarding the
theexecution
executionof
ofan
an
advance directive. The attending physician also should
should inform
infonn the
the patient
patient and
and family
family that
thatifif
he/she is not in attendance at the time of
of death,
death, or
or called
called immediately
immediately thereafter,
thereafter, or
orififemergency
emergency
scene, the
the death
death is
is likely
likely to
to be
be investigated
investigatedby
bythe
theMedical
Medical
medical personnel are called to the scene,
Examiner. The attending physician should document
document the
the provision
provision of
ofthis
this information.
infonnation.

Consultations
Referrals and Consultations
The attending physician must refer
refer the
the patient
patient to
to aa consulting
consulting physician
physicianwho
who isisqualified
qualifiedby
by
and prognosis
prognosis of
ofthe
the patient's
patient'sterminal
terminalillness.
iIIness. 511
specialty or experience to make a diagnosis and
Judgments by the attending physician as to what experience qualifies a non-specialist to render
Judgmentsbyheatndigphysican towhaexprincequalifsno-pecialstorend
of
such diagnosis and prognosis may be
be called
called into
into question.
question. Geography
Geographyand
andthe
theavailability
availabilityof
physicians willing to
to consult
consult for
for purposes
purposes of
ofthe
the Oregon
OregonAct
Actmay
maymake
makereferrals
referralstotoaaconsulting
consulting
physician difficult and to aa specialist
specialist impractical,
impractical, particularly
particularlyin
inrural
ruralareas.
areas.Nonetheless,
Nonetheless,
of a consulting physician
physician is
is required
required under
under the
the Oregon
OregonAct.
Act. When
Whenpossible,
possible,we
we
involvement of
of aa specialist
specialist as
as the
the surest
surest means
means of
ofestablishing
establishingthe
thequalifications
qualificationsof
ofthe
the
reconunend
recommend the use of
consulting physician.
physician.
of financial
financial conflicts
conflicts of
ofinterest
interest should
should be
be avoided.
avoided. Referrals
Referralsof
ofmanaged
managed
Even the appearance of
other members
members of
ofaa physician's
physician'smedical
medicalgroup
groupororindependent
independentpractice
practice
care patients to other
ofcapitated
capitated care,
care, may
maygive
giverise
risetotoaccusations
accusationsof
of
(IP A), particularly
particularly in
in the
the case
case of
association (IPA),
in confirmations
confinnations of
ofterminal
tenninal illness.
illness. Again,
Again, while
whilereferrals
referralsoutside
outsidethe
the
financial self-interest in
beimpractical
impracticalininsome
someareas
areasofofthe
thestate,
state,in-group
in-groupreferrals
referralsshould
shouldbebe
physician's group
group may
may be
physician's
avoided when possible.
of"medically
"medically confirmed"
confirmed"makes
makes clear
clearthat
thatthe
the consulting
consultingphysician
physician
Act's definition
definition of
The Oregon Act's
patient's diagnosis
diagnosis and
and prognosis:
prognosis. 522
must review relevant medical records in confirming the patient's
Arrangements for access to the patient's records should be made in advance of examinationArangemtsforacesof
tohpatien'srcodshulbemadin vaceofxaminto f
The consulting
consulting physician
physicianshould
should document
documentthe
thereview
reviewof
ofrecords
recordsasaswell
wellasasthe
the
the patient. The
patient's
patient's examination.
examination.
Oregon Act
Act requires
requires the
the consulting
consulting physician
physicianto
to confirm
confirmininwriting
writingthe
theattending
attendingphysician's
physician's
The Oregon
and prognosis
prognosis and
and verify
verify the
the patient's
patient'scapability,
capability,volition,
volition,and
andinformed
infonneddecision.
decision.
diagnosis and
the results
results of
ofthe
the examination
examination may
may not
notmeet
meetthe
theconsulting
consultingphysician's
physician'sobligations
obligations
Charting the
53
under
under the
the Oregon
OregonAct.
Act.53
Separate written
written confirmation
confinnationshould
shouldbe
besupplied
suppliedtotothe
theattending
attending
Separate
54
Such verification
verification must
must be
be made aa part
part of
of the patient's
patient's medical
medical record:
record. 4 The
physician. Such
ofverifying
verifying an
an "informed
"infonned decision"
decision"isisto
toprovide
providethe
the
physician's only
only sure
sure means
means of
consulting physician's
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information as the attending
same infonnation
attending physician.
physician. 55
physician
55 It is recommended that the consulting physician
document the provision of
of the information
infonnation necessary
necessary for
for an
an informed
infonned decision.
decision.
If the attending physician has not referred the
the patient
patient for
for aa psychiatric
psychiatric or
orpsychological
psychological
evaluation, then the consulting physician
physician should
should strongly
strongly consider
consider obtaining
obtaining an
anevaluation
evaluationof
ofthe
the
ofthe
therequest.
request.
patient's capability
capability and
and the
the voluntariness
voluntariness of

Dispensing or Prescribingfl;/edication
Prescribing Medication
The attending physician may provide medication
medication under
under the
the Oregon
OregonAct
Act in
inone
oneof
oftwo
two ways:
ways: by
by
dispensing directly to the patient or
or by
by writing
writing aa prescription.
prescription. 56
56 Different procedures must be
followed in each case.
An attending physician may dispense controlled
controlled substances
substances directly
directly to
to the
thepatient
patientonly
onlyifif
registered as a dispensing physician
physician with
with the
the Oregon
Oregon Medical
Medical Board
Boardand
andcertified
certifiedby
bythe
theDrug
Drug
Enforcement Administration. 57
name, the
the kind
kind and
and amount
amount of
ofmedication
medication
57 The patient's
patient's name,
dispensed, and the date it was dispensed
dispensed must
must be
be entered
entered in
inthe
the controlled
controlledsubstance
substanceinventory
inventory
58 and Oregon Medical Board rule.
rule. 59
log required by Oregon statute 58
59 The medication must be
provided to the patient in a container
container complying
complying with
with federal
federal packaging
packagingrequirements,
requirements,unless
unlessaa
is requested
requested by
by the
the patient,
patient, and
and labeled
labeledwith
with the
thepatient's
patient'sname,
name,the
the
non-compliant container
container is
name and address of
of the attending
attending physician,
physician, the
the date
date dispensed,
dispensed, the
thename
nameof
ofthe
thedrug,
drug,the
the
of drug per unit, directions for
for use,
use, cautionary
cautionary statements
statements required
requiredby
bylaw,
law,ififany,
any,and
andan
an
quantity of
date. 6o AAcopy
copy of
ofthe
the label
label or
orequivalent
equivalentinformation,
information, plus
plusthe
the dispensing
dispensing physician's
physician's
expiration date."
ofmedication
medication dispensed,
dispensed, must
mustbe
befiled
filedwith
withthe
theState
State
phone number
number and the total amount
amount of
ofHuman
HumanServices,
Services,800
800NE
NEOregon
Oregon
Registrar, Center
Center for Health Statistics,
Statistics, Oregon
Oregon Department
Departmentof
St., POliland,
97232. 61
Portland, OR, 97232.
61
Alternatively, an attending physician
physician may
may write
write aa prescription
prescriptionfor
formedication
medicationunder
underthe
theOregon
Oregon
62
prescription may
may be
be written,
written, however,
however, only
onlyififthe
thepatient
patientconsents
consentsininwriting
writingtotothe
the
Act. 62 Such prescription
ofthe
thepurpose
purposeofofthe
the
physician contacting
contacting aa pharmacist
phannacist and
and informing
infonning the
thepharmacist
phannacistof
attending physician
prescription. 63
attending physician
physician must
must deliver
deliverthe
theprescription
prescriptiontotothe
thepharmacist
phannacist
63 Further, the attending
personally or
or by
by mail.
mai1. 64
phannacist may
may then
then dispense
dispense the
the medication
medicationto
to the
thepatient,
patient,the
the
personally
64 The pharmacist
or an
an expressly
expressly identified
identified agent
agent of
ofthe
thepatient,
patient, who
whomay
maybe
bethe
theattending
attending
attending physician, or
65
physician. 65
an agent
agent of
ofthe
the patient
patientisis to
to pick
pickup
upthe
theprescription,
prescription,the
the
We recommend that, ififan
attending physician identify such
such agent
agent in
in writing
writing for
for the
the pharmacist.
phannacist.
Three documents must
must be
be filed
filed with
with the
the State
State Registrar,
Registrar, Center
Centerfor
forHealth
HealthStatistics,
Statistics,Oregon
Oregon
of Human Services, 800
800 NE
NE Oregon
Oregon St.,
St., Portland,
Portland, OR,
OR, 97232
97232atatthe
thetime
timeaa
Department of
is written: the "Attending
"Attending Physician
PhysicianReport
Reportand
andMedical
MedicalRecord
RecordDocumentation,"
Documentation,"a a
prescription is
of the patient's
patient's written
writtenrequest
requestfor
formedication
medicationunder
underthe
theOregon
OregonAct,
Act,and
anda acopy
copyofofthe
the
copy of
physician's report
report (see
(see Appendix
Appendix B,
B,
consulting physician's
of completing the Department of
of Human Services'
Services' reporting
reporting
). 66
66 In lieu of
fonn, the attending physician
physician may
may check
check aa box
box at
at the
the beginning
beginningof
ofthe
theform
fonnindicating
indicatingthat
that
form,
ofHuman
Human
will be
be made
made available
available for
for review
review by
bythe
theDepartment
Departmentof
relevant medical records will
67
Services.
patient'swritten
writtenauthorization
authorizationfor
forsuch
suchreview
reviewshould
shouldbe
beobtained
obtainedbefore
beforethe
the
Services. 67 The patient's
physician indicates that
that the
the patient's
patient'smedical
medicalrecords
recordswill
willbe
bemade
madeavailable.
available.
attending physician
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Conscientious Practice
Practice
Conscientious
The
provider may
may not
not be
be required
required under
under contract
contract or
or
The Oregon Act makes clear that a health care provider
otherwise to participate in
otherwise
in activities
activities authorized
authorizedby
bythe
theOregon
OregonAct.
Act. 68
68 In order to avoid
unknowing participation, the Oregon Act requires that,
that, with
with the
the patient's
patient'swritten
writtenconsent,
consent,the
the
of the purpose of
ofaa prescription
prescription written
writtenpursuant
pursuantto
to the
the
attending physician notify the pharmacist
phannacist of
69
Oregon
regon Act. 69
O
The
health care provider
provider from
from disciplining
disciplining or
or penalizing
penalizing "a
"aperson"
person"
The Oregon Act also prohibits a health
indicates that
that this
this provision
provision
who participates or refuses
refuses to
to participate.
participate. 70
79 Use of the term "person" indicates
is
as health
health care
care providers.
providers. Although
Althoughthe
the Oregon
OregonAct
Actdoes
does
is intended to protect laypersons as well as
not expressly mention employees or
or applicants
applicants for
for employment,
employment, itit isis likely
likelythey
theyalso
also are
are
protected by the Oregon
Oregon Act.
Act.
Health care facilities and providers, particularly
patiicularly those
those in
in the
the public
public sector,
sector, must
mustbe
be aware
awareof
of
constitutional and statutory restrictions on
on employment
employment policies.
policies. Given
Given potential
potentialpolitical
politicalor
or
religious objections to the
the Oregon
Oregon Act,
Act, employment
employment criteria
criteria which
whichpenalize
penalizeprotected
protectedclasses
classesor
or
speech on this basis may give rise to civil
civil rights
rights liabilities.
liabilities. Providers
Providers should
shouldconsult
consultwith
withcounsel
counsel
of
before making preemployment inquiries
inquiries or
or adverse
adverse employment
employment decisions
decisions on
onthe
thebasis
basisof
employee views on the Oregon Act. Employers
Employers should
should make
make reasonable
reasonable accommodations
accommodationstotothe
the
religious or sincerely held moral
ofemployees.
employees. The
The substantial
substantiallegal
legalexpense
expenseof
of
moral beliefs
beliefs of
defending a civil rights claim
claim is
is often
often uninsurable.
uninsurable.

Confidentiality and
and Privacy
N either the
the Oregon
Oregon Act
Act nor
nor any
any other
other Oregon
Oregonstatute
statutemakes
makes special
specialprovision
provisionfor
forthe
the
Neither
of requests for
for medication
medication under
under the
the Oregon
OregonAct.
Act. However,
However,physician-patient
physician-patient
confidentiality of
including those
those concerning
concerning the
the Oregon
Oregon Act,
Act, are
areconfidential
confidentialunder
understate
statelaw
law
communications, including
and federal administrative rules governing
governing patient
patient privacy.
privacy.71
federal law
71 While state and federal
ofpatient
patient information
infonnationbetween
betweenproviders
providersfor
fortreatment
treatment
pennit the communication
communication of
generally permit
purposes,
72 the best practice under
purposes,n
under the
the Oregon
Oregon Act
Act isis to
to seek
seek the
the patient's
patient'sconsent
consenttotodisclosure
disclosureofof
for medication
medication before
before that
that information
infonnationisis provided
providedto
toanyone,
anyone,save
savefor
forthe
the
his/her request for
infonnation necessarily provided
provided to
to the
the consulting
consulting physician
physicianunder
underthe
theOregon
OregonAct.
Act.IfIfthe
the
information
to persons
personsoutside
outsidethe
thecare
careteam
teamwithout
withoutthe
the
discloses patient
patient infoimation
infonnationto
attending physician discloses
of
the
patient's
patient's
consent,
then
he/she
may
be
exposed
to
civil
liability
for
invasion
patient's consent, then he/she may be exposed to civil liability for invasion of the patient's
ofconfidentiality.
confidentiality. 73
73 Ethical considerations may require
require the
the attending
attending
and breach
breach of
privacy and
physician
physician to
to obtain
obtain patient
patient consent.
consent.
othermembers
membersofofthe
thecare
careteam
teamisisalso
also
patient's consent
consenttotodisclose
discloseinformation
informationtotoother
Seeking the patient's
quality care.
care. Providers
Providers not
not informed
infonned of
ofthe
the patient's
patient'srequest
requestmay
maycomplicate
complicateoror
important for quality
patient'swishes.
wishes.The
Theprudent
prudentattending
attendingphysician
physicianwill
willdocument
documentefforts
efforts
interfere with a qualified patient's
seek the patient's
patient's consent
consent and
and the
the patient's
patient'sresponse.
response.
to seek
thepatient's
patient'srequest.
request.
The Oregon
Oregon Act
Act creates
creates no
no legal
legal obligation
obligationor
orprivilege
privilegetotoinform
informothers
othersofofthe
The
If the
the patient
patient refuses
refuses to
to consent
consentto
to information-sharing
infonnation-sharingwith
withother
otherproviders,
providers,ororrequests
requests
If
thepatient's
patient'swishes
wishesand
andmust
must
then the
the attending
attending physician
physicianshould
should accede
accedetotothe
nondisclosure, then
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document any restriction to which he/she has agreed. 74
document
74 The
The attending physician may still disclose
the
request for
for medication
medication to
to persons
persons supervised,
supervised,directly
directlyor
orindirectly,
indirectly,by
bythe
theattending
attending
the patient's request
physician. 7s
7 While
physician.
right to privacy and confidentiality
confidentiality may
may conflict with the right
light of
of
While the patient's right
other providers
providers to
to "opt out" of
other
of participation,
participation, 50
primary legal
legal duty is
is to
5° the
the attending physician's primary
the
ethical duties
duties to
to other
otherproviders
providersare
arediscussed
discussedininChapter
Chapter8,8,
the patient.
patient. The attending physician's
physician's ethical

Employees may have privacy interests in information
information regarding
regarding their
their participation
participationin
inactivities
activities
authorized by the Oregon Act. Such information
information is
is unquestionably
unquestionably sensitive
sensitive and
and should
should not
notbe
be
disclosed
employee's consent.
consent.Providers
Providersshould
shouldtake
takereasonable
reasonable
disclosed to
to third parties without the employee's
precautions to prevent the
the inadvertent
inadvertent disclosure
disclosure of
ofinformation
information concerning
concerningemployee
employee
participation.

Contracts and Credentials
While the general rule is that health care
care providers
providers may
may not
not be
be penalized
penalized for
forparticipating,
participating,or
or
refusing to participate, in
in activity authorized
authorized by
by the
the Oregon
Oregon Act,
Act, aa health
healthcare
careprovider
providermay
may
prohibit other health care
care providers from
from participation
participation on
on its
its premises
premises or
orwithin
withinthe
thecourse
courseand
and
scope of an employment or contract relationship. A
A "health
"health care
care provider"
provider"includes
includespharmacists
pharmacists
and
and "health care facilities."
facilities.,,76
long-term care
care facilities
facilities are
are generally
generallythought
thought to
to be
be
76 Hospitals and long-term
included in the term "health care facility."
included
facility.,,77
77
"Participation"
means acting
acting as
as an
an attending
attending or
orconsulting
consultingphysician
physicianor
oraapsychiatric
psychiatricoror
"Participation" means
psychological consultant. 7S
information about
about the
the Oregon
Oregon Act
Act at
at the
the request
request
78 However, providing information
of a patient or
or referring
referring aa patient
patient to
to aa physician
physician willing
willingto
to provide
provideassistance
assistanceunder
underthe
theOregon
Oregon
of
Act is not considered "participation"
"participation" which
whichmay
maybe
beprohibited
prohibitedor
orsanctioned.
sanctioned. 79
of pharmacists
pharmacists and
and health
health care
care facilities
facilities are
are not
notincluded
includedwithin
withinthe
thedefinition
definitionof
of
The activities of
"participation"
in ORS
ORS 127.800
127.800 to
to 127.897.
127.897. ItItappears
appearstherefore
thereforethat
thatthese
thesetwo
twocategories
categoriesofof
"participation" in
providers are
are not
not subject
subject to
to prohibitions
prohibitionsagainst
againstparticipation
participationand
andmay
maynot
notbe
be
health care providers
doing so.
so. Nonetheless,
Nonetheless, the
the Task
Task Force
Force strongly
stronglyendorses
endorsesrespect
respectfor
forthe
thevalues
valuesof
of
sanctioned for doing
providers objecting
objecting to
to participation
participationon
ontheir
theirpremises
premisesor
orby
byemployees
employeesororcontractors
contractors
health care providers
acting within the
the course
course and
and scope
scope of
oftheir
their employment
employmentor
orengagement.
engagement.
provider can
can enforce
enforce aa policy
policyagainst
againstparticipation
participationonly
onlyififitithas
hasprovided
providedadvance
advance
A health care provider
of its policy in a separate written statement."
statement. soProviders
Providersaccused
accusedof
ofviolating
violatingsuch
suchaapolicy
policy
notice of
whatever "due
"due process"
process"would
wouldotherwise
otherwisebe
beavailable
availabletotothem
thembefore
beforesanctions
sanctions
must be afforded whatever
·
d.81
81
may be
Impose
be imposed.
Potential sanctions
sanctions vary
vary with
with the
the context:
context: Medical
Medicalstaff
staffprivileges
privilegesor
ormembership
membershipmay
maybe
be
Potential
82
for participation
participation on
on the
the prohibiting
prohibitingprovider's
provider'spremises.
premises.62 However,
However, participation
participation
terminated for
physician's or
or other
other provider's
provider'sprivate
privatemedical
medicaloffice
officemay
maynot
notbe
be
occurring solely within aa physician's
discipline, even
even ififon
on the
the premises
premises of
ofthe
theprohibiting
prohibitingprovider.
provider. 83 Moreover, medical
medical
grounds for discipline,
staff discipline
discipline under
under the
the Oregon
Oregon Act
Act isis not
notreportable
reportabletotothe
theOregon
OregonMedical
MedicalBoard
Boardand
and
staff
violation of
offacility
facility policy
policy on
onthis
this point
pointmay
maynot
notbe
bethe
thesole
solegrounds
groundsfor
foraareport
reportofof
violation
84
unprofessional
unprofessional or
or dishonorable
dishonorable conduct
conductto
tothe
theBoard.
Board.84 A
A prohibiting
prohibiting provider
providermay
may terminate
terminate
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leases
activity on
on its
its premises.
premises. 8585
leases and
and other property arrangements to sanction prohibited activity
Contracts with employees and independent contractors may be terminated for participation
Contractswithemploye sandindep ndeon
ntcontractorsmaybet rminatedfor
orparticpationonor
off
if that participation occurs within the course and scope of
off aa prohibiting
prohibiting provider's
provider's premises if
of
the
engagement. l%However,
However,employees
employeesand
andindependent
independent
the participant's
participant's employment or engagement."
oftheir
their
contractors may not be sanctioned for participation outside the
the course
course and
and scope
scope of
employment or engagement. 87
87
The enforceability and interpretation of
of certain
certain contract
contract provisions
provisions may
may be
be complicated
complicatedor
orcalled
called
into question by the Oregon Act. If
into
If a health
health care
care provider
provider is
is in
in doubt
doubt about
about contractual
contractual
Oregon Act,
Act, then
then competent
competent legal
legal advice
advice should
shouldbe
be
obligations and rights with respect to the Oregon
sought.
Contracts with health care
care plans
plans or
orother
otherproviders
providersoften
oftencontain
containaapromise
promisetotoinderrmify
indemnifythe
the
other party. As a general
generalmle,
malpractice insurance
insurance does
does not
not cover
coverindemnity
indemnityfor
for
rule, however, malpractice
professional liabilities other than those
those arising
arising from
from the
the professional's
professional'sown
ownfault.
fault.Providers
Providers
to conduct
conduct
should not agree to indemnify health plans or
or other
other providers
providers for
for damages
damages relating
relatingto
under the Oregon Act without
without first
first confirming
confirming insurance
insurance coverage
coverage of
ofsuch
suchliabilities
liabilitiesby
bytheir
their
malpractice carrier. Consultation
Consultation with
with an
an attorney
attorney or
or malpractice
malpractice insurance
insurancecarrier
carrierisisadvised
advisedtoto
if such liabilities will
determine if
will be
be covered.
covered. The
The attending
attending physician
physician should
shoulddocument
documentboth
both
inquiries and responses on
on this
this issue.
issue.
ofliability
liability from
from aapatient
patientfor
forcare
carewhich
whichfalls
fallsbelow
below
A provider may not lawfully obtain
obtain aa release
release of
of care or which is
is intentionally
intentionally injurious.
injurious. Such
Such aa release
releaseisis void
voidas
asagainst
againstpublic
public
the standard of
policy. Providers may not
not condition
condition participation
participation under
under the
the Oregon
OregonAct
Acton
onthe
thepatient
patientproviding
providing
a release from liability. Serious
Serious licensure
licensure and
and ethical
ethical violations
violations may
mayalso
also arise
arisefrom
froman
anattempt
attempttoto
obtain such aa release.
release.

Civil and Criminal Immunities
Immunities
Providers enjoy civil
civil and
and criminal
criminal immunity
immunity for
for conduct
conductundertaken
undertakeninin"good
"goodfaith
faithcompliance"
compliance"
88
unclearwhat
what"good
"goodfaith"
faith"means
meansininthis
thiscontext,
context,ororwhether
whether
Act. ItItisisunclear
with the Oregon Act."
in good
good faith
faith isis insufficient
insufficient for
for immunity.
immunity. In
Inany
anyevent,
event,scrupulous
scmpulous
compliance deemed not in
bythe
theOregon
OregonAct.
Act.
paid to
to the
the procedures
procedures and
anddocumentation
documentationdemanded
demandedby
attention should be paid
Act'srequirements,
requirements,no
nomatter
matterhow
howwell
wellintentioned,
intentioned,may
mayresult
resultininthe
the
Variation from the Oregon Act's
of immunity and the
the possibility
possibility of
ofreview
review by
by the
the Oregon
OregonMedical
MedicalBoard.
Board.
loss of
Oregon Act
Act grants
grants civil
civil and
and criminal
criminal immunity
immunityonly
onlyfor
forconduct
conductauthorized
authorizedby
bythe
theOregon
Oregon
The Oregon
89
Act.
Act.89
As with
with any
any other
other medical
medical service,
service, "good
"good faith"
faith" will
will not
not immunize
immunize the
the provider
provider against
against
As
ofpatient
patientcare,
care,including
includingthat
thatauthorized
authorizedby
bythe
the
civil liability for
for negligence
negligence in
in the
the delivery
deliveryof
or shield
shield the
the provider
providerfrom
from criminal
criminalpenalties
penaltiesfor
forintentional
intentionalwrongdoing.
wrongdoing.The
The
Oregon Act, or
of care
care for
for patients
patients receiving
receiving assistance
assistanceunder
underthe
theOregon
OregonAct
Actisisno
nolower
lowerthan
thanthat
that
standard of
applicable to any other patient.
patient."9o
Oregon Act
Act makes
makes itit aa Class
Class A
A felony
felonytotoexert
exert"undue
"undueinfluence"
influence"on
onthe
thepatient
patienttotorequest
request
The Oregon
medication
medication or
or to
to revoke
revoke aa rescission
rescissionof
ofsuch
suchaarequest.
request.9191 The
The term
term "undue
"undue influence"
influence" isis not
not
defined in
in the
the Oregon
Oregon Act.
Act. "Undue
"Undueinfluence"
influence"ininother
otherareas
areasofoflaw
lawdefies
defiesprecise
precisedefinition,
definition,
defined
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with
into account
account the
the totality
totality of
of
with the
the courts using a case-by-case approach that takes into
circumstances.
of guidance is particularly troubling given
given the
the arguable
arguable duty
duty of
of
circumstances. This lack of
physicians under the Informed Consent statute
statute to
to apprise
apprise terminally
terminally ill
ill patients
patients of
ofthe
option
the option
oftreatment
treatment or
or
legally
alternative courses
courses of
legally available under the Oregon Act when discussing alternative
palliative care. 92
9 "Thus,
palliative
Thus, while
while the
the possibility
possibility of
of criminal prosecution argues forcefully for
of undue influence
influence might
might be
be brought,
brought, including
including
avoiding any basis upon which a charge of
providing information regarding the Oregon Act, the
the failure
failure to
to discuss
discuss this
this legally
legally available
available
alternative may create malpractice exposure. While
While there
there is
is risk
risk in
in either
eithercourse
course of
ofaction
actionwe
we
recommend that discussions concerning the Oregon
Oregon Act
Act be
be initiated
initiated by
by patients.
patients.

Guidelines
15.1
administrator of
of the
the practice
practice group
group or
or health
health
15.1 The
The Task
Task Force recommends contacting the administrator
plan to determine what legal
legal or
or other
other resources
resources are
are available
available in
inevaluating
evaluatingthe
thedecision
decisiontoto
participate in conduct authorized by the
the Oregon
Oregon Act.
Act.
ofthe
the groups
groups and
and
15.2
policies, and
and bylaws
bylaws of
15.2 A health care provider needs to review contracts, policies,
organizations with which
which he/she is
is currently
currently affiliated.
affiliated.
15.3 Groups, clinics, or insurance representatives should
should consult
consult in
in advance
advance and
and in
in writing
writingwith
with
to determine
determine ififthey
they will
will confirm
confirmin
inwriting
writingthat
thatcoverage
coveragefor
for
their malpractice insurance carriers
carriers to
damages and the costs of
ofaa defense
defense in
in aa suit
suit arising
arising from
from the
the Oregon
OregonAct
Actare
areavailable.
available.
15.4 It is advisable to determine in advance whether
whether colleagues
colleagues and
and employees,
employees, including
includingallied
allied
participate.
staff, intend
intend to
to exercise
exercise their
theirright
rightnot
nottotoparticipate.
importantto
to document
documentthe
the
15.5 Whether or not a health care provider
provider chooses
chooses to
to participate,
participate, itit isis important
ofpatient
patient requests
requests for
for assistance
assistanceunder
underthe
theOregon
OregonAct
Actand
andthe
theprovider's
provider's
date and circumstances of
to respond
respondpromptly
promptlytotothe
the
inquiry into the reasons for
for the
the request.
request. The
The attending
attending physician
physicianneeds
needsto
patient's
patient's request
requestand
anddocument
documenthis/her
his/herresponse.
response.
15.6 The attending physician who declines
declines to
to participate
participate in
in the
the provision
provisionof
ofaaprescription
prescriptionunder
under
ofinformation
information
Act should
should promptly
promptly provide
provide the
the patient
patientwith
withaareferral
referralor
oraasource
sourceof
the Oregon Act
providers and
and document
document the
the referral
referral or
orresource
resourceprovided.
provided.
about participating providers
on
15.7 The Task Force recommends that
that health
health care
care providers
providers establish
establishand
anddocument
documentearly
earlyon
who is
is the "attending
"attending physician;"
physician;" i.e., the physician primarily
primarily responsible
responsible for
for the
the care
care of
ofthe
the
ofthe
the patient's
patient'sterminal
terminaldisease.
disease.The
Theattending
attendingphysician
physicianisisthe
theonly
only
and treatment
treatment of
patient and
responsible
physician who
who may
may dispense
dispense or
orprescribe
prescribemedication
medicationunder
underthe
theOregon
OregonAct,
Act,and
andisisresponsible
physician
ensuring compliance
compliance with
with the
the Oregon
Oregon Act's
Act'srequirements
requirementsby
bythe
theother
otherhealth
healthcare
careproviders
providers
for ensuring
involved.
physician needs
needs to
to determine
determine first
first whether
whetherthe
thepatient
patientisis18
18years
yearsofofage
ageand
andan
an
15.8 An attending physician
of
residency,
such
as
an
Oregon's
driver's
license,
voter
Oregon
resident.
Documentary
proof
Oregon resident. Documentary proof of
such as an Oregon's driver's license, voter
ofproperty
propertyinterests
interestsininOregon,
Oregon,should
shouldbe
beobtained
obtainedfrom
from
registration, recent
recent tax
tax return,
return, or
orrecords
records of
registration,
patient and
and copies
copies filed
filed in
inthe
the medical
medicalrecord.
record.
the patient
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15.9
desiring a
15.9 The
The Task
Task Force
Force recommends
recommends mental health consultation for any person desiring
prescription
Mental health
health counseling
counseling is
is especially
especially recommended
recommended for
for
prescription under the
the Oregon Act.
Act. Mental
patients
(A psychosocial
psychosocial evaluation
evaluation by
by aa social
social worker
worker is
is
patients who
who are
are not
not enrolled
enrolled in
in hospice.
hospice. (A
standard practice for patients enrolled
standard
enrolled in
in hospice).
hospice).
15.10
diagnosis, prognosis,
prognosis, and
and volition
volitionshould
shouldbe
be resolved
resolved
15.10 Doubts
Doubts concerning
concerning the
the patient's diagnosis,
against provision of
of medication.
15.11
patient's initial
initial oral
oral request
requestand
andthe
thewriting
writingof
ofaa
15.11 The
The shortest time permitted between the patient's
prescription is 15
15 days.
15.12
wlitten request.
request. The
The statutory
statutory
15.12 The
The statutory
statutory form,
form, without changes, should be used for the written
form specifies the qualifications
of
witnesses.
qualifications of witnesses.
15.13
under the Oregon
Oregon Act
Act must
must be
be made
made at
at least
least 48
48 hours
hours
15.13 The
The written request for a prescription under
in advance of
of the prescription. The written
written request
request should
should be
be made
made only
onlyafter
afterthe
theconsulting
consulting
ofthe
thepatient's
patient'sprognosis,
prognosis,
physician has examined the patient
patient and
and provided
provided medical
medical confirmation
confirmation of
capability, and informed decision.
15.14 Medication may be dispensed directly by
by the
the attending
attending physician
physician to
to the
the patient
patient only
onlyififthe
the
physician is registered as a dispensing
dispensing physician
physician with
with the
the Oregon
OregonMedical
MedicalBoard
Boardand
andthe
theDrug
Drug
Enforcement Administration. The
The medication
medication must
must be
be properly
properly recorded
recordedin
inthe
theattending
attending
physician's
controlled substances
substances log
logand
andprovided
providedininaacontainer
containerproperly
properlylabeled
labeledand,
and,unless
unless
physician's controlled
otherwise requested by the patient, compliant
compliant with
with federal
federal container
containerrequirements.
requirements. When
Whenthe
the
medication is dispensed, the
the attending
attending physician
physician must
must supply
supplythe
the State
StateRegistrar,
Registrar,Center
Centerfor
for
ofHuman
Human Services,
Services, 800
800 NE
NEOregon
OregonSt.,
St.,Portland,
Portland,OR
OR
Health Statistics, Oregon Department
Department of
97232, with a copy of the log order and the physician's
phone number
number and
and the
the total
total amount
amount of
of
physician's phone
medication dispensed.
dispensed.
ofdirect
direct
15.14a A prescription for
for medication
medication may
may be
be written
writtenby
bythe
the attending
attendingphysician
physicianininlieu
lieuof
disclosethe
thepurpose
purposeofofthe
theprescription
prescriptiontoto
patient'swritten
writtenconsent
consenttotodisclose
dispensing. However, the patient's
be obtained.
obtained. After
After obtaining
obtaining the
the patient's
patient'swritten
writtenconsent,
consent,the
thephysician
physician
the pharmacist must first be
ofthe
the intended
intended purpose
purposeof
ofthe
theprescription
prescriptionand
anddeliver
deliverthe
the
the pharmacist
pharmacist of
must notify the
prescription personally
personally or
or by
by mail.
mail. The
The medication
medicationmay
maybe
bedispensed
dispensedby
bythe
thepharmacist
pharmacisttotothe
the
prescription
ofthe
thepatient.
patient. IfIfthe
themedication
medicationisistotobe
be
attending physician, the
the patient,
patient, or
or aa specified
specified agent
agentof
to aa specified
specified agent
agent of
ofthe
the patient,
patient, then
thensuch
suchagent
agentshould
shouldbe
beidentified
identifiedby
bythe
the
dispensed to
physician
physician to
to the
the pharmacist
pharmacist in
in writing.
writing.
15.15 When medication is either dispensed
dispensed or
or prescribed,
prescribed, the
the attending
attending physician
physicianmust
mustfile
filethe
the
"Attending Physician
Physician Report and
and Medical
Medical Record
Record Documentation"
Documentation" and
and aa copy
copy of
ofthe
the patient's
patient's
"Attending
written request
request for
for assistance
assistance under
under the
the Oregon
OregonAct.
Act. These
Theseare
arefiled
filedwith
withthe
theState
StateRegistrar,
Registrar,
written
Center for
for Health
Health Statistics,
Statistics, Oregon
Oregon Department
Departmentof
ofHuman
HumanServices,
Services,800
800NE
NEOregon
OregonSt.,
St.,
Center
OR 97232.
97232. See
See the
the Oregon
Oregon Department
Departmentof
ofHuman
HumanServices
Serviceswebsite
websitefor
for LU,Uf"'''''_'
Portland, OR
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15.16In
In lieu
lieu of
of completing
completing the
the Oregon
Oregon Department
Department of Human Service's
15.16
Service's reporting
reporting form,
form, the
the
attending physician may check a box at the beginning of
of the form
form indicating
indicating that
that relevant
relevant
attending
medical records
Oregon Department
Department of
ofHuman
Human Service.
Service.
records will be made available for review by the Oregon
should be
be
15.17
15.17 The
The presence
presence of
of other
other persons
persons at the time oral or written requests are made should
documented.
15.18
in any manner
manner regardless
regardless
15.18 The
The patient
patient may
may rescind
rescind a request for a prescription at any time in
of his/her mental state. A protocol should be established
established by
by the
the health
health care
care provider
providerfor
for
immediately reporting a rescission to the attending physician.
physician.
of his/her
his/her right
right to
to rescind
rescind the
the request
request at
at
15.19
15.19 The
The attending
attending physician should inform the patient of
the same time information is provided for the patient's
patient'sinformed
informeddecision.
decision.ItItisisimportant
importanttoto
document this communication.

15.20 The
The attending physician must offer the patient the opportunity
15.20
opportunity to
to rescind
rescind at
at the
the time
time of
ofthe
the
second oral request. The offer to rescind and
the
patient's
response
must
be
carefully
and
patient's response must be carefully
of other
other persons
persons at
at the
the time
time the
the offer
offer to
to rescind
rescindisis made
madeisis
documented. The presence of
recommended and should be documented.
documented.
15.21
that the
the patient
patient notify
notity the
the patient's
patient'snext
nextofofkin
kinofof
15.21 The attending physician must recommend that
the request, but the attending
attending physician
physician may
may not
not deny
deny assistance
assistance under
underthe
theOregon
OregonAct
Acton
onthe
the
patient's refusal
refusal or
orinability
inabilitytotonotify
notitynext
nextof
ofkin.
kin.The
Theattending
attendingphysician
physicianshould
should
basis of the patient's
to the
thepatient.
patient.
document the recommendation
recommendationto
15.22 An "informed decision"
decision" by
by the
the patient
patient requires
requires that
thatthe
thepatient
patientbe
befully
fullyinformed
informedof
ofthe
the
ofwhether
whether aa detailed
detailed explanation
explanationisisrequested.
requested.
specified information regardless of
15.23 The Oregon Act
Act requires
requires specific
specific information
informationtotobe
beconveyed
conveyedtotothe
thepatient:
patient:

a. His/her medical
medical diagnosis;
diagnosis;
b. His/her prognosis;
prognosis;
c. The potential
potential risks
risks associated
associated with
with taking
taking the
themedication
medicationtotobe
beprescribed;
prescribed;
d. The probable
probable result
result of
oftaking
taking the
the medication
medicationto
to be
beprescribed,
prescribed,and
andthe
thepossibility
possibilitythat,
that,
although most deaths
deaths occur
occur within
within three
three hours,
hours, death
deathmay
maytake
takelonger;
longer;
e. The feasible
feasible alternatives,
alternatives, including,
including, but
butnot
notlimited
limitedto,
to, comfort
comfortcare,
care,hospice
hospicecare,
care,and
and
pain
pain control.
control.
"Procedures, Alternatives,
Alternatives, Risks,
Risks, and
and Questions"
Questions"(PARQ)
(PARQ)chart
chartnotation
notationisis
15.24 The standard "Procedures,
document an
an "informed
"informed decision"
decision"under
underthe
theOregon
OregonAct.
Act.The
Theprovision
provisionofof
insufficient to document
concerning Diagnosis,
Diagnosis, Prognosis,
Prognosis, Risks,
Risks, Results,
Results, and
andAlternatives
Alternatives(including
(including
information concerning
comfort
care,
hospice
care
and
pain
control)
should
be
documented.
comfort care, hospice care and pain control) should be documented.
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15.25
15.25Immediately
Immediately prior
prior to
to writing
writing the
the prescription
prescription or dispensing medication, the attending
physician must verify that the patient is making an informed
informed decision.
decision.
15.26
advance
15.26 We
We recommend
recommend that
that the
the attending physician encourage the patient to execute an advance
directive and document this advice
in
the
chart.
advice in the chart.

15.27 The
The patient
patient and
and family should be informed that if
15.27
if the attending physician
physician is
is not
not in
in
of death or called immediately
immediately thereafter,
thereafter, or
or ififemergency
emergency medical
medical
attendance
attendance at the time of
services
investigated by
by the
the Medical
Medical Examiner.
Examiner. The
The
services personnel are called in, the death may be investigated
attending physician should document the provision
attending
provision of
of this
this information.
information.
ofhaving
having another
another person
person present
presentwhen
when
15.27a
importance of
15.27a The patient must be counseled on the importance
the patient takes the medication, and of
of not
not taking
taking the
the medication
medication in
in aa public
public place.
place.
to consulting
consulting physicians
physicians who
who are
are
15.28
refer to
15.28 When
When possible,
possible, the attending physician should refer
specialists in the area called for by the patient's
patient'sterminal
terminaldisease,
disease,and
andavoid
avoidreferrals
referralsofofmanaged
managed
care patients to physicians with whom he/she has
has aa financial
financial relationship.
relationship.
15.29 The
only the
the examination
examination of
ofthe
the patient
patientbut
but the
the
The consulting physician should document not only
medical records,
records, confirm
confirm in
in writing
writing the
the patient's
patient'sdiagnosis
diagnosis and
and
examination of the patient's medical
prognosis, and verify the patient's
patient's capability,
capability,volition,
volition,and
andinformed
informeddecision.
decision.
15.30 If it has not already been done, the prudent
prudent consulting
consulting physician
physician will
will refer
referthe
the patient
patientto
toaa
ofthe
the patient's
patient'scapability
capabilityand
andthe
the
psychiatrist or psychologist
psychologist to
to obtain
obtain confirmation
confirmation of
voluntariness of
ofthe
the request.
request.
15.31
provide the
the information
information necessary
necessary to
to the
the patient's
patient's
15.31 The consulting physician should provide
informed decision.
15.32 The attending physician should obtain
obtain the
the patient's
patient'sauthorization
authorizationtotoshare
sharerelevant
relevant
patient's request
requestfor
formedication
medicationwith
withother
otherproviders
providerswith
withaaneed
needtoto
information regarding the patient's
for authorization
authorization to
to disclose,
disclose, and
and the
thepatient's
patient'sresponse,
response,should
shouldbebe
know. The request for
documented.
patient refuses
refuses to
to authorize
authorizeinformation-sharing
information-sharingwith
withother
otherproviders,
providers,ororrequests
requests
15.33 If
If the patient
then the
the attending
attending physician
physician should
shouldnot
notdisclose
disclosethe
thepatient's
patient'srequest
requestfor
for
nondisclosure, then
not supervised,
supervised, directly
directlyor
orindirectly,
indirectly,by
bythe
theattending
attendingphysician.
physician.IfIf
medication to anyone not
provided by
by means
means of
ofaa prescription,
prescription, however,
however,then
thenthe
theattending
attendingphysician
physicianmust
must
medication is provided
patient'swritten
writtenconsent
consenttotodisclose
disclosetotothe
thedispensing
dispensingpharmacist.
pharmacist.
obtain the patient's
orprospective
prospective employees
employeesfor
for
not discipline
discipline current
current or
15.34 Health care providers may not
participating or
or not
not participating
participating in
in conduct
conductauthorized
authorizedby
bythe
theOregon
OregonAct
Actand
andshould
shouldprotect
protect
participating
information concerning
concerning employee
employee participation.
participation.
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15.35
or adverse
15.35Providers
Providers should
should consult
consult with
with counsel before making preemployment inquiries or
of employee views on the
the Oregon
Oregon Act
Act and
and make
make aa reasonable
reasonable
employment
employment decisions on the basis of
effort to
to accommodate the religious or conscientious objections of
effort
ofemployees
employees to
to participation.
participation.
15.36
or otherwise limited
limited
15.36Medical
Medical staff
staff privileges
privileges and
and membership may be suspended, revoked, or
the basis
basis of participation on the premises of
of aa health
health care
care facility
facility that
that has
has provided
provided adequate
adequate
on the
advance notice of
such participation. Medical
Medical staff
staffdiscipline
discipline may
may not
notbe
be
of its policy forbidding such
imposed,
provider's private
private medical
medical
imposed, however,
however, for participation limited to
to a physician's or other provider's
office.
office.

15.37 Provider
Provider agreements may not require participation
15.37
participation in
in activities
activities authorized
authorized by
by the
the Oregon
Oregon
Act.
15.38 Providers
Providers should not agree to indemnify health plans or
or other
other providers
providers for
for damages
damages
15.38
relating to the Oregon Act without first
first confirming
confirming insurance
insurance coverage
coverage of
ofsuch
suchliabilities
liabilities by
bytheir
their
malpractice carrier.
15.39 Providers may not condition participation
15.39
participation on
on the
the patient
patient providing
providing aa release
release from
from liability.
liability.
15.40
adherence to
to the
the procedures
procedures and
and documentation
documentation
15.40 Civil and criminal immunity requires adherence
prescribed by the Oregon
Oregon Act. However,
However, good
good faith
faith compliance
compliancewith
withthe
theOregon
OregonAct
Actwill
willnot
not
orintentional
intentionalmisconduct.
misconduct. The
The
immunize providers from liability
liability for
for professional
professional negligence
negligence or
of care for treatment of
standard of
of patients under
under the
the Oregon
Oregon Act
Act isis no
no lower
lowerthan
thanthat
thatrequired
requiredfor
for
of other
other patients.
patients.
treatment of
revoke
15.41
influence over
over the
the patient's
patient'sdecision
decisiontotorequest
requestmedication
medicationorortotorevoke
15.41 Avoid exerting any influence
of such a request. Discussions
Discussions concerning
concerning the
theOregon
OregonAct
Actshould
shouldbe
beinitiated
initiatedby
by
a rescission of
patients.

References
References
1. ORS 127.800
127.800 - 127.897.
127.897. The
The Oregon
Oregon Death
Death with
with Dignity
DignityAct
Actisislinked
linkedinin

2.
ORS 127.880,
2.0RS
127.880, §§ 3.14.
3. See ORS 127.855,
127.855, §§ 3.09,
3.09, regarding
regarding mandatory
mandatory documentation
documentationin
inthe
themedical
medicalrecord.
record.
4. ORS 127.885(2),
127.885(2), §§ 4.01(2).
4.01(2).
5. See ORS 127.800(6),
127.800(6), §§ 1.01(6).
1.01(6).
6.
ORS 127.850,
6.0RS
127.850, §§ 3.08.
3.08.
7.
7.0RS
127.885(7), §§ 4.01(7);
4.01(7); ORS
ORS 127.890(3),
127.890(3),§§4.01(3).
4.01(3).
ORS 127.885(7),
8. See ORS 127.885(4),
127.885(4), §§4.01(4).
4.01(4).
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9. This
9.
of the Oregon
Oregon Act,
Act, e.g.,
e.g., ORS
ORS
This conclusion is
is fairly implied by numerous provisions of
127.815(1)(i) and
and (k),
(k), § 3.0\(1)(i)
3.01(1)(i) and
and (k);
(k); ORS
ORS 127.885(7), § 4.01(7); ORS
127.815(1)(i)
ORS 127.897,
127.897, §§6.01.
6.01.
10. ORS
10.
3.01(1)(k);
Oregon Act
Act actually
actually refers
refersonly
only
ORS 127.815(1)(k), § 3.01(1
)(k); 127.855(7), § 3.09(7). The Oregon
to
expressly mentioned. A
A fair
fair reading
reading of
ofthe
the
to the writing of a prescription; dispensing is not expressly
Oregon Act suggests the attending physician's
physician's oversight
oversightresponsibilities
responsibilitiesmust
mustbe
beattested
attestedtotoprior
prior
to dispensing or prescribing medication.
either to
11. ORS
ORS 127.805(1), §§ 2.01(1).
H.
2.01 (1).
12. ORS 127.815(I)(b),
12.
127.815(1)(b), §§ 3.01(I)(b).
3.01(1)(b).
13. ORS 127.815(1)(a), §§ 3.01(I)(a);
13.ORS
3.01(1)(a); ORS
ORS 127.820,
127.820, §§3.02.
3.02.
14. ORS 127.825, § 3.03.
14.
15, ORS 127.855(5), §§ 3.09(5).
15.
3.09(5).
16. ORS 127.815(1)(j),
127.815(1)(j), §§ 3.01(1)(j).
3.01(1)(j).
17. Lee ML, Nelson HD, Tilden
Tilden VP,
VP, et
et al.
al. Legalizing
Legalizing assisted
assisted suicide:
suicide: views
views of
ofphysicians
physiciansinin
Oregon. N Engl
J
Med.
1996;334:310-315.
Eng\ J
1996;334:310-315.

18. ORS 127.815(1)(a), §§ 3.01(1)(a);
18.0RS
3.01(l)(a); ORS
ORS 127.800(12),
127.800(12), §§ 1.01(12).
l.01(12).
19. ORS 127.815(I)(a)
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3.01(l)(a) and (d);
(d); ORS
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20. ORS 127.805(2),
\27.805(2), §§ 2.01(2).
2.01(2).
21. ORS 127.840,
127.840, §§ 3.06.
22.
ORS 127.850,
22.0RS
127.850, §§ 3.08.
3.08.
23. ORS 127.840,
127.840, §§ 3.06.
24.
ORS 127.855(1),
24.0RS
127.855(1), §§3.09(1).
3.09(1).
25. ORS 127.850,
127.850, §§ 3.08.
3.08.
26. ORS
ORS 127.815(1)(j),
127.815(1)(j), §§ 3.01(1)(j);
3.01(l)(j); ORS
ORS 127.855(2),
127.855(2),3.09(2).
26,
3.09(2).

27. ORS 127.897,
127.897, §§ 6.01.
6.0l.
28.
Id.
28.Id.
29.
Id.
29.Id.
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30.1d.
31. ORS
ORS 127.805(1),
127.805(1), § 2.01(1).
31.
32. ORS 127.897, § 6.01
6.01
32.0RS
33. ORS 127.845, § 3.07.
33.0RS
34. ORS 127.845,
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34.0RS
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35. ORS 127.855(6), § 3.09(6).
35.0RS
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37. Id.
37.1d.
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39.0RS
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3.01(1)(c).
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127.885(1), §§4.01(1).
4.01(1).
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ORS 127.897,
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44.
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46.
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47.
ORS 127.897,
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127.897, §§ 6.01.
6.01.
48.
ORS 127.815(1)(j)
48.0RS
127.815(1)0) and
and (k),
(k), §§3.01(1)(j)
3.01(l)(j) and
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49.
ORS 127.855(3)
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127.855(3) and
and (4),
(4), §§3.09(3)
3.09(3) and
and (4).
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50.
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127.815(1)(i), §§ 3.01(1)(i).
3.01(1)(i).
51,
51. ORS
ORS 127.800(4),
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1.01(4);ORS
ORS 127.820,
127.820,§§3.02.
3.02.
52.
52. ORS
ORS 127.800(8),
127.800(8), §§1.01(8).
1.01(8).
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53.
54. ORS 127.855(4), § 3.09(4).
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59. OAR 847-015-0015.
60. ORS 677.089.
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62.0RS
127.815(l)(L)(B), §§ 3.01(1)(L)(A).
3.01 (l)(L)(A).
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63.0RS
127.815(l)(L)(B)(i), §§3.01(1)(L)(B)(1).
3.01 (l)(L)(B)(i).
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333-009-0010(1)(a).
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68. ORS 127.885(4),
68.0RS
127.885(4), §§ 4.01(4).
4.01 (4).
69.
ORS 127.815(1)(L)(B)(1);
69.0RS
127.815(l)(L)(B)(i); §§3.01(1)(L)(B)(1).
3.0I(l)(L)(B)(i).
70.
ORS 127.885(2),
70.0RS
127.885(2), §§ 4.01(2).
4.0 1(2).
71.
71.45
160, 162,
162, and
and 164,
164, implementing
implementing the
the Health
HealthInsurance
InsurancePortability
Portabilityand
and
45 CFR. Parts 160,
Accountability
of 1996
1996 (HIPAA).
(HIP AA).
Accountability Act
Act of
72.
72.45
I 64.506(a). The
The HIPAA
HIPAA rules
rules also
also permit
permitthe
theprovider
providertotoobtain
obtainconsent
consentfor
for
45 CFR §§ 164.506(a).
disclosures related to
to treatment.
treatment. 45
45 CFR
CFR §§164.506(b).
164.506(b).
73. 45 USC §§
§§ 1320d-5
1320d-5 and
and 1320d-6.
1320d-6.
74.
45 CFR
74.45
CFR §§ 164.530(j).
164.530(j).
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164.522(a)(B)(iii).
76. ORS 127.885(2), §§ 4.01(2).
76.
77. ORS 127.800(6), § 1.01(6).
77.
1.01(6).
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79.
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ORS 127.885(5)(d)(A),
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4.01 (5)(d)(A).

82. ORS 127.885(5)(c), §§ 4.01(5)(c).
82.0RS
4.01(5)(c).
83. ORS 127.885(5)(b)(A), § 4.01(5)(b)(A).
83.0RS
84. Id.
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85. ORS 127.885(6), § 4.01(6).

86. ORS 127.885(5)(b)(B), §§ 4.01(5)(b)(B).
86.0RS
4.01 (5)(b)(B).
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127.885(5)(b)(C), §§ 4.01(5)(b)(C).
4.01(5)(b)(C).
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88.0RS
127.885(5)(d)(B)(iv), §§ 4.01(5)(d)(B)(iv).
4.01 (5)(d)(B)(iv).
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127.885(3), §§ 4.01(3).
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Class A
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carry aa maximum
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Oregon Death
Death with
withDignity
DignityAct
Act
Written:
March 2005,
2005, September
September 2007,
2007, December
December2008
2008
Written: February 1998; Revised: October 2004, March
The State of
through which
which laws
laws may
maybe
be adopted
adoptedby
byaa
of Oregon provides for an initiative process through
such an
an initiative,
initiative, Measure
Measure 16,
16, on
onNovember
November8,8,
vote of the people. Oregon voters approved such
1994,
Act." The
The statewide
statewide vote
vote was
was 51%
51 % in
in
1994, and
and thereby
thereby enacted
enacted the
the Oregon "Death with Dignity Act."
favor and 49% opposed.
Implementation of
of the Oregon Act was enjoined
enjoined on
on December
December 7,
7, 1994,
1994, one
one day
daybefore
before the
the
Oregon Act's effective
effective date,
date, by
by order
orderof
ofU.S.
U.S. District
DistrictJudge
JudgeMichael
MichaelHogan.
Hogan.On
OnAugust
August3,3,1995,
1995,
ofthe
Oregon Act,
Act, finding
finding that
thatititviolated
violated
Judge Hogan permanently enjoined implementation
implementation of
the Oregon
ofthe
Constitution. Lee
Lee v.
v. State
State of
ofOregon,
Oregon, 819
819 FF Supp
Supp1429
1429
the Equal Protection Clause of
the U.S. Constitution.
(D Or 1995). The permanent injunction
injunction was
was appealed
appealed to
to the
the Ninth
Ninth Circuit
CircuitCourt
Courtof
ofAppeals,
Appeals,
challenge
which ordered the injunction
injunction lifted,
lifted, deciding
deciding that
that the
the plaintiffs
plaintiffs lacked
lackedstanding
standingtotochallenge
of Oregon,
Oregon, 107
107 F3d
F3d 1382
1382 (9th
(9th Cir.
Cir. 1997).
1997). The
The plaintiffs'
plaintiffs' petition
petition for
for
Oregon's law.
law. Lee
Lee v. State
State of
review to the United States
States Supreme
Supreme Court
Court was
was denied
denied on
onOctober
October14,
14,1997.
1997.
On March 7, 1996,
1996, the Ninth
Ninth Circuit
Circuit issued
issued an
an 8-3
8-3 decision
decision in
in another
anothercase
casechallenging
challengingaa
bythe
the Oregon
OregonAct.
Act.Compassion
Compassioninin
Washington State statute
statute criminalizing
criminalizing conduct
conduct authorized
authorized by
of Washington, 79
79 F3d
F3d 790
790 (9th
(9th cir
cir 1996).
1996). The
The Ninth
NinthCircuit
Circuitoverturned
overturnedthe
the
Dying v. State of
Washington criminal
criminal statute
statute and
and found
found aa constitutional
constitutionalright
rightto
to such
suchconduct
conductininthe
theDue
DueProcess
Process
of the U.S. Constitution. The
The court's
court'sopinion
opiniontook
tookthe
theunusual
unusualstep
stepofofcriticizing
criticizingJudge
Judge
Clause of
ofan
anentirely
entirelyseparate
separateappeal,
appeal,and
andexpressly
expresslyapproved
approvedthe
the
Hogan's decision,
decision, the
the subject
subjectof
Hogan's
safeguards contained in
in the
the Oregon
Oregon Act.
Act.
1996, the
the federal
federal Second
Second Circuit
CircuitCourt
Courtof
ofAppeals
Appealsheld
heldthat
thataaNew
NewYork
Yorkcriminal
criminal
On April 2, 1996,
to Washington
Washington State
State law
law was
was unconstitutional
unconstitutionalas
asapplied
appliedtotoaaterminally
terminally
statute nearly identical to
in the final
final stages
stages of
ofillness.
illness. Quill
Quill v.
v. Vacco,
Vacco, 80
80 F3d
F3d716
716(2d
(2dCir.
Cir.1996).
1996).
ill, competent adult in
Circuit in
in Compassion
Compassion in
in Dying,
Dying, the
the Quill
Quillcourt
courtfound
foundno
nodue
dueprocess
processinterest
interest
Unlike the Ninth Circuit
by the
the Oregon
Oregon Act.
Act. Instead,
Instead, the
the Second
SecondCircuit
Circuitconcluded
concludedthat
thatNew
NewYork's
York's
in conduct authorized by
equal protection
protection of
ofthe
the law
law to
to competent,
competent, terminally
telminallyill
illpersons.
persons.The
Thecourt
courtfound
foundthe
the
laws denied equal
law's distinction
distinction between
between the
theright
righttotorefuse
refuseor
ortotowithdraw
withdrawlife-sustaining
life-sustainingtreatment
treatmentand
andthe
the
law's
of a physician
physician to
to be
be irrational.
irrational. Moreover,
Moreover, the
thecourt
courtfound
foundno
nolegitimate
legitimatestate
stateinterest
interestinin
assistance of
preserving life
life in
in the
the final
final stages
stages of
ofaa terminal
terminal illness.
illness.
On June 26,
26, 1997,
1997, the
the U.S.
U.S. Supreme
Supreme Court
Courtoverturned
overturnedboth
boththe
theSecond
Secondand
andNinth
NinthCircuit
Circuit
On
Washington v.
v. Glucksberg,
Glucksberg, No.
No. 96-110,
96-110, and
andVacco
Vaccov.v.Quill,
Quill,No.
No.95-1858.
95-1858.Glucksberg
Glucksberg
decisions: Washington
is no
no constitutional
constitutionalright
rightto
to conduct
conductauthorized
authorizedby
bythe
theOregon
OregonAct
Actunder
underthe
theDue
Due
that there
there is
held that
ofpatient
patientautonomy
autonomyand
andrejected
rejectedarguments
argumentsfor
for
Clause. The
The Court
Court emphasized
emphasizedthe
thelimits
limitsof
Process Clause.
constitutional interest
interest in
in all
all decisions
decisions implicating
implicatingintimate
intimateor
ordeeply
deeplypersonal
personalconcerns.
concerns.Quill
Quill
a constitutional
illpatients
patientsare
arenot
notdenied
deniedequal
equalprotection
protectionofofthe
thelaw
lawwhen
when
held that
that competent,
competent, terminally
terminallyill
held
physician assistance
assistance isis prohibited
prohibitedby
bystate
statelaw
lawbut
butthe
thewithdrawal
withdrawalororrefusal
refusalofoflife-sustaining
physician
life-sustaining
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treatment is permitted. The Court endorsed professional
professional and
and legal
legal distinctions
distinctions between
between
oflife
suppoli or
orthe
the "double
"doubleeffect"
effect"ofofaggressive
aggressive
"physician-assisted suicide" and
and withdrawal
withdrawal of
life support
palliative care. Although these
these cases addressed
addressed state
state laws
laws criminalizing
criminalizing conduct
conductauthorized
authorizedby
by
the Oregon Act, the general approach of
of the
the court
court suggests
suggests that
that itit will
will view
view state
statelaws
laws such
suchas
as
Oregon's Act,
Act, as
as presenting
presenting primarily
primarily political,
political, rather
ratherthan
thanconstitutional,
constitutional,issues.
issues.
The 1997 Oregon Legislature enacted
enacted HB 2954,
2954, which
which referred
referred repeal
repeal of
ofthe
the Oregon
OregonAct
Actto
to
Oregon voters. The repeal effort was defeated on
on November
November 4,
4, 1997,
1997, by
by aa 60%
60% to
to 40%
40% margin.
margin.
The 1999 Oregon Legislature enacted
enacted SB
SB 491,
491, which
which amended
amended the
the Oregon
OregonAct
Acteffective
effectiveJune
June30,
30,
1999.
the 1999
1999 amendments:
amendments:
1999. Among other changes, the

a. strengthened the ability of
a.
of health care facilities to
to prohibit
prohibit conduct
conduct authorized
authorized
ofmedical
medical
by the Oregon Act on their premises, while
while also
also providing
providing that
that loss
loss of
staff privileges or membership for violating such
such prohibition
prohibition was
was not
not reportable
reportable to
to
the Oregon Medical Board;
Board;
b. required that physicians either dispense medication
medication under
under the
the Oregon
Oregon Act
Act
if properly registered as aa dispensing
dispensing physician
physician with
with the
the Oregon
Oregon
themselves, if
Medical
consent to inform
inform the
the pharmacist of
of
Medical Board, or obtain
obtain the patient's written consent
the purpose of
of the medication
medication and
and deliver
deliver the
the prescription
prescription personally
personallyor
orby
bymail
mailto
to
the pharmacist;

c. clarified the definitions of
of residency
residency and
and medical
medical decision-making
decision-making capability;
capability;
and
d. authorized a claim by governmental entities
entities against
against aa deceased's
deceased'sestate
estatefor
for
costs resulting from a person hastening
hastening death
death under
under the
the Oregon
OregonAct
Actin
inaapublic
public
place.
allowedtoto
6,2001,
Attorney General
General John
John Ashcroft
Ashcroft issued
issuedan
anopinion
opinionthat,
that,ififallowed
On November 6,
2001, U.S. Attorney
prohibited the
the use
use of
ofcontrolled
controlled substances
substancesunder
underthe
theOregon
OregonDeath
Deathwith
with
take effect, would have prohibited
General Ashcroft's
Ashcroft'sopinion
opinioninterpreted
interpretedthe
theControlled
ControlledSubstances
SubstancesAct
Acttoto
Dignity Act. Attorney General
controlled substances
substances could
could not
not be
be used
used with
with the
theintent
intentof
ofhastening
hasteningdeath.
death.The
The
the effect that controlled
Task Force's
Force's concern
concern was
was that
that the
the Attorney
Attorney General's
General'sruling
rulingmay
mayhave
havehad
hadunintended
unintended
pain.
resulting in
in the
the under-treatment
under-treatmentofofpain.
consequences resulting
some Oregon
Oregon physicians
physicians reported
reported that
thatphysicians
physiciansoften
oftenunder-prescribe
under-prescribe
In a statewide survey, some
pain control medication
medication for
for those
those who
who are
are dying.
dying. One
One of
ofthe
the reasons
reasonsreported
reportedfor
forthis
thisunderunderis fear
fear of
ofinvestigation
investigation by
by the
the Drug
DrugEnforcement
EnforcementAdministration
Administration(DEA).
(DEA).Under
Underthe
the
prescribing is
General's ruling
rulingposition,
position,the
theDEA
DEAcould
couldhave
haveinvestigated
investigatedphysicians
physicianswho
whoprescribed
prescribed
Attorney General's
substances under
under the
the Oregon
Oregon Act.
Act.
controlled substances
17, 2002, U.S.
U. S. District
District Judge
Judge Robert
Robert Jones
Jones issued
issuedaapermanent
permanentinjunction
injunctionagainst
against
On April 17,
Ashcroft'sorder,
order,leaving
leavinglegal
legalpractices
practicesunder
underthe
theOregon
OregonAct
Act(with
(withcontrolled
controlled
Attorney General Ashcroft's
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substances)
of Justice immediately
immediately appealed
appealed from
from Judge
Judge Jones'
Jones'
substances) in place.
place. The U.S. Department of
order to
to the Ninth Circuit Court of
order
of Appeals.

On May
May 26, 2004, the Ninth Circuit Court of
of Appeals upheld
upheld the
the injunction
injunction granted
granted by
by the
the
On
District court. The Ninth Circuit held that the Attorney
Attorney General's
General'sinterpretation
interpretationofofthe
theControlled
Controlled
with the
the state
state regulation
regulation of
ofmedical
medical
Substances Act of 1970 (CSA) impermissibly interfered with
practice, contradicted the plain language
language of
ofthe
the CSA,
CSA, and
and exceeded
exceeded the
the authority
authoritygranted
grantedto
to the
the
Attorney General. Significantly, the Ninth
Ninth Circuit
Circuit held
held that
that the
the Attorney
Attorney General's
General'sinterpretation
interpretation
of the CSA was not entitled to deference for
for the
the reason
reason that
that itit conflicted
conflicted with
withpatent
patent
Congressional intent. The Ninth Circuit
Circuit denied
denied the
the Attorney
Attorney General's
General'srequest
requestfor
forrehearing
rehearingon
on
2004.
August 11,
11,2004.
The U.S. Supreme Court accepted
accepted review
review of
ofthe
Ninth Circuit's
Circuit'sdecision
decisionon
onFebruary
February22,
22,2005,
the Ninth
2005,
and heard oral argument on October
October 5,
5,2005.
On January
January 17,
17,2006,
theCourt
Courtaffirmed
affirmedthe
theNinth
Ninth
2005. On
2006, the
Circuit's decision,
decision, concluding
concluding that
that the
the Attorney
Attorney General
General had
had exceeded
exceeded his
his authority
authority in
in
to 33 majority
majority(Chief
(ChiefJustice
JusticeRoberts
Roberts
interpreting the federal Controlled
Controlled Substances
Substances Act.
Act. By
By aa 66 to
and Justices Scalia and Thomas
Thomas dissenting),
dissenting), the
the Court
Court held
held that
thatthe
the Attorney
AttorneyGeneral's
General's
ofconduct
conductauthorized
authorizedby
bystate
statelaw.
law.
interpretive authority did
did not
not extend
extend to
to the
the criminalization
criminalizationof
thestatutory
statutoryphrases
phrases
The Court further held that
that the
the Attorney
Attorney General's
General'sinterpretation
interpretationofofthe
"legitimate medical purpose"
purpose" and
and "public
"publicinterest"
interest"was
wasnot
notentitled
entitledtotodeference
deferenceby
bythe
theCourt
Court
given the Attorney General's
General'slimited
limitedrole
roleunder
underthe
theControlled
ControlledSubstances
SubstancesAct.
Act.
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B. Oregon
Oregon Department
Department of
ofHuman
HumanServices
ServicesReporting
ReportingDocuments
Documents
Written February 1998; Revised: October
October 2004; Reviewed
Reviewed March
March 2005,
2005, September
September2007,
2007,
December 2008

This Appendix
Appendix provides
This
provides links
links to
to the
thefollowing
following information
ation (Iud
and documents:
documents:
1.

including:
Patient Request Form
Attending Physician Form
Attending Physician Short Form
Consulting Physician Form
Psychiatrist/Psychologist Form
PsychiatristlPsychologist
Pharmacy Dispensing Record Form
Reporting Physician Interview Form
Chronology and Death Certificate Extract
Extract Form
Form

2.
3.
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Advance Directives and Physician
Life-Sustaining
Physician Orders
Ordersfor
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Written: February 1998; Revised: October
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
This appendix discusses Oregon's advance directive
directive document
document and the Physician
Physician Orders for
Life-Sustaining Treatment (POLST) document, which
which can
can be
be useful
useful in
in clarifying
clarifying and
and
documenting treatment preferences for patients who
who are
are in
in their
their final
final months
months of
oflife.
These
life. These
documents allow limits on life-sustaining
life-sustaining treatment
treatment to
to be
be recorded,
recorded, but
butdo
do not
notspeak
speakdirectly
directlytoto
the Oregon Death with Dignity Act. Brief
Brief background
background information
infonnation regarding
regarding these
these two
two
ofend-ofend-ofinstruments is described to help the health care
care professional
professional in
in this
this important
importantaspect
aspectof
life care.

Advance Directive
Advallce
Directive
The Oregon legislature adopted aa revised
revised advance
advance directive
directive law
law in
in 1993
1993 [ORS
[ORS 127.505-127.660].
127.505-127.660].
of this document
document is
is to
to provide
provide capable
capable adult
adultresidents
residentsof
ofOregon
Oregonaameans
meanstotomake
make
The purpose of
known their preferences for
for life-sustaining
life-sustaining treatments,
treatments, including
includingartificial
artificialfluids
fluidsand
andnutrition.
nutrition.
ofspecific
specific clinical
clinicalconditions
conditionscommon
commonatatthe
theend
endof
of
elicited in
in the
the event
event of
These preferences are elicited
life, including "close to death, permanently
permanently unconscious,
unconscious, advanced
advancedprogressive
progressiveillness,
illness,and
and
In addition,
addition, Oregonians
Oregonians can
can appoint
appointaafamily
familymember
memberor
orfriend
friendtotoserve
serve
extraordinary suffering."
suffering." In
they
representative and
and to
to act
act as
as their
theiragent
agent in
inmaking
makinghealth
healthcare
caredecisions
decisionsififthey
as their health care representative
become incapable due
due to
to illness
illness later.
later. These
These decisions
decisionsare
arebased
basedon
onthe
thevalues
valuesofofthe
theindividual
individual
An alternate
alternate health
health care
care representative
representativecan
canbe
beappointed
appointedalso
alsoininthe
theevent
event
who appoints the agent. An
that the health care representative
representative is
is unable
unable to
to participate
participate in
in the
the decision-making
decision-makingprocess.
process.The
The
professional who
who stimulates
stimulates discussions
discussions regarding
regarding advance
advancedirectives
directivesand
andthe
the
health care professional
of future
future impairment
impainnent begins
begins aaprocess
process of
ofcommunication
communicationwith
withthe
thepatient
patientand
andfamily
family
possibility of
ofgreat
great benefit
benefitwhen
whenconsiderations
considerationsabout
aboutthe
thewise
wiseuse
useofof
discussions can
can be
be of
members. These discussions
life-sustaining
life-sustaining treatment
treatment occur
occurininthe
thefuture.
future.
ofwritten
written advance
advance directives
directives in
inclinical
clinicaldecisions,
decisions,the
theavailability
availabilityofofthis
this
utility of
Despite the utility
helpful tool is
is frequently unknown and underutilized by patients and their families
families. The
TheTask
Task
encourages health
health care
care professionals
professionalsto
to stimulate
stimulateadvance
advanceplanning
planningfor
forhealth
healthcare
care
Force encourages
decisions.
For patients
patients who
who have
have not
not appointed
appointedaahealth
healthcare
carerepresentative,
representative,Oregon's
Oregon'sadvance
advancedirective
directive
For
the first
first of
ofthe
the following
following who
who can
canact
actas
asthe
therepresentative:
representative:aaguardian
guardianofofthe
the
statute defines the
principal who
who isis authorized
authorized to
to make
makehealth
healthcare
caredecisions;
decisions;the
theprincipal's
principal'sspouse
spouseorordomestic
domestic
principal
partner; an
an adult
adult designated
designated by
by the
theothers
otherson
onthis
thislist
listwho
whocan
canbe
belocated,
located,ififno
noperson
personininthis
thislist
list
partner;
to the
the designation;
designation; aa majority
majorityof
ofthe
theadult
adultchildren
childrenof
ofthe
theprincipal
principalwho
whocan
canbe
belocated;
located;
objects to
either parent
parent of
ofthe
principal; aa majority
majorityof
ofthe
theadult
adultsiblings
siblingsof
ofthe
theprincipal
principalwho
whocan
canbe
belocated
located
either
the principal;
with
with reasonable
reasonable effort;
effort; any
any adult
adultrelative
relativeor
oradult
adultfriend.
friend.
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Physician
Life-SustainingTreatment
Treatment (POLST)
(POLST) and the National
PhysicianOrdersfor
Orders forlie-Sustaining
National POLST
POIST
Paradigm Initiative
Initiative
Paradigm
In Oregon, Physician Orders for Life-Sustaining
Life-Sustaining Treatment
Treatment (POLST)
(POLST) are
are physician
physicianorders
ordersthat
that
are portable across different care settings. These
These orders
orders are
are useful
useful in
in common
commonsituations
situationsthat
that
most health care professionals
professionals encounter.
encounter.
Have you ever cared for a patient whose wishes to
to limit
limit life-sustaining
life-sustaining treatment
treatmentwere
werenot
notwell
well
documented on transfer? Here is a typical example
example we
we hear
hear from
from colleagues:
colleagues:
A 78-year-old woman with advanced
advanced Alzheimer's
Alzheimer'sdisease
diseasewas
wassent
sentfrom
fromaanursing
nursinghome
hometotothe
the
hospital with dehydration and respiratory
respiratory distress.
distress. She
She has
has not
not recognized
recognizedfamily
familymembers
membersfor
for
over a year and is having some trouble swallowing.
swallowing. She
She had
had aa do-not-resuscitate
do-not-resuscitate(DNR)
(DNR) order
orderinin
to respect
respecther
herprior
prior
the nursing home and her family and health
health care
care professionals
professionals had
had agreed
agreedto
wishes to focus on comfort and to
to forego
forego tube
tube feedings
feedings and
and other
othermeasures
measuresto
toextend
extendher
herlife.
life.
to find
find the
the patient
patient in
in the
the intensive
intensive care
careunit
unit(ICU)
(lCU)intubated,
intubated,
The family was most distraught to
restrained, and receiving tube feedings.
feedings.
emergency medical
medical technicians
technicians (EMTs)
(EMTs) have
havealso
alsobeen
beenfrustrated,
frustrated,
In addition to family concerns, emergency
feeling compelled to resuscitate hospice
hospice patients
patients with
with end-stage
end-stageAIDS
AIDS or
ormetastatic
metastaticcancer
cancerwho
who
arrested during transport
transport from
from home.
home. Although
Although these
these patients
patients had
hadDNR
DNRorders
orderswithin
withintheir
their
hospice programs, emergency
emergency personnel
personnel protocols
protocols precluded
precludedfollowing
followingthese
theseorders
ordersonce
oncethe
the
ofemergency
emergency medical
medical services
services (EMS).
(EMS).
patient was under the care
care of
To solve problems like these,
these, the
the Center
Center for
for Ethics
Ethics in
in Health
HealthCare
CareatatOregon
OregonHealth
Healthand
andScience
Science
1991 convened
convened aa multidisciplinary
multidisciplinarytask
task force
force of
of40
40 individuals
individualsrepresenting
representingsuch
such
University in 1991
organizations as the Oregon
Oregon Medical
Medical Association
Association (OMA),
(OMA), statewide
statewideEMS,
EMS, hospice,
hospice,long-term
long-term
ofdevelopment
developmentand
andpilot
pilot
care, and Senior and Disabled Services.
Services. In
In 1995,
1995, after
after four
four years
years of
medical orders
orders about
about patient
patient wishes
wishes to
to limit
limitlife-sustaining
life-sustaining
testing, a document to record medical
for voluntary
voluntary use
use statewide.
statewide. The
The document
documentisiscalled
calledPhysician
PhysicianOrders
Orders
treatment was developed for
provides physicians,
physicians, nurse
nursepractitioners
practitionersand
andphysician
physician
for Life-Sustaining Treatment
Treatment (POLST).
(POLST). ItIt provides
tum prior
prior advance
advance directive
directive planning
planning (oral
(oral or
orwritten)
written)into
intoaction
actionininaaway
waythe
the
assistants a way to turn
nowused
usedininmost
most
can understand
understand and
and respect.
respect. The
The bright
brightpink
pinkdocument
documentisisnow
health care system can
POLST form
form allows
allows the
the physician
physicianto
to record
recordorders
ordersininfour
fourcategories
categories
Oregon communities. The POLST
of life-sustaining treatment
treatment (cardiopulmonary
(cardiopulmonary resuscitation
resuscitation(CPR),
(CPR), other
othermedical
medicalinterventions,
interventions,
of
antibiotics, and artificially
artificially administered
administered nutrition).
nutrition). ItIt isis possible
possible(but
(butprobably
probablyunnecessary)
unnecessary)for
for
document
for full
full code
code and
and all
all life-sustaining
life-sustaining treatment.
treatment. ItItisisalso
alsopossible
possibletotodocument
orders to be written for
plan for
for comfort
comfort care,
care, which
which for
for some
some will
will include
includean
anorder
ordernot
nottototransfer
transferthe
the
medical orders that plan
except for
for comfort.
comfort. The
The document
documentdoes
does not
notallow
allowcomfort
comfortmeasures
measurestotobe
bewithheld
withheld(e.g.,
(e.g.,
patient except
can take
take food
food orally
orally with
with assistance
assistancemust
mustbe
befed).
fed).
patients who can
is not
not designed
designed to
to be
be completed
completedby
bypatients
patientsor
orfamily
familymembers;
members;ititisistotobe
be
The POLST form is
professionals. The
The POLST
POLST orders
orders are
areoften
oftencompleted
completedby
bynurses
nursesoror
completed by health care professionals.
social workers in conversation
conversation with
with patients
patients and
and their
their family
family members,
members, but
butmust
mustbe
beagreed
agreedto
toand
and
makethe
theorders
orders
physician, nurse
nurse practitioner
practitioneror
orphysician
physicianassistant
assistanttotomake
signed by the attending physician,
Oregon EMT
EMT Scope
Scope of
ofPractice
Practice (OAR
(OAR847-35-0030)
847-35-0030)has
hasbeen
beenmodified
modifiedtotoboth
both
valid. The Oregon
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protect EMTs and require that these documents be
be followed.
followed. The
The language
language of
ofthe
theregulation
regulationis:
is:
"An Oregon-certified First
First Responder
Responder or
or EMT,
EMT, acting
acting through
through standing
standing orders,
orders,shall
shallrespect
respectthe
the
patient's wishes including life-sustaining
life-sustaining treatments.
treatments. Physician
Physician supervised
supervised First
FirstResponders
Respondersand
and
EMTs shall request and honor life-sustaining treatment
treatment orders
orders executed
executed by
by aa physician,
physician, nurse
nurse
if available.
available. A
A patient
patient with
with life-sustaining
life-sustainingtreatment
treatmentorders
orders
practitioner or physician assistant
assistant if
always
hygienic care."
care."
always requires respect, comfort and hygienic
The Oregon Medical Board has defined
defined rules
rules for
for physicians
physicians and
and physician
physicianassistants
assistantsregarding
regarding
life-sustaining treatment
treatment orders
orders (847-010-0110)
(847-010-0110)as
asfollows:
follows:

1) A physician or physician assistant
1)
assistant licensed
licensed pursuant
pursuant to
to ORS
ORS chapter
chapter677
677shall
shallrespect
respect
the patient's wishes
wishes including
including life-sustaining
life-sustaining treatments.
treatments. Consistent
Consistentwith
withthe
the
requirements of
of ORS chapter 127,
127, aa physician
physician or
or physician
physician assistant
assistantshall
shallrespect
respectand
and
honor life-sustaining treatment orders
orders executed
executed by
by aa physician,
physician, physician
physicianassistant
assistantor
or
ornurse
nurse practitioner
practitionerwho
who
nurse practitioner. The fact
fact that aa physician,
physician, physician
physician assistant
assistant or
executed a life-sustaining treatment order
order does
does not
not have
have admitting
admitting privileges
privileges atataahospital
hospital
or health care facility where the
the patient
patient is
is being
being treated
treated does
does not
not remove
remove the
theobligation
obligation
under this section to honor the order. In
In keeping
keeping with
withORS
ORS chapter
chapter127,
127, aa physician
physician or
or
physician assistant shall not be subject
subject to
to criminal
criminal prosecution,
prosecution, civil
civil liability
liabilityor
or
professional discipline.
ofthe
the patient
patient become
become available
available the
thegoals
goals of
of
2) Should new information on the health
health of
Following discussion
discussionwith
withthe
the patient,
patient, or
orififincapable
incapabletheir
theirsurrogate,
sUlTogate,
treatment may change. Following
new orders regarding life-sustaining
life-sustaining treatment
treatment should
should be
be written,
written, dated
dated and
andsigned.
signed.
Numerous organizations in
in Oregon
Oregon have
have endorsed
endorsedthe
thePOLST
POLSTdocument
documentand
andencourage
encouragehealth
health
orlong-term
long-termcare
careto
tobetter
betterdocument
documentthe
the
care professionals to use itit for
for their
their patients
patients in
in hospice
hospice or
of those choosing to
to forego
forego any
any aspect
aspect of
oflife-sustaining
treatment. IfIfaaterminally
terminallyill
ill
wishes of
life-sustaining treatment.
conCUlTentwish
wishfor
foraaDNR
DNRorder
order
patient is considering the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct,
Act, aaconcurrent
on the
the POLST
POLST form.
form.
can be recorded on
Similar physician order
order programs are
are developing
developing in
in many
manystates
states facilitated
facilitatedby
bythe
theNational
National
Thisorganization
organizationisis working
workingto
to understand
understandand
and develop
develop
POLST Paradigm Initiative Task Force. This
coordinateresearch
researchon
onPOLST
POLST
with standardization
standardization and
and implementation,
implementation,and
andtotocoordinate
policy, to help with
to help
helphealth
healthcare
careprofessionals
professionals
POLST -like programs in other states. The
Theoverall
overallgoal
goalisisto
and POLST-like
patient wishes
wishes for
for end-of-life
end-of-life care.
care.
honor patient
If you would like additional
additional information
information about
about POLST,
POLST, please
pleasesee
seethe
the
If
, at
or phone 503-494-3965 and
, or email the
free informational
informationalpacket.
packet.
ask for aa free
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Appendix E. Oregon
Oregon Medical
lUedical Board
Board Statement
Statement of
ofPhilosophy
Philosophy
Written: February 1998; Revised: October
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008

Oregon Medical Board
Current
Current Statement
Statement of
of Philosophy
Philosophy 011
on Pain
Pain ,"fIylanagement
Management
Approved April
April 16,
16, 1999
1999
Amended .July
9, 2004
July 9,

of Medical Examiners (BME)
(BME) urges
urges the
the use
use of
ofeffective
effectivepain
paincontrol
controlfor
forall
allpatients,
patients,
The Board of
of the etiology of
of their
their pain.
pain. This
This includes,
includes, but
but isis not
not limited
limitedto,
to, postoperative
postoperativepain,
pain,
irrespective of
chronic pain of
of diverse etiology,
etiology, and
and pain
pain derived
derived from
from malignancies.
malignancies. Physicians
Physiciansare
areencouraged
encouraged
to treat pain within
within the
the scope
scope of
oftheir
theirpractice.
practice.
one-halfof
ofpatients
patients in
in pain
pain are
are not
notgiven
givensufficient
sufficientpain
pain
Studies have shown that as many as one-half
their pain
pain in
in an
an optimal
optimal manner.
manner. There
There are
are three
threereasons
reasonsfor
forthis
thisfailure
failuretoto
medication to control their
achieve adequate pain relief: 1)
1) concern
concern about
about causing
causing addiction;
addiction; 2)
2) lack
lackof
ofknowledge
knowledgeabout
about
pain management techniques
techniques and
and pain
pain medication
medicationpharmacology;
pharmacology; and
and3)
3)fear
fearof
ofscrutiny
scrutinyand
and
agencies. None
None of
ofthese
these factors,
factors, however,
however, should
shouldpreclude
precludethe
thephysician
physician
discipline by regulatory agencies.
from assuring that
that the
the patient
patient has
has adequate
adequatepain
paincontrol.
control.
of post-operative
post-operative pain
pain requires
requires aggressive
aggressivemanagement
managementand
andfrequent
frequentfeedback
feedback
The treatment of
ofthe
the pain
pain control
control prescribed.
prescribed. The
Thepotential
potentialfor
for
from the patient regarding the
the adequacy
adequacy of
ofnarcotics
narcotics are
are used
usedto
to treat
treatpost-operative
post-operativepain.
pain.
when short
short courses
courses of
addiction is very low when
management techniques, including
including oral,
oral, parenteral
parenteraland,
and, when
whenavailable,
available,regional
regional
Skillful pain management
management techniques
techniques can
can achieve
achievemaximum
maximumpatient
patientcomfort
comfortand
andmay
mayreduce
reducethe
thetotal
total
pain management
amount of
ofnarcotics
narcotics required.
required.
to become
becomewell
wellinformed
informedininacute
acutepost-operative
post-operativepain
pain
BME encourages
encourages physicians
physicians to
The BME
management
and
to
hone
their
skills
in
the
latest
techniques
for
control
of
these
acute,
selfmanagement and to hone their skills in the latest techniques for control of these acute, selfofpain
pain caused
caused by
by surgical
surgical procedures.
procedures.
limited episodes of
ofthe
the patient
patient with
with chronic
chronicnonmalignant
nonmalignantpain
painrequires
requiresdifferent
differenttechniques
techniquesbut
butaa
Management of
Management
similar degree of
ofskill.
skill. In
In 1995,
1995, the
the Oregon
OregonLegislative
LegislativeAssembly
Assemblypassed
passedORS
ORS677.470-485,
677.470-485,
similar
commonly referred
referred to
to as
as the
the Intractable
Intractable Pain
PainAct.
Act. This
Thisact
actallows
allowsaaphysician
physiciantotoprescribe
prescribeoror
commonly
administer controlled
controlled substances
substances to
to aa patient
patientdiagnosed
diagnosedwith
withaacondition
conditioncausing
causingintractable
intractablepain
pain
administer
fear of
ofsanction
sanction from
from the
the Board
Board of
ofMedical
MedicalExaminers,
Examiners,so
solong
longas
asthat
thatphysician
physician
without fear
complies
ofthis
this statute.
statute.
complies with
with the
the provisions
provisions of

158

Both
Rule (847-030-0015)
(847-030-0015) assure
assure that
that the
the
Both this
this statute and its facilitating Oregon Administrative Rule
patient with chronic nonmalignant intractable
intractable pain: 1),
1), receives
receives careful
careful assessment,
assessment,
documentation,
of the pain; 2), receives
receives the
the assessment
assessment and
and recommendations
recommendations
documentation, and management of
of aa physician
physician specializing in the body area, system
of
system or
or organ
organ perceived
perceived as
as the
the source
source of
ofthe
thepain;
pain;
ofinformation
information disclosing
disclosing
and
acknowledging receipt
receipt of
and 3),
3), executes a signed material risk notice acknowledging
or administration
administration of
ofcontrolled
controlledsubstances
substancesused
used
the material risks associated with the prescription
prescription or
of his or
or her
her treatment.
treatment.
in the course of
Finally, physicians occasionally
occasionally prescribe
prescribe narcotics
narcotics too
too sparingly
sparingly for
fortheir
theirterminally
terminallyill
illpatients.
patients.
should make
make every
every effort
effort to
to relieve
relieve the
the pain
painand
and suffering
sufferingof
of
The BME believes that physicians should
their dying patients. This may require either
either intermittent
intermittent or
or continued
continuedadministration
administrationof
oflarge
large
those dosages
dosages that
that are
are considered
consideredusual
usualin
insuch
suchreferences
referencesas
as
doses of
of narcotics, often well above those
the Physicians Desk Reference (PDR).
oftreatment
and suffering,
suffering, dying
dying patients
patients should
should receive
receive
Since the goal of
treatment is to relieve pain and
sufficient narcotic dosages to produce
produce the
the maximal
maximal possible
possible comfort.
comfort. The
Thephysician
physicianshould
should
acknowledge that the natural dying process
process usually
usually involves
involves declining
decliningblood
bloodpressures,
pressures,
ofconsciousness.
consciousness. Narcotics
Narcoticsshould
shouldnot
notbe
bewithheld
withheldon
on
decreasing respirations and altered
altered levels
levels of
the basis of
of physiologic parameters
parameters when
when patients
patients continue
continue to
to experience
experiencepain.
pain.
Some physicians frequently express concerns
concerns that
that the
the use
use of
ofnarcotics
narcotics in
indying
dyingpatients
patientsmay
may
hasten death through pneumonia
pneumonia or
or respiratory
respiratory depression.
depression. For
Forthese
thesereasons,
reasons,atattimes
timesphysicians
physicians
of narcotics
narcotics in
in dying
dying patients
patients out
outof
offear
fearthat
thatthey
theymay
maybe
beinvestigated
investigated
may have limited the use of
for inappropriate prescribing or
or allegations
allegations of
ofeuthanasia.
euthanasia.
concerned that
that such
such fear
fear on
on the
the part
partof
ofphysicians
physiciansmay
mayresult
resultinininadequate
inadequatepain
pain
The BME is concerned
unnecessary suffering
suffering in
in terminally
terminallyill
illpatients.
patients. The
TheBME
BMEencourages
encouragesphysicians
physicianstoto
control and unnecessary
compassionate pain
pain control
control for
for dying
dying patients
patients and
andbelieves
believesthat
thatrelief
relieffrom
from
employ skillful and compassionate
physician's primary
primary obligation
obligation to
to dying
dying patients.
patients.
suffering remains the physician's
ofall
all of
ofthese
these types
types of
ofpain
painisisthe
thetreating
treatingphysician's
physician'sresponsibility.
responsibility.
management of
Appropriate management
standard of
of care
care allows
allows neither
neither overtreatment
overtreatmentnor
norundertreatment.
undertreatment.As
Assuch,
such,the
theBoard
Boardwill
will
The standard
ofpain
painto
tobe
beaaviolation
violationequal
equaltotoovertreatment,
overtreatment,and
and
documented undertreatment
undertreatmentof
consider clearly documented
will investigate allegations
allegations in
in the
the same
same manner.
manner.

-ApprovedApril
April16,
16,1999
1999
—Approved
-AmendedJuly
July9,9, 2004
2004
—Amended
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Appendix F. Sample EMS
EillSProtocol
Protocol
Written: February 1998; Revised: October
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008

ADVANCE DIRECTIVES
ATTEMPT
RESUSCITATION
ORDERS
ADVANCE
DIRECTIVESand
andDO
DONOT
NOT
ATTEIW~PT
RESUSCITATION
ORDERS
PURPOSE:
PURPOSE:
This EMS system believes in respect for
for patient
patient autonomy.
autonomy. The
The patient
patientwith
withdecision-making
decision-making
capacity has the right to accept or
or refuse
refuse medical
medical intervention.
intervention. This
This includes
includes the
theright
rightto
to specify,
specify,
in advance, patient preferences when the person
person is
is no
no longer
longer able
able to
to communicate
communicate wishes.
wishes.

PROCEDURE:
The EMS system shall honor
honor POLST
POLST forms,
forms, Advance
Advance Directives
Directives and
andother
otherDo
DoNot
NotAttempt
Attempt
Resuscitation (DNAR) orders under
under the
the following
following circumstances:
circumstances:

Do Not
NotAttempt
AttemptResuscitation:
Resuscitation:In In
pulseless
and
apneicpatient
patientwho
whodoes
doesnot
notmeet
meetthe
the
A. Do
thethe
pulseless
and
apneic
Death in
in the Field protocol, but is suspected to be a candidate
of the Death
candidate for
for withholding
withholding
criteria of
ofthe
thefollowing
following occurs:
occurs:
resuscitation, BLS protocols will be
be followed
followed until
until one
oneof
1.
EMT sees
sees aa written
written DNAR,
DNAR, which
whichshould
shouldbe
behonored,
honored,and
andresuscitation
resuscitationstopped.
stopped.
I. The EMT

2. The patient's
patient's physician
physicianisiscontacted
contactedand
anddirects
directsthe
theEMTs
EMTsnot
nottotocontinue
continueresuscitation
resuscitation
attempts.
3. The EMTs see
see aa valid
valid Advance
Advance Directive
Directiveor
orDirective
Directivetoto Physician
Physicianwhich
whichdirects
directsthem
themnot
nottoto
continue resuscitation.
resuscitation.
4. The patient's
patient's attorney-in-fact
attorney-in-fact(PAHC
(PAHCor
orDPAHC)
DPAHC)directs
directsthe
theEMTs
EMTsnot
nottotoresuscitate
resuscitatethe
the
patient.
5. OLMC directs
directs the
the EMTs
EMTs not
not to
to continue
continueresuscitation.
resuscitation.
6. If
If a person, who is
is terminally
terminally ill,
ill, appears
appears to
to have
haveingested
ingestedmedication
medicationunder
underthe
theprovisions
provisionsofof
Death with
with Dignity
Dignity Act
Act (see
(seesection
sectionFFbelow).
below).
the Oregon Death
thepatient
patientisisinincardiopulmonary
cardiopulmonaryarrest.
arrest.IfIf
AdvanceDirectives:
Directives:DNAR
DNARorders
ordersonly
onlyapply
applyififthe
B. Advance
the patient's
patient'sPAHC,
PAHC,DPAHC,
DPAHC,Directive
DirectivetotoPhysicians,
Physicians,ororother
otherAdvance
AdvanceDirective
Directiveisisavailable
availabletoto
patient'swishes,
wishes,and
andthe
theEMTs
EMTshave
haveseen
seena acopy
copyofofthe
thedocument,
document,the
theEMTs
EMTsmust
must
convey the patient's
honor
honor the
the treatment
treatment preferences
preferencesasasexpressed.
expressed.
PhysicianOrders
Ordersfor
forLife-Sustaining
Life-Sustaining
Treatment
(POLST):
a POLST
form
available,
C. Physician
Treatment
(POLST):
If aIfPOLST
form
is is
available,
clearly expresses
expresses the
the patient's
patient'swishes
wishesand
andisissigned
signedby
bya aphysician,
physician,nurse
nursepractitioner
practitioneroror
and itit clearly
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physician's
EMTs shall
shall honor
honor the
the patient's
patient'streatment
treatmentcare
carepreferences
preferencesasasdocumented
documented
physician's assistant, EMTs
847-035-030 (7)]
(7)] If
Ifan
an electronic
electronic registry
registryisis
in
in the EMS
EMS section of the POLST. [Cite: OAR 847-035-030
available and the POLST form is not immediately
immediately available,
available, EMTs
EMTs may
may also
also follow
follow orders
orders
documented in the electronic POLST registry.

D. If
or enforceability,
enforceability, of
ofthe
the health
healthcare
care instruction,
instruction,
D.
If there are questions regarding the validity, or
begin BLS treatment and contact OLMC.
E. It is always appropriate to provide comfort
comfort measures
measures as
as indicated.
indicated.
personwho
whoisisterminally
terminallyillillappears
appearstotohave
haveingested
ingested
F. Oregon Death
Death with
withDignity
DignityAct:
Act:IfIfa aperson
of the
the Oregon
Oregon Death
Death with
with Dignity
DignityAct,
Act, the
theEMT
EMTshould:
should:
medication under the provisions of
1. Provide comfort
comfort care,
care, as
as indicated.
indicated.

2. Determine who called 9-1-1 and why
why (i.e.,
(i.e., to
to control
control symptoms
symptoms or
orbecause
becausethe
theperson
personno
no
life with
with the medication).
medication).
longer wishes to end their life

3. Establish the presence of
ofDNAR
orders and/or
and/or documentation
documentationthat
thatthis
thiswas
wasan
anaction
actionunder
underthe
the
DNAR orders
of the Death
Death with
with Dignity
Dignity Act.
Act.
provisions of
4. Contact OLMC.
5. Withhold resuscitation,
resuscitation, if:
if:

a. DNAR orders are present, and
and
b. There is evidence that this
h.
this is
is within
within the
the provisions
provisionsof
ofthe
theDeath
Deathwith
withDignity
DignityAct,
Act,and
and
c. OLMC agrees.

DEFINITIONS:
DEFINITIONS:
A. Do Not Attempt Resuscitation
Resuscitation Order
Order(DNAR):
(DNAR):AnAn
order
writtenbybya aphysician
physicianstating
stating
order
written
that in the event of
of cardiopulmonary
cardiopulmonary arrest,
arrest, cardiopulmonary resuscitation
resuscitation will
will not
not be
be
DNAR orders
orders apply
apply only
onlyififthe
the patient
patientisispulseless
pulselessand
andapneic.
apneic.
administered. DNAR
B. Health
Health Care
CareInstruction:
Instruction:A A
documentexecuted
executedbybya aperson
persontotoindicate
indicatethe
theperson's
person's
document
instructions regarding
regarding health
health care
care decisions.
decisions.
C. Advance
of
Advance Directive:
Directive:AAdocument
documentthat
thatcontains
containsaahealth
healthcare
careinstruction
instruction or
oraa power
power of
attorney
attorney for
for health
health care.
care.
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D. Living
Living 'ViII:
Will: A
A document
D.
Physician
document that
that may
may confinn
confirm an Advance Directive or Directive to Physician
tenninal illness
illness and
and death
death is
is imminent,
imminent, the
the patient
patient
infonning
informing her/him that if the patient has a terminal
ofdying.
dying.
would not wish to be placed on artificial life
life support
support that
that will
will only
only prolong
prolong the
theprocess
process of
In
not helpful
helpful in
in the
the out-of-hospital
out-of-hospital
In general,
general, the
the traditional Living Will document alone is not
of clarity on
on when
when itit should
should take
take effect.
effect.
setting
setting because
because of its multiple restrictions and lack of

E. Attorney in Fact:
E.
J1"act: An
for aa person.
person.
An adult appointed to make health care decisions for

F. Power of Attorney
F.
Attorney for
for Health
H eaUh Care
Care(PAFIC):
(P AH C): Power
document that
that authorizes
authorizes
Power of attorney document
care decisions
decisions for
for aa person
person when
whenthe
the person
personisisincapable.
incapable.
an attorney-in-fact to make health care

C. Physician Orders for Life-Sustaining
G.
Life-Sustaining Treatment
Treatment (POLST):
(POLST): The POLST is a voluntary
fonn,
to document
document and
and communicate
communicate patient
patienttreatment
treatmentpreferences
preferencesacross
across
form, which was developed to
treatment settings.

1. It includes a section for documentation
1.
documentation of
ofDNAR
orders and
and aa section
sectioncommunicating
communicatingpatient
patient
DNAR orders
preferences for EMS
EMS care.
care.
2. While these forms
fonns are most
most often
often used
used to
to limit
limit care,
care, they
theymay
mayalso
alsoindicate
indicatethat
thatthe
thepatient
patient
wants everything medically
appropriate
done.
medically appropriate done.
3. Read the form carefully!
carefully!
physician's assistant,
assistant, the
the
4. When signed by a physician (MD or DO), nurse practitioner or physician's
medical order
order and
and EMTs
EMTs are
are directed
directedto
tohonor
honorititinintheir
theirScope
ScopeofofPractice.
Practice.
POLST is a medical
If the POLST form
fOlm is
is not
not immediately
immediately available,
available, aaPOLST
POLSTform
fonnas
asdocumented
documentedininthe
the
5. If
Registry hosted
hosted at
at MRH
MRH (503
(503 494-7333)
494-7333) may
mayalso
alsobe
behonored.
honored.
Electronic POLST Registry
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Appendix G.
G~ Organizational Statements
Statements and
amI Disclaimers
Disclaimers
Written:
March 2005,
2005, September
September 2007,
2007, December
December2008
2008
Written: February 1998; Revised: October 2004, March

Providence Health System - Oregon
Oregon Region
Region
-

this
The Providence Health & Services, Oregon Region,
Region, (PH&S)
(PH&S) isis proud
proud to
to be
beaa member
memberof
ofthis
Task Force. Through our membership, we have sought
sought to
to bring
bring our
our Mission
Missionand
andValues
Values
ofrespect
respectfor
forthe
thedivergent
divergent
perspective to an important conversation
conversation about
about end-of-life
end-of-life care.
care. Out
Outof
points of views of
of the participants, this
this Task
Task Force
Force has
has sought
sought to
to take
takeaaneutral
neutralstance
stanceon
onthe
the
As people
people of
ofgood
good will
will struggle
struggle with
withimportant
important moral
moral issues,
issues, there
there is
is an
an
issue
issue of assisted suicide.
suicide. As
ofissues
issues that
that need
need to
to be
be addressed.
addressed.
appropriate place for a neutral discussion
discussion of
its Mission, core
core values
values and
and Catholic
Catholic heritage,
heritage, isisnot
notneutral
neutralon
onthis
thisissue.
issue.
PHSOR, in fidelity to its
We firmly hold that excellence
excellence in
in end-of-life
end-of-life care
care does
does not
not include,
include, and
andcan
canbe
beachieved
achievedwithout
without
resort to, assisted-suicide. Healthcare
Healthcare providers
providers associated
associated with
withPHSOR
PHSORshould
shouldconsult
consultsystem
system
policy for more information.

John F. Tuohey, Ph.D.
(Rev.) Jolm
Director, Providence Center
Center for
for Health
Health Care
Care Ethics
Ethics
Chair, Applied Health
Health Care Ethics
Ethics

Department
Department of
ofVeterans
Veterans Affairs
Altairs
Department of
of Veterans Affairs
Affairs (VA)
(VA) patients
patients will
will receive
receivehigh
highquality
qualityand
andcompassionate
compassionatecare.
care.
Dying patients will be
be provided
provided with
with appropriate
appropriate measures
measures designed
designedto
torelieve
relievesuffering
sufferingand
and
keeping with
with national
national VA
VA policy,
policy,VA
VAphysicians
physiciansmay
maynot
notprovide
provideaa
maximize comfort. In keeping
ofmedication
medicationto
to veterans
veteranswho
whoare
arepatients
patientsininany
anyVAMC.
VAMC.The
TheVA
VA
prescription for
for aa lethal
lethal dose
dose of
prescription
of
providing
a
lethal
dose
of
medication.
Pharmacy
may
not
fill
a
prescription
for
the
purpose
Phaimacy may not fill a prescription for the purpose of providing a lethal dose of medication.
support adequate
adequate relief
reliefof
ofsymptoms,
symptoms, however,
however,even
evenininthe
thecase
casewhere
wheredeath
deathmay
may
The VA does support
be hastened.
hastened.
ofVeterans
Veterans Affairs
Affairs may
maynot
notsubject
subjectaapart-time
part-timephysician
physiciantotocensure,
censure,discipline,
discipline,
Department of
The Department
ofprivilege
privilege for
for participating
participatingor
orrefusing
refusingtotoparticipate
participateininthe
theprovisions
provisionsofofaa
suspension or
or loss
loss of
suspension
prescription to
to aa veteran
veteran who
who isis not
not an
an active
activeVA
VApatient
patientand
andisisseen
seenoutside
outsidenormal
normalVA
VA
lethal prescription
A VA
VA physician
physician may
may inform
informpatients
patients that
thatphysician-assisted
physician-assisteddying
dyingisisavailable
available
duty hours. A
elsewhere in
in the
the community
community.

Linda Ganzini,
Ganzini, M.D.
M.D.
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Oregon Board
Board of
of Pharmacy
Pharmacy and
and Oregon
Oregon State
State Pharmacy
Pharmacy Association
Association
Oregon
The
accuracy of
ofinfonnation
contained in
inthe
thereferences
references listed
listedatat
The Task Force has not verified the accuracy
information contained
patient-specific pharmaceutical
phannaceutical advice
adviceshould
should be
besought
sought
the
the end of Chapter 10. Independent and patient-specific
to
of medications prescribed
prescribed by
by those
those participating
participating under
underprovisions
provisionsof
ofthe
the
to maximize
maximize the efficacy of
10 has
has been
been presented
presented by
by the
theauthors
authors and
anddoes
doesnot
not
Oregon Act. Infonnation
Chapter 10
Information included in Chapter
Pharmacy or
of the Oregon Board
Board of
ofPhannacy
or the
the Oregon
OregonState
StatePharmacy
Phannacy
reflect the positions of
Association.
Joseph Schnabel, Phann.D., R.Ph.

Gary Schnabel, R.N., R.Ph.

Health Law Section,
Section. Oregon
Oregon State
State Bar
Bar Association
Association
Chapter 15, Liability and
and Negligence,
Negligence, isis intended
intended solely
solelyfor
for the
theeducational
educationaluse
useof
ofthe
thereader
readerand
and
advisabletotomaximize
maximize
is
Independent and
and specific
specific legal
legal advice
adviceisis advisable
is not intended as legal advice. Independent
of those participating, or
or not
not participating,
participating, in
inconduct
conductauthorized
authorizedby
bythe
the
the legal protection of
Oregon Act.
lD.
Kelly Hagan, J.D.

Oregon Medical Board
Board
OregonlVledfcal
Oregon Medical Board
Board participated
participatedon
onthis
this Task
TaskForce,
Force,and
andlike
likethe
theTask
TaskForce,
Force,isisneutral
neutralon
on
The Oregon
ofassisted
assisted suicide.
suicide. The
The information
infonnationincluded
includedininthe
theGuidebook
Guidebookisispresented
presentedby
bythe
the
the issue of
ofthe
theOregon
OregonMedical
MedicalBoard.
Board.
does not
not necessarily
necessarily reflect
reflect the
the position
positionof
authors and does
Kathleen Haley, Executive
Executive Director
Director
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Appendix H. Definitions
Appendix
Definitions
Written:
October 2004, March
March 2005,
2005, September
September2007,
2007, December
December2008
2008
Written: February 1998; Revised: October
ofsome
some of
ofthe
the terms
tenns used
used near
nearthe
theend
end
Because people at times are confused about the
the meaning
meaning of
oflife,
These definitions
definitions are
are not
not meant
meant to
to imply
implyany
anyethical
ethical
of life, the following definitions are offered. These
argument for or against
against any
any of
ofthe
the practices.
practices.
Doctrine
ofDouble
DoubleEffect:
Effect:According
Accordingtotothe
thedoctrine
doctrineofofdouble
doubleeffect,
effect,an
anaction
actionisisjustified
justifiedasas
Doctrine of
long as the intention is therapeutic, to
to relieve pain
pain and
and suffering,
suffering, even
evenififthere
thereare
areforeseen
foreseenbut
but
unintended consequences such
such as
as death.
death. Based
Based on
on this
this principle,
principle, medications
medicationsare
areused
usedand
and
widely recognized for the purpose of
of relieving
relieving suffering
suffering in
in terminally
tenninallyill
illpatients
patientseven
evenififthose
those
medications may hasten death. The
The concept
concept of
ofdouble
double effect
effectoriginated
originatedin
inJesuit
Jesuittheological
theological
thought and is widely endorsed by
by professional
professional organizations.
organizations.
Total Sedation (Sometimes called Terminal
Terminal Sedation):
Sedation): Total sedation involves the use of
of
sedative agents to make the patient
patient unaware
unaware of
ofsymptoms
symptoms that
that cannot
cannotbe
beeliminated
eliminatedor
or
satisfactorily controlled by the
the use of
ofpain
pain management,
management, counseling,
counseling, and
andother
otherinterventions
interventionsthat
that
are clinically appropriate and acceptable
acceptable to
to the
the patient.
patient. The
The most
mostcommon
commonmethod
methodisisIV
IVinfusion
infusion
of barbiturates. Other agents and
of
and routes
routes of
ofadministration
administrationpotentially
potentiallymay
maybe
beused.
used.LifeLifesustaining interventions including artificial
a11ificial feeding
feeding and
and fluids
fluids may
mayor
maynot
notbe
bewithheld.
withheld.
or may

Some people think that the term
tenn terminal sedation suggests that the sedative
sedative drugs
drugs are
areending
ending
patient'slife
lifeand
andthat
thatthey
theyshould
shouldonly
onlybe
beused
usedwhen
whenaapatient
patientisisactively
activelydying.
dying.InInorder
ordertoto
the patient's
implications the
the National
National Hospice
Hospice and
and Palliative
PalliativeCare
CareOrganization
Organizationrecommends
recommendsthe
the
avoid these implications
term
sedation.
tenn total sedatioll.
Euthanasia:InInthe
thepractice
practiceofofeuthanasia
euthanasiathe
thephysician
physicianorornurse
nursepractitioner
practitioner(rather
(ratherthan
thanpatient)
patient)
Euthanasia:
medication that
that hastens
hastens death.
death. Euthanasia
Euthanasiacan
canbe
beeither
eithervoluntary
voluntaryorornon-voluntary.
non-voluntary.
administers medication
euthanasia would
would occur
occur when
when aacompetent
competentpatient
patientexplicitly
explicitlyrequests
requestseuthanasia.
euthanasia.NonNonVoluntary euthanasia
voluntary
euthanasia
would
occur
when
the
patient
is
incapable
of
consenting
due
to
mental
voluntary euthanasia would occur when the patient is incapable of consenting due to mental
impainnent. Euthanasia is
is explicitly
explicitly prohibited
prohibited by
bythe
theOregon
OregonDeath
Deathwith
withDignity
DignityAct
Actand
andisis
impairment.
illegal in
in all
all states.
states.

165

NF

ENGL

r;

JOURN
ICIN
tic N AL L f !'viE
MEDICINE

SPECIAL ARTICLE ____________~11
I~I_____________~_~P_E(_:1_A_L_AR_.1_'I_CI_."F_,

Implementing a Death with Dignity
Dignity Program
at a Comprehensive Cancer Center
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ABSTRACT
ABSTRACT

BACKGROUND
BACKGROUND

The majority
majority of Death with Dignity participants in
The
in Washington
WashingtonState
Stateand
andOregon
Oregon
have received
receivedaa diagnosis
diagnosis of terminal cancer.
have
cancer. As
As more
more states
statesconsider
considerlegislation
legislation
regarding physician-assisted death,
death, the
theexperience
experienceofofaacomprehensive
comprehensivecancer
cancercenter
center
may be informative.
METHODS
METHODS

We describe
describe the
the implementation of
We
ofa Death
Death with
with Dignity
Dignity program
programatatSeattle
Seattle Cancer
Cancer
Care Alliance,
Hutchinson—University
Care
Alliance, the site
site of
ofcare
carefor
forthe
theFred
Fred
Hutchinson-University ofofWashington
Washington
Cancer Consortium,
Consortium, a comprehensive
Cancer
comprehensive cancer center in
in Seattle
Seattle that
thatserves
servesthe
thePaPacific Northwest. Institution-level
Institution-level data
data were
were compared
comparedwith
withpublicly
publiclyavailable
available statestatewide data from Oregon
Oregon and
and Washington.
Washington.

From
Fred Hutchinson
Hutchinson Cancer
Cancer ReRe·
From the
the Fred
search
(E.TL., F.R.A.,
F.R.A., EMS.),
F.M.S.),
search Center
Center (E.T.L.,
Group Health Research
Research Institute
Institute(E.T.L.),
(E.TL.),
Seattle
Cancer Care
Care Alliance
Alliance (E.T.L.,
(E.T.L.,
Seattle Cancer
M.S.-D.,
F.R.A., F.M.S.),
F.M.S.), and
and the
the
M.S.-D.,A.L.B.,
ALE., ERA.,
University
of Washington
Washington (E.T.L.,
(E.T.L., H.S.,
H.S.,
University of
A.L.B.,
F.M.S.) -— all
all inin Seattle.
Seattle.
A.L.B., F.R.A.,
ERA., F.M.S.)
Address
requests to Dr.
Dr. Loggers
Loggers
Address reprint requests
Ave. E.,
E., Seattle,
Seattle, WA
WA
at
825 Eastlake
Eastlake Ave.
at 825
98109,
98109, Dr
or at
at eloggers@seattlecca.org.
eloggers@seattlecca.org .
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RESULTS

A total of
of 114 patients inquired about
about our
our Death
Death with
with Dignity
Dignity program
program between
between
December 31,
31, 2011.
2011. Of
Of these,
these, 44
44 (38.6%)
(38.6%) did
did not
not pursue
pursuethe
the
March 5, 2009, and December
and 30
30 (26.3%)
(26.3%) initiated the process
process but
but either
either elected
elected not
not to
to continue
continue
program, and
after counseling
counseling and
and upon
upon
or died before completion. Of the 40
40 participants who, after
request, received
received aa prescription for aa lethal
lethal dose
doseofofsecobarbital
secobarbital(35.1%
(35.1% of
ofthe
the
request,
114 patients
the program),
program), all
all died,
died, 24
24 after
after medication
medication inin114
patients who
who inquired about the
(60% of those obtaining
obtaining prescriptions).
prescriptions). The
The participants
participants atatour
ourcenter
center
gestion (60%
accounted for
for 15.7%
15.7% of all
in the
the Death
Deathwith
withDignity
Dignityprogram
programinin
accounted
all participants in
Washington (255
(255 persons)
persons)and
andwere
weretypically
typicallywhite,
white, male,
male,and
andwell
welleducated.
educated.The
The
Washington
common reasons
reasons for
forparticipation
participationwere
wereloss
lossofofautonomy
autonomy(97.2%),
(97.2%), inability
inabilityto
to
most common
in enjoyable
enjoyable activities
activities (88.9%),
(88.9%), and
and loss
lossofofdignity
dignity(75.0%).
(75.0%).Eleven
Elevenparticiparticiengage in
pants lived
lived for more than
than 66 months
monthsafter
afterprescription
prescriptionreceipt.
receipt.Qualitatively,
Qualitatively,patients
patients
pants
and families
families were
were grateful
grateful to
to receive
receive the lethal
lethal prescription,
prescription, whether
whetherititwas
was used
used
or not.
not.
CONCLUSIONS
CONCLllSIONS

Overall, our Death with Dignity
Dignity program
program has
hasbeen
beenwell
wellaccepted
acceptedby
bypatients
patientsand
and
Overall,
clinicians.
clinicians.
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N 1997, OREGON
OREGON BECAME
BECAME THE FIRST
FIRST STATE
STATE

in the
the United
United States
States to
to pass
in
pass legislation
legislation that
offered aa "physician-assisted"
"physician-assisted" approach to
to dydying for
for adults
adults with
with poor short-term prognoses.'
ing
prognoses. 1
The Washington
Washington State legislature
The
legislature followed
followed Oregon
Oregon
more than a decade later, passing
more
passing an
an almost
almost idenidentical law,
law, the
the Washington Death
tical
Death with
with Dignity
Dignity Act,
Act,
in November
Under the law,
law, competent
in
November 2008.22 Under
competent
adults residing
adults
residing in Washington
Washington who
who have
have a life
life
expectancy of 66 months or
expectancy
or less
less because
because of
ofaa diagdiagnosed medical
nosed
medical condition may
may request
request and
and selfselfadminister lethal
lethal medication
administer
medication prescribed
prescribed by
by aa
physician (Table
(Table 1).
1).
As of December
December 2011,
2011, aa total of
As
of255
255 patients
patients
had participated
had
participated in the
the Washington
Washington Death
Death with
with
Dignity program. 33 Of
Dignity
Of those
those participants,
participants, apapproximately 78%
78% (and
(and 81%
proximately
81% of the
the 596
596 OregoOregonians) had
had cancer
nians)
cancer as their
their underlying
underlying terminal
terminal
diagnosis. Although
Although several
several articles have
have touched
on the
the experiences
experiencesof
ofpatients
patientswith
withcancer,
cancer,family
family
members, and
and physicians
regarding Death with
members,
physicians regarding
with
Dignity programs
programs in
in the
Dignity
the two
two states,
states,4-18
none
4-18 none
and Safeguards of
ofthe
Table 1. Essential Elements and
theWashington
WashingtonState
StateDeath
Death
with Dignity
Dignity Law.
Law.
The patient must make
The
make both an
an initial oral
oral and
and written request
request

L

J'

Ie!

have
the
have addressed
addressed institutional
institutional responses
responses to
to the
laws.
laws. Given
Givenongoing
ongoingefforts
efforts to
to introduce
introduce similar
legislation
other states
states (including
(including Hawaii,
Hawaii,
legislation in
in other
Pennsylvania,
Vermont)/7,19-21
increasing
Pennsylvania, and Vermont),"
2,19-21 increasing
numbers
of health care
care institutions
institutionsmay
maybe
befaced
faced
numbers of
with
questions of
of whether,
whether, and how,
how, to
to rerewith the
the questions
spond
requests for
for assisted
assisted dying.
dying. Because
Because this
spond to requests
legislation
disproportionate effect
effect on papalegislation has
has aa disproportionate
tients
cancer and
and their
their families,
families, the
the reretients with
with cancer
sponse
of a comprehensive cancer center
center may
may be
be
sponse of
particularly
particularly instructive.
Seattle
Seattle Cancer
Cancer Care
Care Alliance
Alliance isis the
the outpatient
site
cancer from
from the
theFred
Fred
site of care
care for
for patients with cancer
Hutchinson Cancer
Cancer Research
Research Center,
Center, the
theUniverUniversity
sity of
of Washington,
Washington, and Seattle Children's, all in
Seattle,
the only
onlyNational
NationalCancer
CancerInstitute—
InstituteSeattle, and is the
designated
center serving
serving
designated comprehensive cancer center
the Washington, Wyoming, Alaska, Montana, and
and
Idaho
response to
to the
theWashington
Washingtonlaw,
law,
Idaho region. In response
Seattle
Alliance developed
developed aa Death
Death
Seattle Cancer Care Alliance
with Dignity program, adapted from the
the existing
existing
programs
Oregon. This
This article
article describes
describes the
the
programs in Oregon.
implementation
Death with
with
implementation and
and results
results of our Death
Dignity program, designed
designed to
to adhere
adhere to
to legal
legal reguregulations,
safety, and ensure
ensure the
the quality
quality
lations, maintain safety,
of
care.
of patient care.

After the initial
initial oral
oral request,
request, the
the patient
patientmust
mustwait
wait15
15days
days to
tomake
makeaasecond
second
oral request

METHODS

Before
prescribing the
the lethal
lethal medication, the prescribing
Before prescribing
prescribing physician
physician must:
must:
POLICY
POLICY DEVELOPMENT

Make
an initial determination
ofthe
the terminal
terminalnature
natureofofthe
thedisease
disease
Make an
determination of
Determine the patient's
patient's competency
competencyand
and the
the voluntary
voluntarynature
natureofofthe
the
request,
request, with referral
referral to aa state-licensed
state-licensed psychiatrist
psychiatristor
orpsychologist,
psychologist,
if
to ensure
ensure competency and
and the
the absence
absence of
of aa mental
mental
if necessary,
necessary, to
health
judgment
health disorder causing impaired judgment
Confirm
Confirm Washington
WashingtonState
State residency
residency(defined
(definedas
aspossession
possessionofofaa
Washington
orevidence
evidence
Washington State
State driver's
driver's license,
license, registration
registration to
tovote,
vote,or
of
of lease
lease or ownership of
of property
property in
in Washington
Washington State)
State)
Assess
Assess informed consent
consent on
on the
the basis
basis of
ofthe
thepatient's
patient'sawareness
awarenessofofthe
the
medical diagnosis, the
the risks
risks of
ofthe
themedication,
medication,the
thererethe prognosis,
prognosis, the
sult
sult of
ofthe
the medication
medication(death),
(death),and
andthe
thealternatives
alternatives(palliative
(palliativecare,
care,
Hospice,
and pain control)
hospice, and
control)
Recommend that the
kin, have
the patient
patient notify
notifynext
next of
ofkin,
have someone
someone present
present at
at
ingestion, and
and not
not take
take the medication
medication in
in aa public
public place
place
The consulting
consulting physician
physician confirms
confirms the
the diagnosis,
diagnosis, the
thepatient's
patient'scompetency,
competency,
and the voluntary
voluntary nature
nature of
of the
the request
request
At
At the
the time
time of
ofprescribing,
prescribing, the
the prescribing
prescribingphysician
physicianmust:
must:
Offer
the patient
patient an
an opportunity
opportunitytotorescind
rescindthe
therequest
request
Offer the
Verify
Verify that the patient
patient is
is making
making an informed
informed decision
decision at
at the
the time
time of
of
prescription
prescription
Deliver
prescription directly
directly to
to the
the pharmacist
pharmacist
Deliver the prescription
The
The pharmacist
pharmacist dispenses
dispenses the medication directly
directly to
to the
the patient
patient or
or an
an identiidentified
the patient
agent of
ofthe
patient
fied agent
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internaldebate,
debate,Seattle
SeattleCancer
Cancer
After considerable internal
Death with
with Dignity
Dignity polpolCare Alliance instituted aa Death
icy
Supplementary Appendix,
Appendix, available
available
icy (see the Supplementary
with the
thefull
fulltext
textofofthis
thisarticle
articleatatNEJM.org
NE]M.org),), which
with
written by
by the medical
medical director
director and
and approved
approved
was written
simple majority
majority of
ofMedical
Medical Executive
Executive ComComby a simple
is consistent
consistent with
with all
all our
our
mittee members,
members, as
mittee
as is
addition, we
we created
created informainformaclinical policies. In addition,
packets for
for patients,
patients, physicians,
physicians, and
and papational packets
advocates (described
(described further
furtherbelow)
below) for
foruse
use
tient advocates
during the
the process
process (available
(available on
on request
request from
from the
the
during
corresponding author).
author). The
The policy
policy and its
its impleimplecorresponding
mentation addressed
addressed basic
basic aspects
aspects of
of the
the propromentation
gram as
as well
well as
as issues
issues that
thatwere
weremore
morecontrovercontrovergram
For example,
example, Seattle
Seattle Cancer
CancerCare
CareAlliance
Alliance
sial. For
not accept
accept new
new patients
patientssolely
solely for
for the
thepurpurdoes not
of accessing
accessing our
our Death
Death with
withDignity
Dignity propropose of
Instead, patients
patients are
arereferred
referred totoCompasCompasgram. Instead,
Choices of
ofWashington,
Washington, aa local
local affiliate
affiliate
sion and Choices
of a national
nationalpatient-advocacy
patient-advocacy organization
organization that
that
of
support for
for those
thosepursupursuprovides education and support
ing physician-assisted death.
death. Although
Although this
this is
is not
not
ing
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DEATH WITH
WITH DIGNITY PROGRAM
DEATH
PROGRAM AT
AT A
A CANCER
CANCER CENTER

part of the formal
we do
do not post inforpart
formal policy,
policy, we
information pertaining
pertaining to
mation
to Death
Death with
with Dignity
Dignity legislalegislation or our program
tion
program in
inpublic
publicspaces,
spaces,effectively
effectively
requiring patients
patients to
to initiate
requiring
initiate requests
requests or their
their
physicians to
to raise
raise the topic. In addition,
we rerephysicians
addition, we
quire that
that participants sign an agreement not to
quire
to
take the
the lethal
in a public
take
lethal prescription
prescription in
public area or
or
manner -— aa more
measure than that
manner
more restrictive
restrictive measure
in the law,
which only
only recommends
recommends this
this to parin
law, which
participants.
ticipants.
Finally,no
no staff
staff or faculty members are comFinally,
compelled to
to participate
pelled
participate in the
the program.
program. To
To deterdetermine how
mine
how many
many clinicians
clinicians might be
be willing
willing to
to
participate, we conducted
participate,
conducted aa confidential
confidentialsurvey
survey
in March
in
March 2009,
2009, asking clinicians
clinicians whether
whether they
they
would be
be willing to act as either
would
either aa prescribing
prescribing or
or
aa consulting
consulting clinician.
clinician. The
The survey
survey followed
followed an
institution-wide educational
educational program
program outlining
institution-wide
outlining
the provisions
the law and the
the
provisions of the
the planned
planned proprogram at
at Seattle
Seattle Cancer
Cancer Care
Care Alliance.
Alliance. Of
Of200
200
physicians surveyed,
surveyed, 81
81 responded
responded (40.5%,
(40.5%, aa
physicians
typical response
response rate
rate for aa general
typical
general survey
survey with
with
with 29
29 physicians
no follow-up),
follow-up), with
physicians willing to act
act
as a prescribing
prescribing or
or consulting
consultingphysician
physician(35.8%),
(35.8%),
21 willing
willing to act
21
act as
as aa consulting
consultingphysician
physician only
only
(25.9%),
and 31
31 unwilling
unwilling to participate
(25.9%), and
participate or
or undeundecided about participation
cided
participation (38.3%).
(38.3%). The small
small cadre
cadre
of willing
was thought
thought to be
willing physicians
physicians was
be suffisufficient to support
support implementation.
implementation.
IMPLEMENTATION OF
THE DEATH
WITH DIGNITY
IMPLEMENTATION
OF THE
DEATH WITH
DIGNITY

PROGRAM

After
After clinician
clinician or patient
patient referral
referral to
to the
theDeath
Death
with Dignity program, each potential participant
participant
is assigned aa patient
patientadvocate
advocate (hereafter
(hereafterreferred
referred
to as
as advocate),
advocate), one
one of
ofthree
three(of
(ofsix)
six) licensed
licensedsosocial workers employed
employed by
by Seattle
SeattleCancer
CancerCare
CareAlAlliance. The advocate assists patients,
patients,family
familymemmembers, pharmacists,
pharmacists, and
and physicians
physicians throughout
throughoutthe
the
multistep process,
process, while
while prospectively
prospectively tracking
tracking
compliance with required
required documentation
documentationsubmitsubmitted to the
the Washington
Washington Department
Departmentof
ofHealth.
Health. The
The
advocate
advocate describes
describes the Death
Death with
withDignity
Dignityproprocess and
and the
thealternatives
alternatives(specifically,
(specifically,palliative
palliative
care and
and hospice,
hospice, with
with these
theseservices
services offered
offeredas
as
additions to,
to, or
or in
in lieu
lieu of,
of,Death
Deathwith
withDignity).
Dignity).
The advocate
advocate then assesses the patient's
patient's rationale
rationale
for and interest
interest in further
further participation.
participation.In
Innearly
nearly
all cases,
cases, family
family members
members are
are present.
present.
If
If the patient
patient elects
elects to
to participate
participate in
inthe
theDeath
Death
with
with Dignity
Dignity program,
program, the
theadvocate
advocateconducts
conductsaa
preliminary
preliminary chart
chartreview
review to
to confirm
confirmdocumentadocumenta-
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tion
terminal prognosis
prognosis or,
or, if
if absent,
absent, to
tion of the
the terminal
request
attending physician
physician document
document
request that
that the attending
the
explicitly. The advocate
the prognosis explicitly.
advocate then determines
attending physician
physician will
will act as
mines whether the attending
the
prescribing physician.
physician. If not, the
the advocate
advocate
the prescribing
identifies
consultidentifies a prescribing physician and aa consultofwilling
willing providers,
providers,
ing
ing physician
physician from
from the list of
preferentially
specialize
preferentially choosing physicians who specialize
in
the patient
patient has.
has. (Gen(Genin the type of cancer that the
eral
not transferred
transferred to
to the
the
eral care
care of the
the patient is not
prescribing
physician, unless
prescribing or
or consulting
consulting physician,
unless the
patient
formally
patient requests this.) The advocate then formally
documents
patient's request
request for
for assistance
assistance
documents the
the patient's
with dying and
provides the patient with written
and provides
information that describes
describes the
the program
program (includ(including
of the
the required
required requests,
requests, assessassessing a timeline of
ments,
waiting periods),
periods), which
which must
must be
be
ments, and
and waiting
signed
patient. The
The advocate
advocate also
also verifies
verifies
signed by the patient.
that
the patient
patient is
is aaWashington
Washington resident
resident and
and
that the
completes
At Seattle
Seattle
completes a psychosocial assessment. At
Cancer Care Alliance,
workers provide
provide the
the
Alliance, social workers
first line of
ofpsychological
psychological evaluation
evaluation for
for all papatients,
regardless of whether or not they
they are parpartients, regardless
ticipating
Death with
with Dignity
Dignity program,
program,
ticipating in
in the Death
using interview-based
interview-based techniques
standardtechniques and standardized
(e.g., the
the Patient
Patient Health
Health QuesQuesized assessments (e.g.,
tionnaire 9 and
and the
theGeneralized
GeneralizedAnxiety
Anxiety DisorDisorder 7 questionnaire). Although
Although physicians
physicians retain
retain
the responsibility to
to evaluate
evaluate patients
patients for
for depresdepression and decision-making
decision-makingcapacity,
capacity, advocates
advocates make
make
these assessments as part
part of
oftheir
their standard
standardpracpractice. Advocates
the Psychiatry
Psychiatry and
and
Advocates refer
refer patients to the
Psychology
history of, or
or
Psychology Service
Serviceififthere
there isis any
any history
positive screening
for, a mental
mental health
health disorder
disorder
positive
screening for,
impaired decision-making
decision-makingcapacity.
capacity.
or impaired
collects copies
copies of
ofthe
thePhysiPhysiThe advocate then collects
Life-Sustaining Treatment
Treatment (a
(a form
form
cian Order for Life-Sustaining
delineates the
the patient's
patient's preferences
preferences for
for ininthat delineates
terventions such
as mechanical
mechanical ventilation
ventilation or
or
terventions
such as
health care
care directives,
directives, assisting
assisting
resuscitation) and health
their completion
completion ififdesired;
desired; arranges
arranges for
for aa clinicliniin their
be present
present at
at the
the time
time of
ofmedication
medication inincian to be
requested (this
(thisisisrare);
rare);provides
providesadvice
advice
gestion, ififrequested
regarding the securing
securing and
and disposal
disposal of
ofunused
unused
regarding
medication; provides
provides grief support
support and
and legacy
legacy
medication;
(e.g., help
help in
in preparing
preparingletters
lettersororvideos
videos
support (e.g.,
by which
which to
to be
be remembered)
remembered) through
throughperiodic
periodic
by
calls or
or visits;
visits; and
and requests
requests that
that the
thefamily
family inincalls
form us
us when
when the
the patient
patientingests
ingests the
themedicamedicaform
so that
thatwe
we can
canprovide
provide assistance
assistance in
in the
thecase
case
tion, so
of complications,
complications, offer
offer bereavement
bereavement support,
support,
of
and aid
aid the
theprescribing
prescribingphysician
physician in
incompleting
completing
and
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the required
required after-death
after-death reporting
reportingforms.
forms.AdvoAdvocates participate in two
two in-person
in-person meetings
meetings with
with
the patient and
and family
family on
on average
average (range,
(range, one
one to
to
we
have
not
assessed
our
use
of
telephone
four);
four); we have not
use of telephone
follow-up.
The patient
patient (and
(and family)
family) meets
meets sequentially
sequentially
The
with the prescribing clinician and the consulting
consulting
clinician to review
review the medical diagnosis, prognoprognosis, risks of
of medication, and
and alternatives
alternatives (including
(including
palliative
care and
and specialized
specialized care
care
palliative and hospice care
of
for
pain). After
for pain).
After the mandatory waiting period of
15
met, aa written
writtenprepre15 days,
days, if all
all requirements are met,
scription
given to our
our retail
retail pharmacy.
pharmacy. The
The
scription is
is given
pharmacist schedules a private
private room to meet
meet with
with
pharmacist
the patient
patient (and
(and family)
family) in order
order to
to discuss
discuss prepapreparation of
of the drug
drug for
for ingestion,
ingestion, potential
potentialside
sideefeffects,
use of
ofantiemetic
antiemetic therapy
therapy (ondanse(ondansefects, and the use
tron is
is routinely
routinely prescribed).
prescribed). Because
Because of the lack
lack
of availability
availability of
use
of pentobarbital, we currently use
secobarbital, although
although16.9%
16.9% and
and36.1%
36.1% of
ofDeath
Death
with
Dignity participants
participants in
in Washington
Washington and
and
with Dignity
Oregon, respectively,
respectively, received pentobarbital.
pentobarbital.
Checklists and
medical charts are
are randomly
randomly
Checklists
and medical
audited
annually by
by the
the director
directorof
ofsupportive
supportive care
care
audited annually
and specialty
specialty clinics.
clinics. We
We have
have had
had 100%
100% complicompliof mandated
mandated forms
forms and
and
completion of
ance with the completion
processes,
the exception
exception of
of one
one unintenunintenprocesses, with
with the
tional failure
failure to observe
observe the full
full waiting
waiting period
period
early
in
our
program.
early
RESULTS
CHARACTERISTICS OF
OF PATIENTS
PATIENTS AT
AT SEATTLE
SEATTLE CANCER
CANCER
CARE
CARE ALLIANCE

Data
patients who
who have
have participated
participated in
in the
the
Data on patients
Death
with
Dignity
program
at
Seattle
Cancer
Death
Dignity program at Seattle Cancer
Care Alliance are presented
presented in
in Table
Table 2,
2, along
along with
with
comparable data publicly
publicly reported
reported by
by Washington
Washington
and Oregon
Oregon for
for all
all Death
Death with
withDignity
Dignityparticiparticipants from
from March
March 5,
5, 2009,
2009, through
through December
December 31,
31,
2011,
and
from
January
1,
1998,
through
Decem2011,
1, 1998, through December 31,
31, 2011,
2011, respectively.
respectively.l,2
During the
the former
former
1,2 During
period,
114
patients
inquired
about
our
Death
period, 114 patients inquired about our Death
Of
those,
44
patients
with
Dignity
program.
with Dignity program.
those, 44 patients
(38.6%)
Death with
with Dignity
Dignity furfur(38.6%) did
did not
not pursue Death
ther or
or were
were deemed
deemed ineligible.
ineligible. We
We have
have refused
refused
participation to
to only
only 11 patient, who
who expressed
expressed an
an
unwillingness to
to ingest
ingest the
themedication
medicationprivately.
privately.
Thirty patients
patients (26.3%)
(26.3%) initiated the
the process
process by
by
making a first
first oral
oral request
requestbut
buteither
eitherelected
elected not
not
or died
died before
before comcomto pursue Death with Dignity or
pleting the process
process (average
(average time from first
first oral
oral
request to death, 16.6
16.6 weeks
weeks [range,
[range, 2.3
2.3toto97.1]).
97.1]).
1420
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Our
patients seldom
seldom contact
contact Compassion
Compassion and
and
Our patients
Choices
discussing this with
with their
their
Choices without
without also
also discussing
physician
Choices of
of
physician (Miller
(Miller R,
R, Compassion
Compassion and
and Choices
Washington:
communication).
Washington: personal communication).
Forty
(35.1% of all
who made
made
Forty patients (35.1%
all those who
an initial
initial inquiry)
inquiry) received
received prescriptions
prescriptions for
for lelethal medication;
medication; all 40 have
have died,
died, 24
24 (60.0%
(60.0% of
of
those receiving prescriptions) after ingesting
ingesting the
the
medication.
who died
died represent
represent
medication. The
The 40 patients who
of
the
255
Washington
State
Death
with
15.7%
15.7% of
Washington State Death with
Dignity
participants.
Although
we
do
not
forDignity participants. Although we do
formally
track
patient
deaths,
Death
with
Dignity
mally track
Death with Dignity
participants account
account for
for 0.02
0.02%
010of
ofannual
annual deaths
deaths
among
patients
at
Seattle
Cancer
Center AlliAlliamong patients at Seattle Cancer Center
ance,
on
the
basis
of
recent
estimates.
Most
ance, on the basis of recent estimates. Most
participants were
were white,
white, male,
male, and
andcollege-educollege-educated,
characteristics
that
are
consistent
with the
the
cated,
that are consistent with
statewide
Washington
and
Oregon
data.
Seattle
statewide Washington
Oregon data. Seattle
Cancer
may be
be more
more
Cancer Care
Care Alliance
Alliance participants may
likely
than
overall
Washington
participants
to be
be
likely than overall
participants to
working,
percentage of
ofpersons
persons
working, given
given the higher percentage
with both private
private and Medicare
Medicare insurance in our
our
patient
population.
Participants
typically
have
patient population. Participants typically have
known
oncologist for
months. At
At the
the
known their
their oncologist
for 88 months.
time
initial request,
request, 54.2%
54.2% of
ofour
our Death
Death
time of the initial
with
Dignity participants
participants are
enrolled in hoshoswith Dignity
are enrolled
pice;
Seattle
Cancer
Care
Alliance
has
not
forpice; Seattle Cancer Care Alliance has not formally
tracked
hospice
enrollment
at
the
time
of
mally tracked hospice enrollment at
of
death.
However,
80.9%
of
patients
in
Washingdeath. However, 80.9%
in Washington State and 89.7%
89.7% of
of those in
in Oregon
Oregon are
are enenrolled
in
hospice
at
the
time
of
death.
rolled in hospice
time of death.
No
complications have
have occurred;
occurred;
No unexpected complications
however,
day after taking the
the
however, one
one patient
patient died
died aa day
medication,
with
the
protracted
process
causing
medication,
protracted process causing
distress
part of
offamily
family members
members and
and cliclidistress on the part
nicians (similar cases have
have occurred in
in WashingWashington State in general and
and in
inOregon).
Oregon). We
We have
have not
not
received
from family
family members
members
received any
any complaints
complaints from
or caregivers
caregivers regarding
the manmanregarding our process or the
ner of
of death.
death. Anecdotally,
Anecdotally, families
families describe
describe the
the
death
as
peaceful
(even
when
death
has
taken
death peaceful (even when
has taken
longer
theaverage
average ofofapproximately
approximately 35
35
longer than the
minutes).
In
addition,
both
patients
and
families
minutes). In addition,
patients and families
frequently
the patient
patient
frequently express
express gratitude
gratitude after
after the
receives
the
prescription,
regardless
of
whether
receives the prescription, regardless of whether
ever filled
ingested, typically
typically referencing
referencing
it is ever
filled or ingested,
an
important
sense
of
control
in
an
uncertain
an
of control in an uncertain
situation.
Eleven
participants
lived
longer
than
situation. Eleven participants lived longer than
the
expected
6
months.
Of
these,
nine
died
afthe expected
Of these, nine died afan average
average
ter ingesting the lethal
lethal prescription
prescription an
of 7.4
7.4 weeks
weeks (range,
(range, 0.1
0.1 to
to 18.9)
18.9) beyond
beyond the
the
6-month cutoff.
cutof£
The
reasons given
given by
by patients
patients
The most common reasons

N
ENGLJJ MED
NEJM.ORG APRIL
APRIL11,
11, 2013
2013
N ENGL
MED368;15
368;15 NEJM.ORG

169

DEATHWITH
WITH DIGNITY PROGRAM
A CANCER
CANCER CENTER
DEATH
PROGRAM AT
AT A

Table
at Seattle
Seattle Cancer
Cancer Care
Care Alliance,
Alliance, as Compared
Compared with
with Participants
Participants
Table 2.
2. Characteristics
Characteristics of Death with Dignity Participants at
in All
Allof
ofWashington
WashingtonState
Stateand
and in
in Oregon.
Oregon.*
in
<:
Seattle
Seattle Cancer
Cancer
Care
Care Alliance

Characteristic
Characteristic

Washington
Washington State
State

Oregon
Oregon
935t
935f

40
40

255
255

40/40 (100)
40/40
(100)

241/255
(94.5)
241/255 (94.5)

NA~:
Nin

24/40 (60.0)
(60.0)
24/40

157/241
157/241 (65.1)

596/935
596/935 (63.7)
(63.7)

Died at
at home
Died

20/24 (83.3)
20/24

145/155
(93.5)
145/155 (93.5)

562/596
(94.3)
562/596 (94.3)

Enrolled in
in hospice
hospice at
at time
time of
of initial request
Enrolled
request

13/24 (54.2)
(54.2)
13/24

127/153
(83.0)
127/153 (83.0)

522/582
(89.7)
522/582 (89.7)

Medicationdispensed
dispensed- - no.
Medication
no.
Died- - no./total
Died
no./total no.
no. (%)
(%)
After ingesting medication
After

Enrolled in
in hospice
hospice at
at time
time of
of initial request
Enrolled
request or
death
death
Age
Age
18-64 yr
yr- - no./total
18-64
no./total no.
no. (%)
(%)

14/40 (35.0)
14/40

67/213
67/213 (31.5)

187/596
187/596 (31.4)

65-84yryr- no./total
65-84
no./totalno.
no. (%)
(%)

23/40 (57.5)

114/213
114/213 (53.5)

409/596
(68.6)
409/596 (68.6)

3/40 (7.5)
3/40

32/213
(15.0)
32/213 (15.0)

71/596
71/596 (11.9)

..85yr
yr- - no./total
2:85
no./total no.
no. (%)
(%)

41-101
41-101

42-91
42-91

Range -yr
Range-yr

25-96
25-96

Male sex
sexMale
- no./total
no./totalno.
no. (%)
(%)

22/40 (55.0)

111/213
111/213 (52.1)

308/596 (51.7)

Non-Hispanicwhite
white- - no./total
Non-Hispanic
no./totalno.
no. (%)
(%)

29/40 (72.5)
(72.5)

180/189
180/189 (95.2)

579/593
579/593 (97.6)

Married-- no./total
Married
no./totalno.
no. (%)
(%)

22/40 (55.0)
(55.0)

90/189 (47.6)
(47.6)

271/593
271/593 (45.7)

High-school diploma
diploma or
or higher
higher level
levelof
ofeducation
education High-school
no./total no.
no. (%)
(%)

39/40 (97.5)
(97.5)

177
/188 (94.1)
177/188

551/591 (93.2)

1/40 (2.5)
(2.5)

12/213 (5.6)
(5.6)

43/593
43/593 (7.3)

Residenceeast
eastof
ofthe
theCascade
Cascade
Mountains
Residence
Mountains
- - no./
total no.
no. (%)
(%)
Insurance
statusInsurance status
- no./total
no./total no.
no. (%)
(%)

Private insurance

12/40 (30.0)
(30.0)

63/182 (34.6)
(34.6)

382/577 (66.2)
(66.2)

Medicare, Medicaid, or other public insurance
Medicare,
insurance

13
/40 (32.5)
(32.5)
13/40

84/182 (46.2)
(46.2)

185/577 (32.1)

Combination
Combination of
ofprivate
private and
and public
public insurance
insurance

11/40 (27.5)
(27.5)

(16.5)
30/182 (16.5)

NA~:
NAf,

4/40 (10.0)
4/40
(10.0)

5/182 (2.7)
(2.7)

10/577 (1.7)
(1.7)

166/213 (77.9)
(77.9)

480/596 (80.5)
(80.5)

(10.3)
22/213 (10.3)

44/596 (7.4)
(7.4)

9/213 (4.2)
(4.2)

25/596 (4.2)
(4.2)

None
Diagnosis
Diagnosis -- no./total
no./totalno.
no. (%)
(%)

24/24 (100)
(100)

Cancer
Neurodegenerative disease
disease
Respiratory disease
disease (including
(includingCOPD)
COPD)
Heart
Heart disease
disease
Other or
or unknown
unknown

(4.7)
10/213 (4.7)

10/596 (1.7)
(1.7)

(2.8) .
6/213 (2.8)

(6.2)
37/596 (6.2)

,', Data for Seattle
Seattle Cancer
Cancer Care
Care Alliance
State are complete from
from March
March5,5,2009,
2009,through
throughFebruary
February29,
29,
Alliance and
and Washington State
2012, for patients
patients prescribed
prescribed medication
medicationthrough
throughDecember
December31,
31,2011.
Datafor
forOregon
Oregonare
arecomplete
completefrom
fromJanuary
January1,1,
2012,
2011. Data
1998, through February
February 29,
29, 2012,
2012, for
prescribed medication
medication through
throughDecember
December31,
31,2011.
2011. Washington
Washington State
State
1998,
for patients prescribed
research purposes. Annual reports
reports are
are released,
released, but data
data from
from those
those reports
reportsare
are not
notupdated
updated
not release
release data
data for research
does not
subsequent years.
years. Therefore,
because the
required forms,
forms, the
the data
data
in subsequent
Therefore, data
data can
can be
be missing because
the data
data were
were not
not reported on required
COPDdenotes
denotes
or forms
forms were
were not
not available
available at
at the
the time
time of
offinalizing
finalizingthe
theannual
annualreport.
report.COPD
were reported as unknown, or
chronic
NAnot
notavailable.
available.
chronic obstructive
obstructive pulmonary
pulmonarydisease,
disease, and
and NA
t Oregon tracks
tracks prescriptions
prescriptions written,
written, not
notthose
thosedispensed
dispensed(as
(asisisdone
doneininWashington).
Washington).
:1: The total
totalnumber
numberofofdeaths
deathsand
anddata
dataon
oncombined
combinedpublic
publicand
andprivate
privateinsurance
insurancecoverage
coverageare
arenot
nottracked
trackedininOregon.
Oregon.
f.The

to participate
participate in
in Death
Death with
withDignity
Dignity
for wanting to
were loss
ofautonomy
autonomy (97.2%),
(97.2%), inability to
to enenloss of
gage in
and loss of
in enjoyable
enjoyable activities
activities (88.9%),
(88.9%), and
of
(75.0%) (Table
(Table 3).
3). Eight
Eight of
of36
36participarticidignity (75.0%)
pants (22.2%)
(22.2%) reported
reported uncontrolled
uncontrolled pain
painororconconpants
cerns of
of future
future pain
pain(as
(ascompared
comparedwith
with34.7%
34.7%
and
and 22.6%
22.6% of
ofWashington
Washington State
State and
andOregon
Oregon
N
.) MED
N ENGL
ENGLJ
MED 36815
368;15

respectively). None of
of the
the patients
patients
participants, respectively).
inquired about
about Death
Death with
withDignity
Dignity and
and were
were
who inquired
found to have
have either
either current
currentororprevious
previousdepresdepresfound
sion or
or decisional
decisional incapacity
incapacity elected
elected to
to move
move
sion
forward with the
the process.
process. Among
Amongpatients
patientswho
who
forward
have pursued
pursued Death
Death with
with Dignity,
Dignity, no
no participarticihave
pants were
were deemed
deemed to
to require
require mental
mental health
health
pants

NEJM.ORG
NEJM.ORG APRIL
APRIL11,
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2013
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Table
Dignity Experience
Experience for
for Participants
ParticipantsReceiving
ReceivingCare
Care at
at Seattle
Seattle Cancer
Cancer Care Alliance,
Table 3.
3.Aspects
Aspectsof
ofDeath
Deathwith
with Dignity
asCompared
Comparedwith
with Participants
Participants in
in All
All of
of Washington State and
and in
in Oregon.*
Oregon.°
as
Seattle
Seattle Cancer
Cancer
Care
CareAlliance
Alliance

Variable
Variable

Washington
Washington State
State

Oregon
Oregon

End-of-lifeconcerns
concerns
End-of-life
- - no./total no.
no. (%)
Lossof
of autonomy
autonomy
Loss

35/36 (97.2)
(97.2)
35/36

183/202
183/202 (90.6)
(90.6)

538/592
538/592 (90.9)
(90.9)

Inability to engage
engage in
in enjoyable
enjoyable activities
activities
Inability

32/36
32/36 (88.9)
(88.9)

179/202
179/202 (88.6)
(88.6)

523/592
523/592 (88.3)
(88.3)

Lossof
of dignity
dignity
Loss

27/36
(75.0)
27/36 (75.0)

151/202
(74.8)
151/202 (74.8)

386/592
(65.2)
386/592 (65.2)

Lossof
ofcontrol
control of
of bodily
bodily functions
functions
Loss

10/36 (27.8)
(27.8)
10/36

105/202
(52.0)
105/202 (52.0)

318/592
(53.7)
318/592 (53.7)

Burden on
on family,
family, friends, or caregivers
Burden
caregivers

8/36 (22.2)
8/36
(22.2)

78/202
78/202 (38.6)
(38.6)

214/592
(36.1)
214/592 (36.1)

Inadequate pain
paincontrol
control or
or concern
concern about
about it
Inadequate

8/36 (22.2)
8/36
(22.2)

70/202
(34.7)
70/202 (34.7)

134/592
(22.6)
134/592 (22.6)

Financial implications
implications of
of treatment
treatment
Financial

0/36
0/36

Patient informed
informedfamily
familyof
ofdecision
decision- - no./total
no./total no.
no. (%)
(%)
Patient

32/40 (80.0)

8/202
(4.0)
8/202 (4.0)
189/202
189/202 (93.6)

15/592
15/592 (2.5)
(2.5)
(94.4)"j"-r
493/522
493/522 (94.4)

Duration of
of patient-physician
patient-physicianrelationship
relationship- - wk
Duration
wk
Median

Range

33
33

14
14

12
12

4-637
4-637

3-1404
3-1404

0-1905
0-1905

Time from
from ingestion
ingestionof
ofmedication
medicationtotodeath
death
Time
- - min:~

Median
Range

35

45

25
25

15-1680
15-1680

5-1800

1-104
1-104

Health care
careprovider
providerpresent
presentatattime
timeofofingestioningestion Health
no./total no.
no./total
no.(%)%
(%)§

Prescribing physician
physician
Other provider, prescribing
prescribing physician
physician not
not present
present
No provider

Unknown

24/24 (100)
(100)

7/157
7/157 (4.5)

100/526
(19.0)
100/526 (19.0)

80/157 (51.0)
(51.0)

231/526 (43.9)
(43.9)

52/157 (33.1)
(33.1)

72/526 (13.7)
(13.7)

18/157 (11.5)
(lLS)

123/526
(23.4)
123/526 (23.4)

" Data
Seattle Cancer
March 5,
5, 2009,
2009, through
through February
February 29,
29, 2012.
2012. Data
Data
Data for Seattle
Cancer Care
CareAlliance
Alliance and
and Washington
Washington State
State are
are from
from March
1, 1998,
1998, through
throughFebruary
February29,
29,2012.
Oregon are
are from
fromJanuary
January 1,
for Oregon
2012.
1t In Oregon, whether the patient
patient informed
informed the
thefamily
familyofofthe
thedecision
decisionwas
wasrecorded
recordedbeginning
beginninginin2001.
2001.Since
Since then,
then, 21
21 of
of
522 patients
(4.0%) have
have chosen
their families,
families, and
and 88 patients
patients (1.5%)
(1.5%) have
have had
had no
no family
family to
to inform.
inform. Data
Data
522
patients (4.0%)
chosen not
not to
to inform their
in 2002,
2002, for
for 22 in
in 2005,
2005, and
and for
for 11inin 2009.
2009.
were missing for 11 patient
patient in
were
:i:Washington
State presents
minutes, or
or unknown),
unknown), with
with the
therange
range of
oftimes.
times.
Washington State
presents the
the data
data in
in categories
categories (1
(1 to
to 90
90 minutes,
minutes, 2:91
?Al minutes,
median, the
the middle
middleofofthe
themost
mostcommon
commoncategory
categoryforforthe
the3 years
3 yearswas
wasselected.
selected.
To approximate the median,
§() The
State and for 2001
2001 through 2011
2011 in
in Oregon.
Oregon. Information
Information
The data
data shown
shown are
arefor
for 2009
2009 through
through 2011
2011 in
in Washington State
the presence
presence of a
a health
health care
care proVider
or volunteer,
volunteer, in
in the
the absence
absence of
ofthe
the prescribing
prescribingphysician,
phYSiCian, was
was first
firstcollectcollectabout the
provider or
ed in 2001
2001 in Oregon. The procedure
procedure in Oregon was
was revised
revised in mid-2010
mid-201O to standardize
standardize reporting
reporting on
on the
the follow-up
follow-up
ed
procedure, information about
about the
the time
time of
ofdeath
death and
and the
the circumstances
circumstances surrounding
surroundingdeath
death
questionnaire. With the new procedure,
questionnaire.
is recorded
recorded only when
when the physician
physician or
or another
another health
health care
care provider
providerisispresent
presentatatthe
thetime
timeofofdeath.
death.This
Thischange
changeresultresultlarger number of
whom the
the information
informationwas
wasunknown,
unknown,beginning
beginninginin2010.
2010.
ed in aa larger
ed
of patients for whom

evaluation
evaluation for depression
depression or
ordecisional
decisionalincapacincapacity (as
(as compared
compared with
with 10
10of
of209
209patients
patients(4.8%)
[4.80/0]
in Washington
State and
and 40
Washington State
40 of
of 596
596 patients
patients
[6.7%] in Oregon).
Oregon).
[6.7%]
DISCUSSION
DISCUSSION

Our Death
Death with
with Dignity
Dignity program
program has
has been
beenwell
well
accepted by patients, families,
families, and
and staff.
staff.We
Weatattribute this
this to
to the
theprofessionalism
professionalismofofour
ouradvoadvotribute
the great
great care
care taken
takenby
by our
our prescribing
prescribingand
and
cates, the
consulting
consulting clinicians
clinicians when
when interacting
interactingwith
withpapa-

1422
1422

and families,
families, the
the low
low profile
profile of
ofthe
theDeath
Death
tients and
Dignity program overall,
overall, and the
the willingwillingwith Dignity
ofthe
theSeattle
SeattleCancer
CancerCare
CareAlliance
Allianceleaderleaderness of
to allow
allow considerable
considerable debate
debate before
before the
the proproship to
was developed.
developed. A
A few
few clinicians
clinicians who
who were
were
gram was
opposed to
to the
theDeath
Deathwith
withDigDiginitially strongly opposed
program subsequently
subsequently expressed
expressed their
theirwillwillnity program
to participate
participate as
as consulting
consulting or
or prescribprescribingness to
further supports
supportsacceptance
acceptance
ing clinicians, which further
of the program.
program.
of
for participation
participation in our
our program
program
The reasons for
reflect concern
concern about
about autonomy,
autonomy, dignity,
dignity, and
and
reflect

N
.) MED
N ENGL
ENGLJ
MED 368;13
368;15 NEJM.ORG
NEJM.ORG APRIL
APRIL
11,2013
2013
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functional status
status rather
functional
rather than
thandisease-related
disease-related
symptoms or
or depression,
depression, findings
findings that are consymptoms
consistent with the
sistent
the literature.°
literature.9Patients,
Patients,caregivers,
caregivers,
and family members
and
members have
have frequently
frequently expressed
expressed
gratitude after the
the patient
patient obtained
obtained the
theprescripprescription, regardless of
tion,
of whether itit was
was ever
ever filled or
or
ingested, typically
referencing an
an important
important sense
ingested,
typically referencing
sense
of control
control in an
an uncertain
uncertainsituation.
situation.However,
However,
we continue
continue to identify and address process
we
process and
and
quality issues.
issues. For example,
example, although consistent
quality
consistent
with the broader
with
broader reported
reported experience
experience in
inWashWashington and Oregon,
ington
Oregon, the eight
eight reports
reports of
ofunconuncontrolled pain
pain or fear
of future
future symptoms
symptoms at the
the
trolled
fear of
time of the
time
the initial
initial request
request for
for Death
Death with
withDigDignity deserve
deserve attention. Seattle
Seattle Cancer
Cancer Care
Care AlliAllispecialized care
care for pain and
ance provides
provides specialized
and palpalliative care
care services
services in
in the outpatient
liative
outpatient setting.
setting.
services have
have nurse
nurse practitioners and
Both services
and physiphysicians who provide
cians
provide care in
in the
theoncology
oncology clinic.
clinic.
Clinicians (social
workers, nurses,
Clinicians
(social workers,
nurses, and
and physiphysicians) can directly
cians)
directly refer
refer patients
patients to
to either
either serservice; however,
however, these
these services have
vice;
have been
been invoked
invoked
infrequently for Death with Dignity
Dignity participants
participants
(perhaps because
(perhaps
because the participants
participants typically
typically do
do
not have
have symptoms at the
the time
timeofofthe
therequest).°
request).9
Regardless, palliative
Regardless,
palliative care consultations will
will be
be
offered
as a matter
offered as
matter of
ofpolicy
policy to
to all
all Death
Death with
with
Dignity participants going forward. It is our hope
hope
that this
this will
will also
also encourage
encourage earlier
earlierenrollment
enrollment
in hospice.
hospice.
Opponents of
of Death
Death with
with Dignity
Dignitylegislation
legislation
have
raised the concern
have raised
concern that
that itit might
mightdispropordisproportionately
tionately affect vulnerable populations (e.g.,
(e.g., raracial or ethnic minorities
minorities and
and lower-income
lower-income poppopulations).
The Oregon
ulations). The
Oregon experience
experience does
does not
not
21 Nor do we have evidence
support this
this concern.
concern. 21
Nor do we have evidence
that our
our population
population differs
differs from
from the
thebroader
broader
Washington
State population
population on
on the
the basis
Washington State
basis of
of

U.S.
U.S. Census
Census data. 22
22 Also
Also consistent
consistent with
with the literature
only aa small
erature isis the
the finding
finding that only
small subset
subset of
of
patients
initially interested
interested in
in Death
Death
patients who
who are
are initially
with
with Dignity
Dignity go
go on
on to
to pursue this option. 23
23 Some
Some
patients
complete the process
process owing
owing to
patients do
do not complete
rapidly
or
rapidly deteriorating
deteriorating performance
performance status
status or
death,
live longer than the
the estimated
estimated
death, and others live
66 months,
represent opportunities
opportunities
months, findings
findings that represent
to
and communicommunito improve
improve both
both prognostication and
cation.
However, we
purposefully not inincation. However,
we have
have purposefully
formed
prescribing and consulting
consulting physicians
physicians
formed prescribing
when
participants live
live longer
when Death with Dignity participants
than 6 months, because
because of
of the concern
concern that
that such
such
feedback
delay prognostic
prognostic
feedback may
may unintentionally delay
conversations
of the
the
conversations until
until clinicians
clinicians are
are certain
certain of
timing,
thereby reinforcing
reinforcing the more
more persistent
persistent
timing, thereby
and
likely problem
the progprogand likely
problem of communicating the
nosis
(too) late
course of
ofillness.
illness.
nosis (too)
late in the course
In
conclusion, our Death
Death with
with Dignity
Dignity proproIn conclusion,
gram both allows
allows patients
patients with
with cancer
cancerwho
who wish
wish
to
consider this
do so
so within
within the
the conconto consider
this option to do
text
their ongoing
ongoing care
care and
andaccommodates
accommodates
text of their
variation
clinicians' willingness
willingness to
to participarticivariation in
in clinicians'
pate.
The program
program ensures
ensures that
that patients
patients (and
(and
pate. The
options for
for highhighfamilies)
families) are
are aware
aware of all
all the options
quality
end-oE-life care,
palliative and
and
quality end-of-life
care, including palliative
hospice
opportunity to
to have
have any
any
hospice care,
care, with
with the opportunity
concerns
fears addressed, while also meeting
concerns or fears
state requirements.
requirements.
Disclosure
provided by
by the authors
authors are
are available
available with
with
Disclosure forms
forms provided
the full
fuJI text
text of
ofthis
this article
articleatatNEJM.org
NEJM.org..
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