IN THE HIGH COURT OF NEW ZEALAND
WELLINGTON REGISTRY

CIV-2015-485-235

UNDER The Declaratory Judgments Act 1908 and the
New Zealand Bill of Rights Act 1990
BETWEEN LECRETIA SEALES
Plaintiff
AND ATTORNEY-GENERAL
Defendant

AFFIDAVIT IN REPLY OF RIGHARD GLYNN OWENS
AFFIRMED j¢"MAY 2015

(o

w e

RUSSELL MEVEAGH A S Butler | C J Curran | C M Marks
Phone +64 4 499 9555
Fax +64 4 490 9556
PO Box 10-214
DX SX11189
Weltington

2884134



I, RICHARD GLYNN OWENS, Professor of Psychology, of Auckland, solemnly
and sincerely affirm:

Introduction

| am a Professor of Psychology at the University of Auckland, specialising
in the psychology of end of life care.

My background and expertise is outlined in my first affidavit filed with the
Cour, dated 24 April 2015.

In this affidavit | respond to the affidavits of certain of the Crown's
witnesses and provide further evidence concerning the following:

{a) The incidence of, and circumstances in which, New Zealand
medical practitioners cause the death of their patients.

{b) The distinction between a patient's rational decision to die
("RDD") and suicide.

(c) The inabiiity of palliative care to, in some instances, address all
aspects of a patient's suffering.

| also respond in detail o the affidavit of Baroness llora Finlay.

To the extent | express opinions in this affidavit, | confirm that these
matters are within my areas of expertise and experience. | confirm that |
have read the High Court Code of Conduct for Expert Witnesses as set
out in Schedule 4 of the High Court Rules. 1 agree to comply with that
Code.

New Zealand practitioners cause patient death
| have read the affidavits of Amanda Landers and Dr Sinéad Donnelly.

| disagree with the proposition advanced in those affidavits that medical
practltloners (in New Zealand or, where applicable, countrses which
prohibit aid in dying) do not cause the death of their patients.”

That is supported by my research into New Zealand medical practitioners
and their involvement in bringing about the death of their patients, which |
discuss below.

Research on New Zealand general practitioners

In 2000 | conducted, with my PhD student Kay Mitchell, a survey of New
Zealand general practitioners to determine the prevalence of physician
aided dying. The results were published in two co-authored peer-
reviewed papers (annexed as exhibits "RGO(2)1" and "RGO(2)2").
Amongst other things, my research indicated that:

{a) a similar percentage of deaths in patients cared for by New
Zealand general practitioners result from doctors’ actions taken

K See affidavit of Amanda Landers dated 4 May 2015 at [25] - [28]; and affidavit of Sinéad
Dennelly (unswaorn) May 2015 at [55].
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with the intent of hastening death (without request) as in the
Netherlands, where the law allows for assisted dying;

(b) the availability or non-availability of palliative care has no effect
on physicians' decisions to act with intent to hasten death; and

(c) in over half the cases in which physicians brought about patient
death, there was no discussion with the patient beforehand,
despite almost a quarter of such patients being judged
competent.

Methodology

That research collected information from an anonymous questionnaire
previously used in Dutch and Australian studies, with appropriate
adaptation for the New Zealand environment. An additional section was
added relating to access to palliative care services. Given the use of the
questionnaire previously used in other studies, it is possible to
meaningfully compare results as between the countries.

We sought details from physicians regarding medical decisions at the end
of life ("MDEL") made for the last death attended in the preceding 12
months and whether this was within the context of palliative care
services. We obtained responses from over 1,000 New Zealand general
practitioners.

Incidence of MDEL

Eighty-eight percent of the doctors who responded (approximately haif of
those approached) reported attending a death in the past 12 months.
Sixty-three percent had made a medical decision that could hasten death.
The last action before death ranged from decisions to withdraw or
withhold treatment or increase the alleviation of symptoms with the
probability that death would be hastened (61.8%), through to actions
partly or explicitly taken to hasten death (32.6%). In 39 (5.6%) cases, the
respondents had provided some form of physician aided death and 226
(32.6%) had taken actions partly or explicitty with the intention of
hastening death. The latter actions would be indefensible under the
principle of double effect.

Even if we assume (implausibly) that not one of our non-responders (we
had a 48% response rate) had administered a drug with the intention of
hastening death, it would still imply that 2.7% of deaths here are the
result of actions taken with the intent of hastening death. [ note also that
the percentages refer to deaths, not doctors (doctors were simply asked
about their last patient death). It is almost inevitable that some of the
doctors had done nothing untoward on their last patient death, but would
have taken such actions in previous cases — about which we weren't
asking {our concern was to obtain estimates of the percentage of deaths
which involved this kind of action, not the percentage of doctors who were
doing s0). The 2.7% is therefore a minimum figure for New Zealand
general practitioners.
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Availability of palliative care

Of all respondents, 88.9% indicated access to a multidisciplinary pain
management or palliative care feam and 97.8% of these indicated that
they consulted with such a team. Two percent stated thai they had
access to such a team but did not use them; the main reason given being
the physician had sufficient palliative care knowledge.

The research indicates that the intent to hasten death is not a
consequence of the non-availability of palliative care. This suggests that
palliative care did not always meet patients’ needs. It is not known
whether this is because the best palliative care was not available or
because even the best care was insufficient fo meet patients' needs.

Patient discussion

There was no discussion with the patient before the last MDEL in 54.8%
(380) of the 693 cases where an MDEL was actioned. The patient not
being judged competent (or not fully competent) to make the decision
was the main reason given for no discussion. However in 23.1% (88) of
these 380 cases the patient was judged competent by the doctor but
there was no discussion. In 17% (65) cases, there was evidence that the
patient had expressed a wish to have death hastened at a previous time.

Comparison with other countries

Our results were consistent with research elsewhere. Of the 1,100
general practitioners who had the opportunity to make a MDEL, 3.5% (39)
provided a physician aided death. This compares with 3.7% of general
practitioners in a 1991 Dutch study ("Dutch s‘.tudy").2 The results
indicate that the more serious the action taken, the more likely
respondents were to estimate that life had been shortened and by a
longer period. A similar effect was noted in the Dutch study.

So-cailed life-terminating acts without explicit request of the patient
("LAWER") drew widespread criticism of Dutch practices. However,
subsequent research suggests that similar practices are occurring
elsewhere and clearly have occurred in New Zealand. Of the deaths,
2.7% were LAWER. The proportion of physician aided deaths in which
there was no prior discussion with the patient was higher in New Zealand
than reported in the Netherlands, but similar to that in Belgium and
Australia.

RDD is not suicide

| have read the affidavit of Robert George and wish to respond to his
comments at paragraphs 80 - 85, which assert that there is no distinction
between RDD and suicide.

With respect to Professor George, the distinction between RDD and
suicide is reflective of an established body of academic literature and
hased on significant differences in the circumstances and decision-
making processes of the person affected. The every-day terminology
used by clinicians to describe a person who causes his or her own death

2

Van der Maas PJ, van Delden JUM, Pijnenborg L. Euthanasia and aother medical decisions

concerning the end of life. Lancel. 1991;338, 669-674.
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is not relevant to this distinction or the legitimacy of the psychological
literature.

Rather, the critical point is encapsulated in the comments of Tony O'Brien
in his affidavit: in the case of suicide, the person wants to die and will
usually say s0. In the case of RDD, the person wants io live, but only if
an unbearably distressing state can be avoided.®> In RDD, the person is
aware they are dying in circumstances where (as discussed below) the
best palliative care may not be able to alleviate their suffering. In one
sense the dying person who makes a RDD is not, in fact, making the
decision to end their life, but rather indicating a preference.

| agree with Mr O'Brien that there is a small but "important minority" who
express a wnsh to die "at a time, in a place and in a manner of their
choos:ng As Mr O'Brien notes, the characteristics of such patients are
that they

{a) are not depressed or otherwise exhibiting mental illness;
{b) often are intelligent, controlling and analytical people; and
{c) feel the need to continue to exercise the greatest possible [evel

of control over their destiny.

Often members of this group appreciate they will continue to deteriorate
in their iliness, but do not wish to end their lives immediately; rather they
wish to have control to do so in the future. It appears that Lecretia Seales
falls within this category of persons.

Dr Sinéad Donneily raises concerns about the motlvatfons of people who
may wish to die at paragraphs 79 - 82 of her affidavit.’ In doing so, Dr
Donnelly relies on a 2013 study conducted by Phillipa Malpas. Dr
Donnelly fails to note that these same concems have been responded fo
in detail by Malpas in correspondence between the two published in the
New Zealand Medical Journal (annexed as exhibit "/RGO{2)3") prior to the
2013 study.

Medical ethics are not affected

The frequent reference to medical ethics in some affidavits (for example,
Dr Sinéad Donnelly's reference to the principle of primum non nocere,
meaning "first do no harm' "V is at best naive (cutting off someone's legs
does harm, but may be the best option in some circumstances).
However, it also neglects a second of the four key principles of modern
medical ethics, that of autonomy. Significantly, the option of aid in dying
gives effect to this aspect of patient treatment.

In this regard 1 refer to Dr Harvey Chochinov's discussion of the
sacrificm% of a patient's "conscious awareness" through palliative
sedation,” the presentation of which is seen as acceptable, legal, and not
requiring the checks which are generally mandated for aid in dying

o o~ ;o s W
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Affidavit of Tony O'Brien dated 6 May 2015 at [26].

Affidavit of Tony O'Brien dated 6 May 2015 at [26].

Affidavit of Tany O'Brien dated 6 May 2015 at [26] - [27].
Affidavit of Sinéad Donnelly dated 12 May 2015 at [79] - [82].
Affidavit of Sinéad Donnelly dated 12 May 2015 at [60].
Affidavit of Harvey Chochinov (unsworn) May 2015 at [51].
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overseas (for example, there is no requirement for a second opinion, no
formal monitoring, and no requirement for a repeated or sustained
request). Yet, in my experience many people — both healthy individuals
and patients - have stated uneguivocally that being dead would be very
preferable, as far as they're concerned, to being alive but unconscious.

The hest palliative care cannot always address suffering

A number of the Crown's witnesses either explicitly state or appear to
imply that palliative care, when properly applied, is able to fully alleviate a
patient's suffering.

That is not consistent with my clinical experience and academic research.

As 1 discuss in paragraphs 7 and 8 of my first affidavit, my work of over
30 years has focused on working with patients at the end of their lives to
relieve their suffering through palliative psychology. | agree with the
comments of Simon Allen at paragraph 17 of his affidavit. Although | am
a tremendous supporter of good palliative care, every individual's
circumstances are different and in some cases the psychological
suffering cannot be attenuated, even with the best support. If we are
honest we have to admit that states of unbearable suffering cannot
always be avoided.

From my knowledge of Lecretia Seale's condition, which | discuss at
paragraphs 8 - 10 of my first affidavit, palliative psychology is unlikely to
be able to address the emotional or psychological suffering that she
experiences, which may arise from frustration at a lack of autonomy and
dignity, or anxiety at the prospect of a painful death.

| note that my view that psychological suffering cannot always be
addressed is also consistent with the evidence of some Crown witnesses,
including Dr Roderick MacLeod,” and with Dr Harvey Chochinov, who
states that "in spite of outstanding palliative care, there will always be
individuals who in the course of approaching death, will want the option of
assisted suicide".™ Likewise, | agree with Dr Chochinov's comments that

"nalliative care will never be the perfect foil for suffering".”’

It is important to recognise that pain is highly subjective. In this regard |
agree with Dr Roderick Macleod's cornments that;"?

...psychological, spiritual and social aspects of pain are more
difficult o identify and treat in patients at end of life care. This
is for the reason thai they are often more subjective and
difficult to measure and in some cases are not able to treated
or managed with medications.

It is hard to imagine anything which is more subjective than pain, and a
mantra frequently heard in palliative care settings is that "pain is whatever
the patient says it is". The point there being that it is not for us, as carers
and physicians, to tell patients whether they are in pain or not (as we

10
11

32
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Affidavit of Roderick Mackeod (unsworn) May 2015 at [341.

Afiidavit of Harvey Chochinov {unsworn) May 2015 at [48).

Affidavit of Harvey Chochinov (unsworn) May 2015 at {52]. See also the affidavit of
Baroness lllora Finlay dated 6 May 2015 at [119], noting that "of course no system of
human endeavour can relieve all suffering"”.

Affidavit of Roderick Maclead (unsworn) May 2015 at [34].
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might tell them whether or not they have a raised temperature), but for
the patient to tell us, they being the only ones privy to this entirely
subjective experience.

Dr Roderick MacLeod also makes reference to the World Health
Organisation's 1996 claim that pain can be relieved in up to 90% of
patients.’® Whilst very encouraging, it is no consolation to the small but
significant group of people whom, by implication, we are unable to treat
adequately. Similarly, Dr Alistair MacLeod makes reference to family
guestioning the merits in patients receiving "assertive treatment causing
such horrendous adverse effects"."

That underlines the point: palliative care, for all its significant benefits, is
not always trouble-free and can be insufficient to meet the needs of some
patients. It is not an answer for those for whom there is no relief from
unendurable suffering. Moreover, the slow improvement of palliative care
possible over the longer term is of no benefit to those who cannot be
helped right now.

Response to Baroness Finlay

| have read the affidavit of Baroness llora Finlay. | wish to respond in
detail to her claims:

(a) At paragraph 26 of her affidavit, Baroness Finlay claims that
"natients who receive the message that their situation is devoid
of any hope for restoring their dignity and respect are more likely
to lose a sense of meaning or worth...". With respect, those
comments appear to be highly speculative and do not accord
with my clinical experience, nor with the findings of the research
cited.

(b} At paragraph 30, Baroness Finlay confuses causation and
correlation in respect of elderly people who request aid in dying.
It is no surprise that most of such people are elderly: terminal
illnesses are most likely to develop in this age bracket.

{c) Paragraph 32 confuses the difference between persons
requesting and receiving aid in dying. The first sentence, which
should be treated with caution given the small sample, concerns
those who have received aid in dying. The second sentence is
about those requesting aid in dying in Oregon and cannot be
supported by implication from the first.

(d) Paragraphs 39 and 40 compare suicide rates in the UK and
incidence of physician aid in dying in the Netherlands. This is a
classic "apples and oranges" example, where the two data sets
are not comparable.

{e) At paragraph 42 Baroness Finlay talks about patients facing a
"bleak" future. However, her answer avoids the problem of
people for whom the present is, and continues to be, bleak. In
such cases, people wish to retain autonomy and make their own
decisions about whether such suffering is bearable. Making

B Affidavit of Roderick MacLeod {unsworn) May 2015 at [33].
4 Affidavit of Alistair MacLeod dated 11 May 2015 at [26].
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help illegal may simply mean that the uncertain future becomes
a factor in shortening a life which would have been longer had
the help been available.

Baroness Finlay's comments at paragraph 44 are highly
misleading and a classic example of "cherry picking"; in fact
suicide in Oregon has decreased after the Act was passed —
Baroness Finlay has simply opted to drop the two years
immediately following the passing of the Act, in which there was
a marked drop, keeping only the subsequent years in which the
numbers went up. There appears to be no reason to exclude the
two years immediately following except that they don't suit her
purposes. While it is true that Oregon's suicide figures are
higher than the national average, they were before the Death
with Dignity Act too and have risen and fallen in paraliel with
national frends in the United States (see, for example, Figure 1
in the exhibit annexed as "RGO(2)4").

Baroness Finlay's mention of the "Werther effect” at paragraph
48 is highly inappropriate. That has nothing to do with terminal
care and assisted dying, but is a feature of suicide. Most of the
following paragraphs are highly speculative and are not
supported by research.

The Baroness' comments at paragraph 60 that value
judgements about "not wanting to go on" are projected onto
patients is bizarre and irrelevant to circumstances where a
patient has repeatedly expressed a desire to die, in the face of
opposition. Her position does not put one into the shoes of the
patient, but rather assumes for the patient that "even if | was like
that, | wouldn't want my life to end". This is why the patient's
autonomy is essential.

The Baroness' view that patient autonomy should be restricted is
more apparent at paragraph 72, The reality is that of course we
must restrict autonomy where granting it would provide a
distress to others that was disproportionate. But we need
evidence of such a disproportionate distress to others, not
speculation. The interviews that my research team has
conducted with people who have assisted loved ones in dying is
that they experience guite the opposite.

In relation to her comments at paragraph 81, in my experience
reluctance or ignorance regarding hospice and palliative care is
not a problem. For example, some years ago | had a patient, a
young woman in her 30s, dying of cervical cancer. On raising
the question of hospice, she looked unenthusiastic, suggesting
that it wouid just be where "old people go to die". | arranged for
her to be iaken on a visit fo her local hospice, her views
changed dramatically, and she ended her days peacefully in the
hospice having made her own informed choice.

| entirely disagree with Baroness Finlay's comments at
paragraph 101 suggesting that "imaginative and creative"
thinking in caring is incompatible with a request for death. This
is nonsense. | have spent some 35 years in end-of-life care, |
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have never been in principle opposed to assisted dying, but that
does not mean | do not take the trouble to try to solve the
problem in other ways.

If Baroness Finlay's comments at paragraph 106 imply that she
has never failed to control a patient's pain, | find that entirely
inconsistent with the clinical realites | have seen and
experienced over 35 years.

Lastly, | find it highly questionable whether a death from
starvation and / or dehydration should be characterised as
respecting the patient's personal integrity and dignity, or
minimising distress (I refer to paragraph 15 of my first affidavit).

&
AFFIRMED at Auckland this/ &day of May 7

"'/"’tRibhard Glynn Owens

I Esakielu

Dby Requsl=-AGaieiior of the High Court of New

Zealand
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Abstract

Aim To explore type and incidence of medical decisions at the end of life that hasten
death made by general practitioners in New Zealand, within the context of access to
palliative care.

Method An anonymous questionnaire investigating the last death attended in the
previous 12 months was sent to 2602 general practitioners (GPs) in New Zealand.

Results From a 48% (1255) response, 88.9% (1116) GPs indicated access to an
interdisciplinary pain management or palliative care team. Of those attending a death
in the previous 12 months, 63% (693) had made a prior medical decision. These
decisions included withdrawing/withholding treatment or increasing pain relief with
(a) probability death would be hastened 61.8% (428) or (b) partly or explicitly to
hasten death 32.6% (226). Moreover, death was caused by a drug supplied or
administered by the GP in 5.6% cases (39), actions consistent with physician-assisted
death.

Conclusion Physician-assisted death provided by some general practitioners in New
Zealand is occurring within the context of available palliative care.

Early in 2002, Belgium became the fourth countly/state/temtoxy in the world to
Iegahse physician-assisted death'—after the Nethe: lands,? Oregon (in the United
States),” and the Northern Territory (in Australia)*—although the Northern Territory
legislation was subsequently overturned.

The laws controlling assisted death in Oregon and the Northern Territory were
predicated on the patient being terminally ill, and this was also proposed in the failed
Death with Dignity Bill in New Zealand in 1995.° Belgium has adopted similar
policies to the Netherlands,® in that the patient does not have to be terminally ill but
must be experiencing unbearable, intractable suffering. A failed Private Member's Bill
recently debated in New Zealand 1pr0posed physician-assisted death for terminally or
incurably ill persons, on request .

Research mdlcates that patients with cancer, 8 HIV/AIDS,? and amyotrophic lateral
sclerosis'® would like the option of phys1c1an—ass1sted death Snnllally, phyS1c1ans
have also indicated that this option may be justified for some patlents I (The
official stance of the New Zealand Medical Association is that it is opposed to
physician-assisted death.)'

Prior to legalisation, research in Australia, the Netherlands, and Belgium indicated
that phy51c1ans were nevertheless providing physician-assisted death to their
patients.'>™® In each of the studies, a similar questionnaire was used, developed for
the Remmelink investigation into physician-assisted death in the Netherlands in 1990.

NZMJ 18 June 2004, Vol 117 No 1196 Page | of 11
URL: http//www.nzma.org.nz/journal/117-1196/934/ © NZMA



Interpretation of previous studies has in part been problematic due to lack of
information regarding the range of physician options, particularly the extent of access
to specialist palliative care, The present study was thus designed to obtain information
on end of Jife decision-making in New Zealand within the context of palliative care
availability.

The aim of this study was to explore type and incidence of medical decisions at the
end of life (MDELSs) that hasten death made by general practitioners (GPs) in New
Zealand, within the context of access to palliative care,

Method

A survey methodology was adopted using the questionnaire from the Remmelink Death Certificate
study of the Dutch investigation,”® The questionnaire was administered to GPs in New Zealand {in
August and September, 2000). It asked for details on the last death in the previous 12 months for which
the physician was the attendant doctor, and whether that physician 1ad access to a multidisciplinary

palliative care team.

Whilst confining responses to the last death means the incidence can only be assessed indirecily, the
format was used both to anchor responses to minimise bias and to retain consistency with prior studies.
There are approximately 3000 practising GPs in New Zealand and a questionnaire was sent to 2602 on
a commercial mailing list,

The English version of the questionnaire was obtained from the authors of the Australian study !®
Demographics were changed to suit the New Zealand environment—ie, ethnicity and place of practice.
An additional section was added related to access to palliative care services. Analysis was done using
SPSS (version 9) software.

Throughout this article, ‘physician-assisied death® and *euthanasia’ refer to the intentional ending of
the patient’s life by the physician and *physician-assisted suicide’ refers to drugs supplied by the
physician to end life, but administered by the patient.

Ethics approval was given by the University of Auckland Human Subjects Ethics Committee on 10
February 2000, reference [999/Q032.

Results

There was a 48% response rate from two mail-outs. Thirty-two questionnaires could
not be delivered (unknown at address). Returned questionnaires numbered 1302 of
which 47 were returned blank, some with comments for non-response, which left
1255 useable questionnaires.

Of these, 1100 respondents had access to the patient prior to death and therefore there
was the potential to make an end of life decision. Non-response was attributed to the
sensitive nature of the research and the workload of general practitioners.'
Demographic breakdown of responders is in Table 1.

Of the 1100 physicians who had contact with the patient prior to death, 693 (63%)
reported making MDELs. The last action before death ranged from decisions to
withdraw or withhold treatment or increase the alleviation of symptoms with the
probability that death would be hastened 61.8% (428), through to actions partly or
explicitly taken to hasten death 32.6% (226).

Moreover, of the 693 physicians who reported a MDEL, 5.6% (39) attributed death to
a drug that had been prescribed, supplied or administered for that purpose—ie,
euthanasia or physician-assisted suicide (see Table 2).

NZMJ 18 June 2004, Vol 117 No 1196 Page 2 of 11
URL: http:/hwww.nzma.org.nzfjournal/1 £ 7-1196/934/ DNZIMA



Table 1. Demographic breakdown of general practitioners participating in study

(n=1255)
Gender | %% | Age %* | Religious %* | Ethuicity %* | Location Yo¥
{vears)
Male 64 <35 11 Extremely 4 NZ European | 78 | City 45
Female { 35 3645 |45 Very 12 Maori I Small city | 22
DM 1 46-35 | 32 Moderately | 22 Pacific Is 0.5 | Town 15
56-65 | 9 Slightly 30 Asian 5 Rural 17
>65 4 Net 30 Indian 2 DM 1
DM 0.2 DM 3 Other 12
DM

1
*Percentages may not tolal 100 due to rounding; DM=data missing; City (>100,000 people); Small city (30.,000-

100,000 people); Town (<30,000 people).

Table 2. Medical decisions at the end of life (VIDELs) by general practitioners
for the last death attended in the previous 12 months (n=1100)

Number (%) deaths Number (%) Number (%)
attended in Iast year  actions before [ast actions
{n=1100) death* before death
(n=693} (n=693)
No MDEL actioned 407 (37.0)
First contact after the death 35(3.2)
Sudder: and totally unexpected death 75 (6.8)
No MDEL was performed (No ‘yes” to Q 3-6) 279 (25.4)
Missing data (no response} 18(1.6)
MDEL actioned 693 (63.0)
Taking into account the probability that end of
life hastened by:
- Q3awithholding a treatment 258 (37.72) 28 (4.0
- Q3b withdrawing a treatment 200 (28.9) 27339
- Q3¢ intensifying alleviation of pain and/or 388 (34.8) 373 (53.8)
symptons
Q4 In part with intention of hastening the end
of life by:
- intensifying the alleviation of pain and/or 172 ¢ 24.8) 94 (13.6)
symptoms
With the explicit purpose of not prolonging
life or hastening the end of life and death
caused by:
- Q5a withholding a treatment 130 (18.8) 75(10.8)
- Q5b withdrawing a treatment TEH(10.2) 57(8.2)
Q6 Death caused by drug prescribed, supplied 39(5.6) 39(5.6)
or administered with the explicit purpose of Drue given by
hastening the end of life (or patient ending {n=30V*

own life)

Patients: 5 (12.8)

Doctors: 21 (33.8)

Nurses: 21 (53.8}
Other: 2 (5.1)

Q=Question; *More than one questicn could be answered.

WZMI 18 June 2004, Vol 117 No 1196
URL: httpi/Awww.nzma.org.nzfjournal/117-1196/934/

Page 3 of 11
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There was 110 discussion with the patient before the last MDEL in 380 (54.8%) cases
(see Table 3). The patient not being competent (or not being fully competent} to make
the decision was the main reason given for no discussion. However in 23.1% (88)
cases where the patient was judged competent by the doctor, there was no discussion.
In 17% (65) cases, the patient had expressed a wish to have death hastened at a
previous time (see Table 4).

Table 3. Discussion with patient about possible hastening of death by proposed
action

Last-mentioncd MDEL

Q3a* Q3b* Q3c* Q4* Q5a® Q5b* Q6+ Total

n=28 n=27 =373 n=04 n=75 n=57 n=39 | N=693
%ot Yt Yot Yot %t YT Yot %%
Discussed at the same time 25.0 4.8 8.6 12.8 18,7 26.3 23.1 13.4
Discussed beforehand 10.7 [ 12.6 319 29.3 29.8 333 19.5
Wo discussion took place 53.6 50.3 58.7 53.2 50.7 439 43.6 54.8
Missing data (no response) 10,7 4.5 20.1 2.2 1.3 - - 12.2
*Soe 1able 2 Tor delnls of action: Tviay not tofal 100% duc to rounding; Q=Question, MDEL=Medical decisions at the end of

fife.

Table 4. Informant in decision~making when no discussion with patient about
possible hastening of death.

Last-mentioned MBEL
Q3a® Q3p* Qlc* Q4* Q5a* Qsb* | Q6% | Total
n=15 n=16 n=219 n=50 n=38 n=25 | n=17| N=380

% % % % % % % %
Patient not capable/nol fully
capable of discussion 86.7 41.3 60,7 84.0 84.2 88.0 94.1 71.3
Patient competent 1o discuss 13.3 6.3 324 14.0 15.8 4.0 - 23.1
{Missing) - 12.5 6.8 2.0 - 8.0 5.9 5.5
Patient had expressed a wish to
have death hastencd 13.4 18.83 1.9 30.0 21.0 16.0 353 16,9
Docter informed of wish by:7
-~ Verbally by patient - 6.3 10.0 22.0 13.2 12,0 23.% 12.1
= Written Directive - - - - - - 5.9 0.3
- Partnes/Relative of patient 13.3 6.3 2.7 6.0 10.5 12.0 23.5 6.1
= Nursing staff’ 6.7 - 0.9 - 2.6 - - 1.1
- Colleague - - - . - - - -
« Otherwise - - . - - - -
Explicit request to haslen death
made by:{
- Partner/relative 6.1 6.3 2.7 16.0 21,1 24.0 235 89
- Colleague . - - 2.0 - 4.0 - 0.5
« Nursing staff’ 6.7 - 0.5 - 2.6 8.0 23.5 2.4
- Others - - 8.5 - - - - 0.3
- No explicit request 86.7 813 854 70.0 73.7 60.0 52,9 78.9

*3ce Table 2 [or details of achon: fiviare than one answer could be indicated: Q=Question; MDEL=Medical decisions at the end
of life,

In half of the cases where a MDEL was actioned, the doctor estimated that life was
either not shortened or was shortened by less than 24 hours. A further 26.8%
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estimated that was life shortened by less than 7 days. In the three cases where life was
estimated to be shortened by more than 6 months, death was caused by actions taken
explicitly for that purpose; in two cases, withholding treatment; and in one case;
administering a drug. There was a high (13.5%) non-response to this question (see
Table 5).

Table 5. Estimate of life shortened by last action taken.

Last-mentioned MDEL
Qia* Q3b* Q3e* Q4% Q5a* Q5b* Q6* Total
=28 n=27 n=373 n=94 n=75 n=37 n=39 | N=693
% % % % % % % %

Missing (not answered) 10.7 14.8 225 2.1 L3 - - 13.5
Probably not shortened 321 55,6 442 i4.9 12.0 3.8 7.7 317
<24 hours 3.6 7 15.5 372 17.3 17.5 35.9 19.0
1 to 7 days 50.0 8.5 15.0 3.9 49,3 4309 48.7 26.8
1 to 4 weeks 36 - 24 13.8 3.3 218 5.1 7.2
1 to 6 monihs - - 0.3 - 4,0 7.0 - 1.2
>6 months - - - - 2.7 - 2.6 0.4

#Sae Table 2 for details of action; MDEL= Medical decisions at the end of life; Q=Question.

In 8 of the 39 cases where death was caused by a prescribed, supplied, or
administered drug, more than one person was identified as administering the drug to
the patient (introducing the drug into the body). In two cases, the patient was
identified as ingesting the drugs acting alone. The doctor administered the drug alone
in 13 cases, a nurse alone in 15 cases, and in one case it was not specified who
administered the drug (see Table 2).

Of the 1255 respondents, 88.9% (1116) indicated access to a multidisciplinary pain
management or palliative care team, and 97.8% (1090) of these indicated that they
consulted with such a team. Twenty-two doctors (2%) stated that they had access to
such a team but did not use them; the main reason given being the physician had
sufficient palliative care knowledge (see Table 6).

Of those reporting physician-assisted death, 34 had access to an interdisciplinary pain
management or palliative care team. In the remaining 5 cases, 3 said they would use a
team if available. One of these cases involved the death of a child. The remaining 2

did not respond.

Of those who had the potential to make a MDEL males were significantly more likely
to have done so {(chi squared=6.422, df 1, p=0.011). There was no significant
difference between those who had made a MDEL and those who did not for age,
ethnicity, religion, place of practice or access to palliative care.

Doctors who performed euthanasia/physician-assisted suicide were significantly older
(z=-3.198, p=0.001) and less religious (z=-2.309, p=0.021) than those who had not
but had performed another type of MDEL action. There was no significant difference
between these two groups for gender, place of practice, or access to palliative care.
Ethnicity was not compared due to low numbers.
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Table 6. Access and use of interdisciplinary palliative care or pain services
(N=1255)

YES, ACCESS TO PALLIATIVE %% INO ACCESS TO PALLIATIVE %

TEAM (88.9%, N=1116) TEAM (9.8%, N=123)

Consult team 97.8 | Would consult if available 80.5
Don’t consult team™ 2.0 | Would not consule* 13.8
Missing 0.2 | Missing 5.7
How often consult team

(n=1090)

Very occasionally 8.2

Occasionally 233

Frequently 50.1

Always 18.0

(Missing) 0.4

*Reasons don’t consult/would not consult with team (n=40) %o

- GP has sufficient palliative care knowledge 38.5
- Advice/consultation unhelpful in past 2.6
- Bervices are inaccessible 128
- Difficulty in past with shared care 10.2
- Other 30.8
- {Missing) 5.1

Note: Totals rounded.

Discussion

Perhaps the most interesting study finding is that, despite legal constraints, 39 doctors
had performed some kind of action which would conform to everyday concepts of
physician-assisted suicide or euthanasia. Moreover this did not appear to be a
consequence of the non-availability of palliative care. Of the 1100 general
practitioners that had the opportunity to make a MDEL, 3.5% (39) provided a
physician-assisted death. This compares with 3.7% of general practitioners (n=23356)
in the Dutch study. ' P'¥

Information that nurses introduced the drug into the patient, alone, in 15 cases
requires some comunent. The use of syringe drivers to deliver medication is
widespread in end-of-life care, when oral medication is no longer possible. Invariably
this regime would be established by a nurse, acting under physician ordess thereby
rendering the nurse the person to have “introduced’ the drug into the patient's body. If
drugs charted are presumed to be dangerous for the patient, the nurse is obliged to
refuse to carry out the drug order. In these cases, this has not happened, which
suggests that either the nurses colluded with doctors in providing assisted death or
alternatively they were unaware that the drug was charted explicitly to end the life of
the patient. Either way, nurses are clearly involved in end of life actions and decision-
making (see Table 4)."18

There is a conunonsense issue in discussions of euthanasia concerning the extent by
which life is estimated to have been shortened by the action. The present results
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indicate that the more serious the action taken, the more likely respondents were to
estimate that life had been shortened and by a longer period (see Table 5). A similar
effect was noted in the Dutch study.'6P'?

The majority of respondents in the New Zealand study estimated that the action taken
had shortened life but in 78% of cases this was by less than 7 days (see Table 5). It is
notable that this question had one of the higher rates of non-response at 13,5%. The
wording of the questionnaire, which gave the mildest option of ‘life probably not
shortened” rather than ‘life not shortened’ may have been implicated, with
respondents reluctant to imply any shortening of life if this, in their judgement, had
not occurred. Several respondents noted difficulties with the wording of the
questionnaire.

If this is the case, and it seems plausible, life was estimated “not shortened” or
shortened by less than seven days in over 90% of cases (see Table 5). Arguably then,
the actions could be seen as a compassionate response to distress experienced in the
last few days of expected life when the dying phase had been diagnosed.'®

In 54.8% (380) of cases the MDEL-action was taken without discussion with the
patient, rendering the action legally dubious (see Table 3). It is plausible that the
missing cases (12.2%) indicate no discussion, which leaves only ore third of cases
where a discussion took place with the patient at some time, indicating that life could
be shortened by the action being considered. The physician not believing that death
was hastened by the action seems to be implicated in some instances of no discussion
with the patient given (a) that some respondents indicated this and (b) that the
likelihood of a discussion having taken place increased with the seriousness of the
action taken. However in 17 cases, there was no discussion when physician-assisted
death occurred (see Table 3).

‘While in some cases the patient had previously expressed a wish to have death
hastened (see Table 4), it should be noted that a persistent request expressed at the .
time the action is performed is one criteria necessary for the provision of physician-
assisted death wherever this is, or has been, legalised,'**®

So-called life-terminating acts without the request of the patient drew widespread
criticism of Dutch practices (see, for example, reference number 20). However
subsequent research suggests that similar practices are occutring elsewhere'*! and
clearly have occurred in New Zealand. However, these figures may not be as sinister
as first appears. The combined factors of closeness to death and probable moribund
state (see Tables 4 and 5) also evidenced by nursing involverment (see Table 2)
probably indicating use of syringe driver or IV medications, suggests that the actions
were a compassionate response to patient need—ie, shortening dying rather than
shortening life.

Alternatively, these actions may indicate a lack of knowledge by the physician of
what is palliatively achievable without ending the life of the patient as a way of
meeting need {(10% indicated they had no access to palliative care services, see Table
6). Another explanation is that the doctor acted in ‘palliative’ terms—ie, may have
provided terminal sedation which is defensible under the principle of double effect,
but ing}eirpreted this in "euthanasia" terms as an action knowingly taken to hasten
death.”
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The data discussed above, together with the supplementary qualitative data obtained
from the questionnaires gives us some insight into issues for the plysician when
providing end of life care. Physicians of course have their own personal views and
there is a requirement that they reconcile those with external demands - on the one
hand to reduce suffering, on the other to preserve life. The following captures the
potential polarity of these views:

[ have no problems withholding medication to hasten death in a terminally ill patient. 1 would

have a problem administering medication 1o hasten death, even on request from the patient or

relatives. This of course does not apply to terminating an unwanted pregnancy - no problem
here. (NZ GP 189)

The laws re euthanasia vs termination of pregnancy are, in my opinion, completely arse about
face! If you will excuse the vernacular. (NZ GP 797)

In many instances such attempts at reconciliation were problematic for the physician
concerned and it is perhaps unsurprising that some physicians called for greater
external guidance:
Often patients don't ask about choosing the time and mode of death in a terminal illness and I
do not initiate discussion as this is not yet a clearly legally available option. So in my opinion
[ am not yet obligated to offer this option (but | would prefer to be able to either offer and/or
respond better to the accasional request for euthanasia), (NZ GP 447)
Although several physicians indicated they would like to be able to offer physician-
assisted death in some instances, others emphasised that they would never consider
this an option.

It seemed clear from comments that the general practitioners assumed responsibility
for providing a good death for the patient. In order to do so some felt that they
required access to specialist drugs they deemed necessary for palliative care:

GP should have unrestricted access to all specialist drugs for palliative care. (NZ GP 448)

My purpose is to save life and to make dying as pleasant as possible and pain free - dignified.
I find this latter can be virtually always achieved with morphine and would be easier with
heroin which for some reason is unobtainable in NZ. (NZ GP 373)
A team approach to care (implying open communication and shared decision-making
was deemed desirable by many:

In the area we share care with district nurses and rest homes. Together with local hospital. A
team approach exists therefore. (NZ GP 203)

The current system of doctor and patient and families together making decisions at the end of
life have worked well for generations, (NZ GP 246)
Many other physicians commented on the issue of communication around end of life
actions, soime wanting openness and transparency:

[ feel much more respect must be made of the wishes of the person dying. More discussion
needs to be had on the influence/wishes of caregivers. [ support & more liberal attitude with
the correct legal/ethical oversight being provided. Perhaps some "guidelines” (dare [ use the
waord) are in order. (NZ GP 48)
And others insisting that only the patient and doctor should be involved in decision-
making:

Very dangerous territory. Only the doctor and patient; den't include anyone else. (NZ GP 41)
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This latter statement appears to be a reflection of the fear some physicians expressed
that their actions may have legal repercussions:

1t 15 such an emotional and value-dependent issue. 1 will do anything to protect myself
medico-legally, some of the actions taken are futile and wasteful and not of any "benefit" to

the patient. (NZ GP 307)

Constraints on open comumunication when hastening death is considered can provide
the physician with challenges. One doctor articulated the difficulty for the physician
in managing communication within the caring group when the law inhibited the
patient's preferred (implied) end of life action:
[ was more concerned about what the relatives (wife, adult daughter) thought rather than
legislation. Indeed, when the patient pleaded with me for him not to have another night of

extreme respiratory distress he cautioned me to "protect myself" (against the relatives)
however they had previously introduced the ideal (NZ GP 63)

When physician-assisted death is secretly provided for the patient, the emotional
coping of those persons who knew or were having euthanasia may be complicated by
being unable to share their experience with loved ones and leave-take appropriately.
Research indicates that the psychological effect for doctors providing physician-
assisted death is profound, suggesting that doctors who do so in secret are at risk
when they cannot talk through the actions they propose, or have taken.>?

Conclusion

Legal or not, physician-assisted death is an international reality, and New Zealand is
no exception with such actions occwiring in an apparently palliative rich environment.
Moreover the results of this study indicate that physician-assisted death is at times
occwrring without consultation with the patient.

There exists a confusing state of affairs where doctors and family are torn between
conflicting demands - on the one hand to relieve suffering, on the other to conform to
professional and legal requirements. The current situation is problematic for
everyone: doctors carry a heavy burden; patients are unable to have access to options
to which they may feel entitled; families are kept in the dark or carry a similar burden
to the physician.

Limitations

It is of course, important to exercise a degree of caution in interpreting the above
findings. Trying to access empirical data on such a complicated and potentially
sensitive activity such as medical decision-making at the end of life is extremely
difficult. A questionnaire cannot do justice to the complexity of such decision-
making. The wording of the questionnaire may have “forced” respondents to indicate
an action performed that did not correctly reflect the actual action. Fifteen
respondents criticised the wording in the questionnaire.

A very difficult questionnaire to complete - complex issues that | do not believe are able to be

determined by yes/no answers. Hence my revisiting some of the questions. NB My response

to the gquestions may have been quite different if Q3 had stated possibility rather than
probability. (NZ GP 292}

Moreover, some rationalisation of actions may have occurred between the time of the
death and completing the questionnaire, responses maybe reflective of cognitive
processing invoking defence-mechanisms rather than action per se. However no death
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occurred more than 12 months previously and it is plausible that many were within
weeks of the questionnaire being filled out.
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Abstract

As part of a larger study, four decisions related to a vignetie scenario of the elective death of a terminally ill patient suffering intractable
painare examined (doctor supplying information and drugs, assisting patient to take the drugs, or administering a lethal injection). Judgments
on justifiability and legalily of actions were obtained from laypersons and general practitioners (GPs) in Auckland, New Zealand. The
resulls show that aver 72% of laypersons and over 30% of GPs judged all four actions justified. Despite illegality a significant number of
laypersons and some doctors were unsure of the legal status of actions. The current law in New Zealand prohibiting physician-assisted
death may not reflect judgments by the majority of laypersons or 30% of general practitioners on the justifiability of elective death options
for a terminally ill patient with intractable pain. Judgments on justifiability may be related to confusion over the legality of actions.

© 2004 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

The Netherlands has been committed to a strategy of trans-
parency of practice in medical decisions that hasten death,
since the early 1990s [1]. This has resulted in a body of
methodologically rigorous research on the subject that has
not been possible in other countries mainly due to ethical and
legal constraints, see for example [2]. In The Netherlands,
euthanasia (EU) and physician-assisted suicide (PAS) are
considered together for “philosophical analysis, empirical
description and effective regulation” {[1], p. 18). Thus, the
involvement of the physician is regarded as equal whether
this is limited to supplying information or drugs or actively
assisting in the administration of drugs. Others consider
there is a legal or even ethical difference between these two
facets of assisted death [3] and such reasoning has informed
practices in Oregon.

Oregon legalised physician-assisted suicide with the pass-
ing of the Oregon Death with Dignity Act, through statewide
votes in 1994 and again in 1997 after legal challenges. The
Act allows for doctors to prescribe drugs in sufficient quan-

* Corresponding author. Tel.: +-64-9-3737399x86873;
fax: +64-9-3737043,
E-mail address: kmitchell@auckland.ac.nz (K. Mitchell).

tity to allow a suitable patient (screened as per stated pro-
tocols) to commit suicide at a time they choose. However,
doctors are not permitted to actively involve themselves with
the patient taking the drugs, or to give an injection to assist
the patient to die in the event of a failed attempt at suicide
[4]. Such actions would be regarded as euthanasia, which re-
mains illegal in Oregon. However, making a distinction be-
tween euthanasia and physician-assisted suicide for practical
purposes may lead to anomalous and tragic consequences.

1.1. Potential consequences when doctor excluded fiom
death

Policies that exclude the physician from active involve-
ment in the death may not always be workable in practice.
There have been no reports of difficulties with patients in-
gesting drugs to successfully end life since Oregon adopted
PAS policies in 1997. 1t has been suggested that the lack
of reporting on “failed” suicide bids that had been observed
and reported in Holland [5], may reflect selective reporting
on the part of PAS advocates [6]. This is countered with the
view that “botched” attempts have not occurred due to in-
creased knowledge about the correct drugs to use acquired
from The Netherlands [7]. This argument is weakened how-
ever when it is considered that the preferred euthanatic used
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in Holland is & curare-like drog which is administered in-
travenously after a sedative to ensure that death is relatively
instant {Ierb Cohen, Physician, The Netherlands, personal
communication). Under Oregon law, such physician involve-
ment in the death would escalate the action to euthanasia
rather than physician-assisted suicide [4].

When drugs are taken orally, there may be a lengthy pe-
riod until death occurs. The period between ingestion and
death has been described as stressful and frightening by one
Oregon family who waited 36 h after ingestion for the death
of a family member [8]. Elsewhere graphic accounts of the
struggle to achieve death by young men suffering from AIDS
make horrifying reading. Acting under practitioner advice
but withy no practitioner present the men vomited drugs,
took days te die with friends constantly administering mor-
phine injections, Ultimately in one reported case, death was
achieved by smothering the patient [9]. Moves to suggest
that the physician should be legally required to be present
however are criticised on the basis that the family may pre-
fer privacy at this time, although the physician should feel
“compelled” to be present if the family request this ({10],
p. 5). It seems implicit in a request for the physician to be
present that there is the requirement for the physician to fa-
cilitate a “good death™ and to intervene if unfolding events
threaten this.

1.2, Degrees of physictan involvement in elective death

The framing of the Oregon Death with Dignity Act, with
its prohibition on active physician involvement is in line
with physician preferences [11]. It is suggested that limiting
the involvement of the physician may have been fornmulated
to present the least offensive option, thus circumventing op-
position to the legalisation of PAS in Cregon, Such a move
may be politically expedient, but may not be in line with the
preferred options of the public for physician involvement.
In the United States, the public show a preference for forms
of euthanasia that involve active participation from physi-
cians and suggest “a desire for authoritative control over the
procedure of voluntary euthanasia” ([11], p. 79).

This study explores changes in the attitudes of respon-
dents towards medical actions related to physician-assisted
death as the actions become more severe. The four actions
described in this section have been ranled according to what
could arguably be perceived as degrees of severity related
to physician involvement. None of the actions are legal in
New Zealand.

2. Method

As part of a wider study into medical decisions at the end
of life that hasten death, respondents were asked for judg-
ments on the justifiability and legality of actions related to
physician-assisted death using vignettes concerning a termi-
nally ill patient with intractable pain (see Box 1).

Box 1. Vignettes representing medical decisions re-
lated to physician-assisted death.

Patient B has a terminal iliness (i.e. no hope of recov-
ery), and pain is a constant probiem, not alleviated by
drugs. The doctor is requested by the patient to supply
information on how to end one's life, and to prescribe
enough drugs to make this possible. The doctor agrees
to supply the information and drugs to the patient for
the patient to use without the assistance of the doctor,
[N YOUR OPINION, is the doctor justified in supply-
ing information to this patient?

IN YOUR UNDERSTANDING, is this action legal in
New Zealand?

IN YOUR OPINION, is the doctor justified in supply-
ing drugs to this patient?

IN YOUR UNDERSTANDING, is this action legal in
New Zealand?

Somie time passes and Patient B deteriorates to the point
where taking the drugs that the doctor has prescribed
is impossible without assistance, The doctor assists by
holding the drinking cup while the drugs are swallowed.
IN YOUR OPINION, is the doctor’s action it assisting
the patient to take the drugs, justified?

IN YOUR UNDERSTANDING, is this action legal in
New Zealand?

Patient B has difficulty swallowing and requests the
doctor to administer a lethal injection to end the suf-
fering. The doctor administers a lethal injection

IN YOUR OPINION, is the action of the doctor in
giving the patient a lethal injection justified?

IN YOUR UNDERSTANDING, is this action legal in
New Zealand?

2.1, Participants

Three diverse groups in Auckland, New Zealand were ap-
proached, Participants were sought by mail from Greypower
(an activist organisation for age 554 years), 30% response
rate, n = 595; general practitioners (GPs), 40% response
rate, # = 120; and in lectures from Psychology Students
18-29 years, 80% response rate, n = 205, The higher re-
sponse rate for Students is aftributed o a personal approach
in recruitment. No enticements were offered for participa-
tion.

2.2, Analysis

Using SPSS, McNemar tests measured changes within
each group in how respondents judged the actions. Marginal
homogeneity tests tested for changes in judgments on legal-
ity within each group. A Bonferroni adjustment was made
when setting the levels of significance.



K. Mitchell, R. Glyin Owens/ Patient Education and Cownseling 54 (2004} 15-20 17

3. Resulis

To test the assumption that respondents concur with the
ranking of the four actions as suggested, frequencies for
judgments on the legality of the actions were compared for
the three groups. There was a discernible trend evident across
the three groups of an increasing confidence in judging the
actions as illezal, veflected in decreasing Unsure responses
{see Table ). It was considered that for the purposes of
analysis, the ranking of these four actions as proposed was
Jjustified,

3.1. Judgments on justifiabifity of actions

There was evidence of an effect of action on response
in judgments on the justifiability of supplying informa-
tion/supplying drugs for the Psychology Students (Students)
{P < 0.001), Greypower members (< P = 0.002) and GPs
(P < 0.00}) with each group judging supplying drugs as
less justified (see Table I).

There was evidence of an effect of action on response in
judgments on the justifiability of supplying drugsfassisting
to tale drugs for Students (P = 0.003) with doctor assisting
patient to take the drugs judged to be more justified than
supplying drugs alone. There was no cvidence of a change
in judgments on justifiability between these two actions for
Greypower mentbers or GPs (see Table 1),

There was no evidence of a change in fudgments on the
Jjustifiability of assisting to take drugs/lethal injection for
Students (64 and 62%), Greypower members (77 and 76%)
or GPs (34 and 30%) (see Table I).

3.2, Judgments of legality of actions

There was evidence of a change in judgments on the legal-
ity of supplying information/supplying drugs for Students
(P < 0.001), Greypower members (P < 0.001) and GPs
(P < 0.001) (see Table 1} with respondents more likely to
judge supplying drugs as illegal.

There was evidence of a change in judgments of GPs on
the legality of supplying drugs/assisting to take drugs (P <
0.001) and for GPs and Greypower members between assist-
ing to take drugs/lethal injection (P < 0.008 and 0.001) with
the latter in each case more likely to be judged illegzl. There
was no evidence of a difference in judgnients on legality be-
tween supplying drugs/assisting to take drugs for Students
or Greypower members or assisting to take drugs/lethal in-
jection for Students (see Table ).

4. Discussion and conclusion

NB: It should be noted that this vignette related to sup-
plying information on how to end life by the doctor, not just
desling with a request for hastened death. Dealing with a
request for hastened death when it oceurs is a normal part

of the care of the dying and can occur in conjunction with
several factors such as pain, loss of dignity, feat, anxiety or
depression.

The majority of GPs did not judge actions justified al-
though 50% judged it justified to supply information on how
to hasten death to the patient (see Table 1). Most support for
all actions came from Greypower members. Elsewhere re-
search has suggested that older members of the population
may feel under threat by more libera) attitudes towards has-
tened death in the younger section of society, age being seen
as marginalising [12]. These results suggest that Greypower
members do not see increased age as marginalising or alter-
natively they may see age as marginalising in relation to ac-
cessing adequate end of life care and would therefore prefer
the option of physician-assisted death if necessary. Media at-
tention in New Zealand has focused in the past on the denial
of dialysis to requesting patients on the basis of age and other
debilitating factors [13,14] Increasing age (mean age 70.74
years), increasing incidence of painful disease, metastatic or
otherwise and experiences caring for older dependent part-
ners or relatives may have influenced responses of Grey-
power members, on the justifiability of hastened death.

4.1, Confusion of legality may inhibit open
commnication

As the action became more serious, respondents were
more likely to recognise the illegality of the action, Notwith-
standing this, a significant number (over one-third of layper-
sons and up to a quarter of GPs) were unsure of the legal
status for some actions (see Table 1).

One of the hallmarks of effective palliative care is open,
henest communication between patient and the caring team
[15]. Ambivalence about whether requesting/supplying in-
formation is acceptable/legal, may inhibit comnwnication
between doctor and palient on an issue that may need to be
addressed and “cleared” to allow for therapeutic interven-
tions that could reverse a perceived need for elective death.
Making such a request may be a way for the patient to signal
to the doctor that needs are unmet, rather than a request for
agsistance to die per se. Insecurity about legality/avatlability
of elective death may shut down this type of disclosure from
the patient. If it is understood that the action is illegal and
therefore unavailable, the patient is free to openly express a
wish for death when life becomes unbearable without being
concerned that the discussion may be escalated in a divection
that they would prefer not to go. Conversely, when a patient
expresses a wish for death it is a clear signal to the physi-
cian that the dying patient’s needs are not being met and that
interventions in place need to be reassessed {15,161 Medi-
cai training in New Zealand mirrors that of other countries
in that it does not routinely prepare doctors for such discus-
sions with their dying patients or with patients who have un-~
bearable chronic diseases, a situation of concern when one
considers the increased availability of information in the lay
press related to planned suicide [17,18].
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However, the option of assisted death is preferred by some
patients and it has been suggested that it is not ethical to
enter into discussions with patients around hastening death
practices if the practitioner has no intention of honouring
requests for assistance to die [19]. Over the last decade,
studies have shown that a majority of patients with cancer
[20], HIV/AIDS [9] and amyotrephic lateral sclerosis [21]
would prefer an available option of assistance to die. Con-
carn has been expressed that such requests may not be en-
during over time [22] and guidelines in Oregon [4] and Hol-
tand [1] specifically address this issue, Others have found
that attitudes among cancer patients and the general pub-
lic are enduring, unlike physician attitudes. These authors
raise concerns that such discrepancies in attitudes between
laypersons and physicians are a potential source of conflict
in end of lfe care [23].

In Oregon it has been noted that supplying information
and drugs does not necessarily lead to the patient taking ac-
tion to hasten death [24]. It appears that receiving informa-
tion and even the drugs to end life, may give the patient a
sense of contial over their suffering, which may be sufficient
to allay some fears and allow the patient to die without any
intervention to hasten death [25].

4.2. Physician involvement in drug administration

The majority of respondents recognised that the doctor
assisting a patient to take drugs or doctor administering 2
lethal injection were illegal (see Table 1), Despite this, 64
and 62% of Students, 77 and 76% of Greypower members
and 34 and 30% of GP’s judged the actions to be justified for
a terminally ilf patient with intractable pain (see Table 1},

A significant number of Students judged a doctor helping
a patient to take drugs as more justified than supplying the
drugs alone (see Table 1), A perceived need to have a person
in authority and in control may be linked to this [11]. Al-
ternatively, this group may be expressing concern about the
potential abuse from such drugs being made available in the
community, preferring that the drugs available for elective
death should remain under the direct control of the doctor,
This latter reasoning is reflective of a concern expressed by
the Drug Enforcement Agency (DEA) in the United States
apropos the Oregon Death with Dignity Act. Concern was
expressed by the DEA that federally controlled substances
should not be available in the community because they could
be conscripted into illegal use, specifically for suicide that
did not meet the guidelines in place for physician-assisted
suicide [26].

The combined result for both groups of laypersons saw
72% judging it justified administering a lethal injection to
the patient. This result is in line with previous polls in New
Zealand, indicating that over 70% of the public support the
option of phiysician-assisted death for a terminally ill patient
with intractable pain [27].

As the action becomes more serious, there is decreasing
support from GPs, however, it is worth noting that even the

hardest option, dector giving a lethal injection to a termi-
nally ill patient with intractable suffering, was seen as justi-
fied by 30% of GPs (see Table 1}, This is in line with simi-
lar research elsewhere where physicians have indicated that
physician-assisted death is justified in some instances or that
this has been provided for some patients [20,28-31]. Lack
of experience with dying patients and burnout are correlated
to positive attitudes to physician-assisted death [31]. Patient
need and a perceived inability to meet that need may prove
compelling for doctors when requests for assistance fo die
are made,

It appears that a significant number of general practition-
ers in New Zealand may be signalling that they are pre-
pared o condone actions covering assisted death to patients
who are terminally ill and in intractable pain, despite the
illegality, Whether this translates to a desire to see the law
changed to accommodaie this practice has not been explored
in this study, In Michigan, nearly one-third of doctors sur-
veyed supporled physician-assisted suicide but not a change
in the law to accommodate it. Preferences were for the issue
to be Ieft to the doctor/patient relationship or for the medi-
cal profession to provide regulations and guidefines [32]. A
similar system existed in The Netherlands until the recent
legalisation of euthanasia in that countey.

4.3. Limitations

The difficulty of making judgments from vigneties is ac-
knowledged and results may not parallel judgments in a real
life situation. Three diverse groups from society were cho-
sen, and it is acknowledged that these may not be representa-
tive of the wider population. However, results for laypersons
are in line with previous opinion polls in New Zealand [27].

4.4, Conclusion

This is the first empirical study to indicate that the
current law in New Zealand prohibiting the supplying of
information, drugs or assistance to die for a terminally
ill patient with intractable pain may not reflect the pref-
erences of a significant number of general practitioners,
attitudes in line with the majority of laypersons. Support
for supplying information or drugs to achieve elective death
was significantly greater than support for the physician
being actively involved in administering the drug for Grey-
power members and GPs. Students showed a preference
for the physician being involved in administering the drug
over providing the drug for patient administration, Am-
bivalence over perceived legality/acceptability of end of
life actions may inhibit open disclosure of preference of
care.

4.5, Practice implications

s Terminally ill patients with intractable pain may prefer
the option of an elective death,
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o General practitioners may prefer the option of providing
an elective death to requesting, terminally ill patients for
whont pain cannot be controlled.

e Some general practitioners in New Zealand are unsure of
the legai status of actions related to elective death, most
noticeably supplying information and drugs to the patient
for this purpose.

o The present laws in New Zealand prohibiting the physi-
cian supplying information, drugs or assistance to the pa-
tient to achieve an elective death do not refiect the prefer-
ences of the majority of the public or a significant number
of physicians.
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Response to Dr Sinéad Donnelly’s ‘Debates on euthanasia’
editorial

We thank Dr Sinéad Donnelly for her considered and personal comments' about our
recent paper” in the NZM.J.

Donnelly writes that “care of the person who is dying is not an issue for debate”. We
respectfully disagree. What constitutes care of the dying person must be examined
and deliberated if it is to reflect what patients (and their families) want.

Our study clearly found that the care given to some dying people (friends and family
of our participants) was experienced as inadequate and poor, leading them to wish for
an assisted death were they ever to be in a similar situation.

We agree with Donnelly that better medical care for older people is needed, especially
near the end of life when patients are uniquely vulnerable to the medical care they are
the recipients of (for better or worse).

The issue of ‘being a burden’ was one of several themes that arose from our
interviews with participants. Although some of our people spoke about their concern
at becoming a burden on others, many spoke of their fear of becoming a burden on
themselves. In other words, they feared becoming someone they did not want to
become—someone they no longer recognised. This was voiced as a fear of losing
independence and of increasing dependence.

We should not necessarily view this concern as a reflection on society’s lack of care
towards older people as Donnelly suggests, but rather as a way in which some people
view losing control of one’s life. Thus one important aspect that arises is how society
responds to the person who believes they have come to the end of their life and who
wants the right to choose how they would wish that end to come.

A person may wish to end their life at a time of their choosing rather than using their
financial resources to sustain a life which they no longer value, preferring rather to
leave that money to benefit others (either in the community or their own families)—
and that is also what our respondents said.

One of the findings that came out of this small study was a need to further explore
what ‘being a burden’ means for people. As Donnelly rightly notes, we are all burdens
on others at various times in our lives. If a person has lived their life making authentic
choices and decisions for themselves (and others they deeply care for), fearing
becoming a burden at the very end of life may be something they are not prepared to
accommodate or accept.

Whilst we agree with Donnelly that such a reason (for an assisted death) is not a
reason to legislate for euthanasia, it is a reason to listen very carefully to their choices
around medical care at the end of life especially if a patient is refusing medical
treatment that is life-sustaining.
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Donnelly disagrees with our claim that euthanasia is legalised in carefully qualified
situations, and quotes the work of Margaret Somerville and others to show that a
slippery slope exists in both Oregon and the Netherlands, However there are many
prominent scholars and researchers who chalienge that view. For instance, Margaret
Batten et al,” state that in relation to vulnerable people, “there is no current factual
support for so-called slippery-slope concerns about the risks of legislation of assisted
dying — concern that death in this way would be practiced more frequently on persons
in vulnerable groups”.

Of course this does not mean that abuses could not happen; it means that a society in
which assisted dying is legally permissible must be vigilant to ensure procedures are
in place to protect vulnerable people.

Dutch researchers® recently assessed frequency and characteristics of euthanasia,
physician-assisted suicide and other end of life practices in 2010, and assessed trends
since 1990 in the Netherlands. They conclude that “euthanasia and physician-assisted
suicide did not shift to different patient groups and the frequency of ending life
without explicit request continued fo fall” (Ibid., 8).

Donnelly claims that “legalisation of euthanasia creates societal pressure on
vulnerable populations, such as people with disabilities, to end their lives™.
Presumably the same could be said for legally allowing adults to refuse any medical
treatment and care even when such a decision leads to certain death; this is every New
Zealander’s right under the Bill of Rights5 and the Health and Disability Code of
Consumers’ Rights.6

We do not wish to be pedantic but on such an emotional topic, language is important.
Donnelly comments on, “healthy older people advocating euthanasia”. Although our
participants are members of an organisation that supports legal medical assistance in
dying, in this study they were not advocating euthanasia; rather they discussed their
reasons for supporting the availability of a medically assisted death.

But perhaps more importantly, the questions and concerns that Donnelly raises in her
paper about end-of-life care in New Zealand are crucial and must be addressed. We
need more discussion and research that explores what New Zealanders think about
medical hastening of death so that what is significant to people can be addressed.

For some people, better palliative care (or even access to palliative care) may be the
answer in addressing and ameliorating end of life concerns; for others it may be
access to an assisted death at a time of their choosing.

Do our doctors and nurses consider assisting a patient to die (in some circumstances)
part of their professional role? What do patients who are terminally ill want? What do
our disabled community want?

In many cases we simply do not know; but we ought to be asking. To that end we
have recently completed interviewing older New Zealanders who are opposed to
medical practices that hasten dying.

NZMJ 10 August 2012, Vol 123 No 1359 ISSN 1175 8716 Page 72
URL: httpaffiwww, nzma.ore.nzfjowrnal/1 25-1359/5286/ BNZMA
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Executive Summary

Suicide is one of Oregon’s most persistent yet largely prevertable public health problems.
Suicide is the second leading cause of death among Oregonians ages 15-34, and the g™
leading cause of death among all Oregonians in 2010. The financial and emotional
impacts of suicide on family members and the broader community are devastating and
long lasting. This report provides the most current suicide statistics in Oregon that can
inform prevention programs, policy, and planning. We analyzed mortality data from 1981
to 2010 and 2003 to 2010 data of the Oregon Violent Death Reporting System
(ORVDRS). This report presents findings of suicide trends and risk factors in Oregon.

Key Findings

In 2010, the age-adjusted suicide rate among Oregonians of 17.1 per 100,000 was 41
percent higher than the national average.

The rate of suicide among Oregonians has been increasing since 2000.

Suicide rates among adults ages 45-64 rose approximately 50 percent from 18.1 per
100,000 in 2000 to 27.1 per 100,000 in 2010. The rate increased more among womnien
ages 45-64 than among men of the same age during the past 10 years.

Suicide rates among men ages 65 and older decreased approximately 15 percent from
nearly 50 per 100,000 in 2000 to 43 per 100,000 in 2010,

Men were 3.7 times more likely to die by suicide than women. The highest suicide rate
occurred among men ages 85 and over (76.1 per 100,000). Non-Hispanic white males had
the highest suicide rate among all races / ethnicity (27,1 per 100,000). Firearms were the
dominant mechanism of injury among men who died by suicide (62%).

Approximately 26 percent of suicides occurred among veterans. Male veterans had a
higher suicide rate than non-veteran males (44.6 vs. 31.5 per 100,000). Significantly
higher snicide rates were identified among male veterans ages 18-24, 35-44 and 45-54
when compared to non-veteran males. Veteran suicide victims were reported to have
more physical health problems than non-veteran males.

Psychological, behavioral, and health problems co-occur and are known to increase
suicide risk. Approximately 70 percent of suicide victims had a diagnosed mental
disorder, alcohol and /or substance use problems, or depressed mood at time of death.
Despite the high prevalence of mental health problems, less than one third of male
victims and about 60 percent of female victims were receiving treatment for mental
health problems at the time of death.

Fviction/loss of home was a factor associated with 75 deaths by suicide in 2009-2010.



Investigators suspect that one in four suicide victims had used alcohol in the hours
preceding their death.

The number of suicides in each month varies; there was not a clear seasonal pattern.

Baker, Coos, Cury, Douglas, Grant, Harney, Jackson, Josephine, Lincoln, Klamath and
Tillamook counties had a higher than state average suicide rate; and Benton, Clackamas,
Hood River, Washington, and Yamhill counties had a lower than state average suicide
rate.

Recommendations

1. Develop a new statewide suicide prevention strategy that prioritizes:

a. A system of comprehensive primmary prevention that implements evidence-
based, upstreani, primary prevention strategics that foster successful
development and prevent psychological and behavioral problems (i.e.
nurse family partnership, Paxis Good Behavior Game, Communities that
Care, evidence-based parenting programs, mindfulness practice, and other
evidence-based practices).

b. Identify and implement evidence-based and culturally appropriate
practices that address depression and suicidality among adult males to:

i. enable men to identify depression as a manageable health

condition, and
i, promote cormnunity, business, family and individual tools to

support successful self management.

c. Develop integrated behavioral health and primary care solutions to address
depression and suicidal thoughts and behaviors among older adults.

2, Complete statewide implementation of comprehensive suicide prevention in high
schools.

3. Expand suicide intervention skills efforts that will have an impact on adults,
particularly men and veterans throughout Oregon.



Introduction

Suicide is an important public health problem in Oregon. Health surveys conducted in
2008 and 2009 show that appmximately 15 percent of teens and four percent of adults
ages 18 and older had serious thoughts of suicide during the past year; and about ﬁve
percent of teens and 0.4 percent of adults made a suicide attempt in the past year'™, In
2010, there were 685 Oregonians who dled by suicide and more than 2,000
hospitalizations due to suicide attempts 4, Suicide is the second leading cause of death
among Oregomans ages 15-34, and the 8“‘ leading cause of death among all ages in
Oregon’. The cost of suicide is enormous. In 2010 alone, self-inflicted injury
hospitalization charges exceeded 41 million dollars, and the estimate of total lifetime cost
of suicide in Oregon was over 680 million dollars >*°. The loss to families and
communities broadens the impact of each death.

“Suicide is a multidimensional, multi-determined, and multi-factorial behavior. The risk
factors associated with suicidal behaviors include biological, psychological, and social
factors”S. This report provides the most current suicide statistics in Oregon, provides
suicide prevention programs and planners a detailed description of suicide, examines risk
factors associated with suicide and generates public health information and prevention
strategies. We analyzed mortality data from 1981 to 2010 and 2003 to 2010 data from the
Oregon Violent Death Reporting System (ORVDRS). This report presents findings of
suicide trends and risk factors in Oregon.

! Oregon Healthy Teens 2009 -11" Grade Results.
htpe/publichealth.oregon. sov/BirthDeathCertificates/Survevs/OregonHe

ments/mental b 1.pdf

alihyTeens/resubts/2009/1 1/Doc

* Crosby A.E., Han B., Oitega L.A.G., Park S.E., et al, Suicidal Thoughts and Behaviors Among Adulls
aged >= | § Years — United States, 2008-2009. MMWR. 2011;60:13,

% Oregon Vital Statistics Annual Report, Vol. 2, 2010. Oregon Heath Authority.

* Wright D., Millet L., et al, Oregon Injury and Violence Prevention Program Report for 2011 Data year.
Oregon Heath Authority.

* Corso P.S., Mercy I.A., Simon T.R,, et al, Medical Costs and Productivity Losses Due to Interpersonal
and Self-Directed Violence in the United States.
A ] Prev Med. 2007;32(6):474482.

¢ Maris R.W., Berman A.L., Silverman A.M. (2000). Comprehensive Textbook of suicidelogy. New York:
The Guilford Press.
(p378})



Methods, data sources and limitations

Suicide is a death resulting from the intentional use of force against oneself. In this report,
suicide deaths are identified according to International Classification of Diseases, Tenth
Revision (ICD-10) codes for the wnderlying cause of deaths on death certificates. Suicide
was considered with code of X60-84 and Y87.0". Deaths relating to the Death with
Dignity Act {physician-assisted suicides) are not classified as suicides by Oregon law and
therefore are excluded from this report.

Mortality data from 1981 to 2010 are from Web-based Injury Statistics Query and
Reporting System (WISQARS) of the Centers of Disease Control and Prevention®. This
system contains information from death certificates filed in state vital statistics offices.

The ORVDRS is a statewide, active surveillance system that collects detailed information
on all homicides, suicides, deaths of undetermined intent, deaths resulting from legal
intervention, and deaths related to unintentional firearm mjunes ORVDRS obtains data
from Oregon medical examiners, local police agencies, death certificates, and the
Homicide Incident Tracking System. All available data are reviewed, coded, and stored
in the National Violent Death Reporting System. Details regarding NVDRS procedures
and coding are available at http://www.cde.gov/ncipe/profiles/nvdrs/publications.hitm.

Rates were calculated according to death counts and bndged-r'ice postcensal estimates
released by the National Center for Health Statistics (NCHS)>. The aae-adjustcd rate was
adjusted to the 2000 standard million. Because of limited death counts in some categories,
some rates might not be statistically reliable or stable; use caution with regard to those
categories with fewer than 20 deaths.

A three-year moving average of age-specific suicide death rates was computed to smooth
fluctnations from one year to another. The trend in rates was tested by using Poisson
regression analysis. P<0.05 is considered significant.

When comparing rates, 95 percent confidence intervals were calculated. If the 95 percent
confidence intervals do not overlap, then the difference is considered to be statistically
significant at the 0.05- Jevel®. A Chi-square test was used to test the difference on
proportion (percentage) in the studying groups.

' Paulozzi LI, Mercy J, Frazier Jr L, et al, CDC’s National Violent Death Reporting System: Background
and Methodology. Injury Prevention, 2004;10:47-52.

? The Centers for Disease control and Prevention, WISQARS.
http:/fww w.cde. soviinjury/wisqars/fatal_infury reporis.html. Accessed on Sept 26, 2012.

3 National Center for Health Statistics. U.S. Census Population with Bridged-race Categories (vintage 2010

postcensal estimates): litip:/Awww.cde sov/nchs/nvss/bridaed race/data documentation htm#vintage2010
Accessed on June. 20, 2012,

4 Minifio AM, Anderson RN, Fingerhut LA et al, Deaths: Injury, 2002.
National Vital Statistics Reporis, 2006; Vaol. 54, No. 10



Cohort-specific rates by age group (in five-year intervals) were calenlated from the data
that were obtained from WISQARS'. Six cohorts (period of birth: from 1965-1969 to
1991-1995) and six age groups (15-19 through 40-44) were used to assess suicide risk by
birth cohort among white males in Oregon™.

Occupation information is based on description of usual occupation and field of industry
on death certificates and is coded by using a word-matching computer progranf.

Although ORVDRS collects data from multiple sources, it is a challenge to capture all of
the details and circumstances surrounding a death due to suicide. Lack of standardized
questionnaires and investigation protocols, and limited witnesses and limited witness
contacts with a victim could result in underreporting of some suicides and in particular
some circumstances surrounding suicide incidents. For example, if a person who died by
suicide lived alone and did not have many connections with his family members and
friends, it is difficult to get information on this person’s health status and know his/her
life stressors. In addition, all circumstances were based on the reports from the persons
who were interviewed by investigators. Those interviewed persons might not recognize
some mental health problems, Therefore, this report most certainly underestimates some
circumstances surrounding suicide deaths such as mental health problems.

! The Centers for Disease controt and Prevention. WISQARS.
hitp:fwww.cde.soviinjury/wisqarsiatal_injury reporishtmi, Accessed on Sept 26, 2012.

* Murphy GE, Wetzel RD, Suicide risk by birth cohost in the United States, 1949 to 1974. Arch Gen
Psychiatry, 1980; 37:519-523,

? Ossiander EM, Milham S, A computer system for coding occupation. Aim J of Industrial Med, 2006;
49:854-57.



Findings

Overview

Figure 1 shows suicide rates in the US and Oregon between 1981 and 2010. Overall the
trend in Oregon suicide rates is similar to the national trend— but rates in Oregon are
much higher, The first peak age-adjusted rate in Oregon between 1981 and 2010 occurred
in 1986 at 17.0 per 100,000. The lowest age-adjusted rate during this period occurred in
1999 at 13.9 per 100,000. The age-adjusted rates declined 18 percent from 1986 to 1999.
A huge rate decrease occurred in late 90s, as rates fell from 16.2 per 100,000 in 1998 to
13.9 in 1999, Since 2000 Oregon suicide rates have increased 21 percent, reaching 17.1

in 2010,

Figure 1. Age-adjusted suicide rates, 1981-2010
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Compared to the national average, Oregon suicide rates have been higher for the past
three decades. The most recently available national data shows Oregon age-adjusted
suicide rate of 17.1 per 100,000 in 2010 was 41 percent higher than the national average
and Oregon ranked gt place among all US states in suicide incidence. Between 2003 and
2010, Oregon suicide rates were significantly higher than the national average among all
age groups except ages 10-17 and women ages 18-24 (Table 1).

Table 1. Suicide rates per 100,000 by age group and sex,
U.8. and Oregon, 2003-2010

Age Group
10-17 18-24 25-44 45-64 >= 65

Sex

u.s.

Oregon Egmale i 1.{5?‘_. . ‘_4.,8* . _‘9‘:.9‘_ Lo 122
* Not statistically significant

Trend by age group

Three-year rolling average rates of suicide by age group in Oregon are illustrated in
Figure 2A and Figure 2B. For a long period, from 1991 to 2009, suicide rates decreased
among men except ages 45-64, and among women ages 10-17 and 65 and older; suicide
rates remained unchanged among women ages 18-24 and 25-44; suicide rates increased
among both men and women ages 45 to 64. For the past decade, suicide rates remain
approximately the same among men ages 10-17, 18-24 and 25-44; suicide rates increased
41 percent from 28.2 per 100,000 in 2000 to 39.7 per 100,000 in 2009 among men ages
45-64; suicide rates decreased 17 percent among men ages 65 and older. During same
penod suicide rates remain approximately the same among women except ages 45 to 64,
in which the rates rose more than 50 percent from 8.2 per 100,000 in 2000 to 12, 5 per
100,000 in 2009. The suicide trends in Oregon fit the national picture in general’,

'Hu G., Wilcox H.C, Wissow L., Baker $., Mid-life suicide- An Increasing problemn in US Whites, 1999-
20035. Am ] Prev Med. 2008;35(6):589-593.
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Figure 2A. Three year moving average of
suicide rates among males, Oregon, 1991-2009
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Figure 2B. Three year moving average of
suicide rates among females, Oregon, 1991-2009
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Trend by birth cohort

Most suicides occurred among white males in Oregon. Figure 3 shows cohort-specific
suicide rates by age group among white males in Oregon. A similar pattern of rate by age
consistently appeared except the birth cohort of 1975-1979 (the rate was slightly higher
among ages 15-19 than among ages 20-24). Overall, the suicide rates were slightly
decreased over the period of cohort of birth after 1963-1969.

Figure 3. Corhort-specific suicide rates by age group
among white males, Oregon
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Suicide rate by age, sex, and race/ethnicity

Age

In general, suicide rates increase with age. Suicide among children under 10 is rare. The
age-specific rate of suicide among men rose sharply after age 15 and reached the first
peak between the ages of 20 and 24; the rate decreased slightly at the ages of 25-29, then
rose gradually and reached the second pealk around age 50. The rates decreased slowly
between the ages of 50 and 69. After age 70 the rates rose dramatically. The highest
suicide rate was among those ages 85 and over. The age distribution of suicide among
women is different from that of men. The age-specific rate of suicide rose gradually after
age 10 and reached the peal between the ages of 45 and 49, then decreased slowly. The
rates increased slightly again after age of 70 (Figure 4).

Figure 4. Age-specific rate of suicide, Oregon, 2003-2010
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Sex, Race / Ethnicity

Men have a greater risk of dying by suicide than women. In each age group, suicide rates
are higher among males than among women (Figure 4). Overall men were 3.7 times more
Jikely to die by suicide than women (Figure 5). Among all suicide victims, 93 percent of
the snicides were non-Hispanic white. The age-adjusted suicide rate among non-Hispanic
whites was 16.8 per 100,000, which was higher than the rates observed among
populations of other races. Overall white men had the highest suicide rate. This is mainly
due to extremely high suicide rates among older white men aged 60 and over. There were
not significant differences in rates between non-Hispanic white women and women of
other races (Figure 5).
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Figure 5. Suicide rate by race / ethnicity, Oregon, 2003-2010
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Mechanism of death

Firearms, poisoning, and suffocation (hanging) are the most frequently observed
mechanisms of injury in suicide deaths. Differences in mechanisims of death were
observed by sex and race/ethnicity (Table 2). Firearms were the mechanism of suicide in
as many as 62 percent of deaths among men compared with 31 percent of deaths among
women. Poisoning was the mechanism of death among only 13 percent of men but 43
percent of the deaths among women. Suffocation was identified as the mechanism of
death among 18 percent of men and women. The proportion of firearm suicides increased
with age among men (Table 2A-2E — see pages 25, 27, 29, 31 and 33 for age groups).

Table 2. Mechanism of suicide by sex, Oregon, 2003-2010

Method Males % Females % _ Total %
Firearm . i, 2300 €2 2, 31 282 55
Poisofing |7 e R L3 less 200
Hanging / suffocatio . B75 18 .18 80 18
Fall. R4 LBUEM20 B E

LU

Sharp instrument 6 2 26 2 90 2
DFOWRIRG - s e 2 T
Motor Vehicle 18 <t <118 <1

Oftfier MV i gy RIS BRAREE VAT S
Fire/Bun 0 <1 <1 12 <t
Other/Unknown =~ 47 ot R ey I I

11



Non-Hispanic white men were more likely to die from firearms than other races (64% vs.
50%) and Hispanic ethnicity (64% vs. 40%). Men with Hispanic ethnicity were more
likely to die from hanging/suffocation than non-Hispanic white men (42% vs. 17%) and
other races (29% vs. 17%). There were no significant differences on the mechanism of
death among women between whites and other races (Table 3).

Table 3. Mechanism of suicide by race/ethnicity, Qregon, 2003-2010

Race / Ethnicity Method Males % Females % Total %
Firearm ... 2176 B4 310 32 2486 56

Polsoning © it a59 18 1 429 144888 120

. . \ Hanging / suffocation 578 17
Non-Hispanic White Sharp jnstrument B2 ERN-EE
Drowning L8 1.2 -
Fall T B R gl

Firearm ... 59 40 7 32 66 39
Poisoning - S DA 2200120
Hispanic Hanging / suffocation 62 42 : ‘;1

Fall’

Sharp instrument .57 1A LT 20 0T
Drowning e 2 1

Non-Hispanic other races

Fiream
Poisoning” ¥
Hanging / suffo

ation

Sharp instrument = g
Drowning 4

Of 2,632 firearm suicidés, 1,817 (69%) involved a handgun, 368 (14%) involved a rifle
and 284 (11%) involved a shotgun; in 156 cases (6%) the type of firearm involved was

unknown.
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Among 938 suicides due to poisoning, more than 60 percent of them resulted from a
single substance. The most often reported poisoning substance was a prescription
medication. Prescription medications were involved 54 percent of male poisoning
suicides and 74 percent of female poisoning suicides (Table 4).

Table 4. Class of substance causing poisoning suicide by sex,

Oregon, 2003-2010
Males Females
(N=488) % {N=450) %

Single substance .88 89 278 82

Prescription drug only . .
Over-counterdrugonly 16
Carl onmonomdeorothergasonly ko
Alechoionly 2
Street ] Recreation drug only - ret 59 i 2.0
Other 9 2 6 1

Multipl

ubstances
ior dru

Alcohol
Over-
Street/Recreationdrug
Carbon monoxids or other gas "
Unknown 10 2 5 1

cotinter drug

Circumstances

Circumstance differed by the sex of victim. Female victims were more likely to have a
report indicating that they had a diagnosed mental disorder, depressed mood, substance
use problem, that they were receiving treatment for mental health problems and had
experienced a previous suicide attempt. Overall, nearly 70 percent of suicide victimms had
a diagnosed mental disorder, alcohol and /or substance use disorder, or depressed mood
at the time of deatls; 35 percent of female victims and 16 percent of male victims had
experienced a previous suicide attempt. Alcohol and/or other substance use problems
were reported among 12 to 20 percent of suicide victims. Twelve percent of males and 20
percent of females had both a mental disorder and a substance use problem. Despite the
high prevalence of mental health problems, less than one third of male victims and less
than 60 percent of female victims were receiving treatment at the time of death. A crisis
within the two weeks of a suicide death was reported for about 35 percent of victims. The
most common crisis circumstance reported among men were a problem with 2n intimate
partner (29%), physical health problems (25%), lost job / job problem (15% }, firancial

I3



problem (14%5), crime legal problems (13% ) and family stressors (13%). Among women,

they were a problem with an intimate partner (27%), physical health problems (26%),

family stressors (17%), lost job / job problem (12%), and financial problem (11%). More
than one third of persons who died by suicide had disclosed their intent to kill themselves

before they died (Table 5, for age group specific information see Tables SA — SE on

pages 26, 28, 30, 32, and 34 respectively).

Table 5. Frequencies of circumstances surrounding suicide incidents, Oregon, 2003-2018

Circumstances

Males Females
(N=3715) {N=1057)
Count % Count %

Mental Health Status

Problem with other substance 446 12 180 17
Problem with alcohol and ‘other substance & ] T4 B [ G7R T
Diagnosed mental disorder and
problem with alcohol and Jar other substance 440 12 215 20
‘Current depressed mood: pliiayea s orEg | o648 0 BR
Current treatment for mental health problem ** 1066 29 613 58
Interpersonal Relationship Problems B R
\ntimate partner problem’. 1088 N9 L tgga i riiny

‘Mentiched mental heaith probiefrs *.

| obag

68

L8Ry

82

Diagnosed mental disorder

1342

36

665

63

‘Problem with alcokiol

784

}‘.21 ._:;f:.

1485 i

Other relationship problem

97

28

“Victir of interpersonal violence within past monih 555

L) 17

Perpetrator of mterpersonal woience wath]n past month

189

13

2m2

ge ":‘Q"".'-‘_"-' T

50

18

Su;c]cie of family member or frtend W|th|n past fwe years
‘Family stressor(sy** e

R s koS e

L B

History of abuse as a child*™*

9

Life Stressors

Noneriminal legal problem 190 5 67 8
‘Sehool problen’™ SRR AR [ IERVT EEURRET SRR FEIREy SETRIRATER B
Eviction/l.oss of home™*** 52 5 23 7
Suicidal Behaviors o e o o
‘Disclosed intent fo die by sulcide 1L SR BT Y SRR v A R 1+ e T I
Left a suicide note 1189 32 437 41

‘A'drisis within the two weeks R DT 1 SRR v R (Y 1o B S T Yok
Physical health problem 935 25 280 26
‘Financial problem R e I 2ol Ko V4 REm oty b e
Lost job / job problem 549 15 123 12

Recent criminal legal problem -

B E R L

49 [

5

History of suicide ‘attempt ™

- 608 ¢

48

~365 ¢

85 -

*  Includes diagnosed mental dlsorder. problem W|th alcoho! and/or other substance, andfor

depressed mood.

= [ncludes treatment for problems with alcohol andfor other substance

*%  Data are not collected before 2009
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Major depression / dysthymia (74%) was the most frequently diagnosed mental health
condition, followed by anxiety disorder (14%) and bipoiar disorder (14%) (Table 6).
Women were more likely to have a diagnosed mental health disorder and more likely to
be receiving treatment for mental health problems across all age groups.

Table 6. Number and percentage* of people experiencing mental illness
among suicide victims by sex, Oregon, 2003-2010

Males Females All
Wental illness {N=1296) (N=665) {N=1961)
Count % Count ‘% Count %

“Demression /By
Bipolar
" Schizophrenla *

Attention deficit disorder /

16 1 7 1
ﬁﬁ?f?ﬁﬂﬁl,??ﬁlcit and hyperactivity disorder .
‘Eating disorder . EE
Dpse;ssivecom ulsive 2 .0y B8
‘Othe SEED L SR A ) R R B BT
Unknown 64 5 10 2 74 4

* Percentages might exceed 100% because some victims might have

more than one problem,

Death by month

The number of suicides in cach month varied. On average there were approximately 43
suicide deaths per month, Overall the greatest number of suicides occurred in May
(Figure 6), but there was not a clear scasonal pattern (Figure 7).
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Deaths

Number of suicides

Figure 6. Number of suicides by month, Oregon, 2003-2010
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Type of suicide

The majority of suicide incidents in Oregon involve one death. Multiple suicides (suicide
pacts) oceur rarely. From 2003-2010, there were five suicide incidents that involved more
than one death, which counted for 0.2 percent of total suicide deaths. Seventy-five
suicides (1.6%) were followed by a homicide (combined homicide-suicide).

Location of suicide

Suicides oceur in a variety of locations; however, three in four suicides occurred at a
house or apartment (Table 7).

Table 7. Location of suicide incidents by sex, Oregon, 2003-2010

Type of location Males % Females %

House ! Apartm Nt,

'Motor Vehlble RERE
Motel / Inn /Hotel

4 <1
Commercnalarea . . : T ) 0
Superwsed Resident Facmties L g g g
Railroad 2
Bank / Offlce bunldmg e~ |
.lndustnalo onstruct 2 <1
‘College/Un| erélty, ool 7t R E R
Abandoned house, building 4 <1 0 <1
Synagogue, Chiirch, Temple LT g ey g e
Other i ey T e g s
Unknown 2 <1
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Suicide by county

Suicide rates varied from 7.4 to 35.2 per 100,000 among the 36 counties in Oregon. The
counties of Baker, Coos, Cuiry, Douglas, Grant, Harney, Jackson, Josephine, Klamath,
Lincoln and Tillamook had a higher than state average suicide rate. The counties of
Benton, Clackamas, Hood River, Washington, and Yamhill had a lower than state
average suicide rate (Figure 8 and Table 8).

Figure 8: Suicide rate by County, Oregon, 2003-2010
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Table 8. Suicide deaths and crude rates by age group and county,

Oregon, 2003-2010

All ages <=17 18-24

25-44

45-64 »>=65

County

Deaths Rate Deaths Deaths Rate Deaths

Rate Deaths Rate Deaths Rate

Baker . 8% 289 0 2 205 8
Benton iy a9 o 2 A8

Clackamas 404
Clatsop :
Columbia
Goos i1t
Crook
Curry
Deschutes
Douglas i
Gilliam
Grant :
Hemey 18
Hood River | /147
Jackson
Jefferson !
Josephine
Kiamath ™"
Lake
{ane i
Lincoln ,
Linn o
Malheur
Marion
Morrow
Multnomah
Polk
Sherman
Tlllamook
Umatilia -
Union o AS o i
Wallowa 70w 223
Wasco 20 153
Washington - .. 464 511.3 L0
Wheeler T - C U
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Rates are per 100,000.

Be cautious fo use rates calculated from small numbers less than 20 — rates are unstable.
Because of small number of deaths among ages <=17, the rates for this age group are not calculated.
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Suspected alcohol use and foxicology

According to medical examiner and/or police reports, approximately 25 percent of
suicide victims might have used alcohol in the hours preceding their deaths. Not all
suicide deaths are screened for alcohel or drug use. Toxicology tests showed over one
third of tested cases were positive for alcohol and more than 40 percent of tested cases
were positive for opiates, and benzodiazepines among the suicide deaths (Table 9).

Table 9. Number and percentage of suspected alcohol use and
toxicology test resulis in suicide deaths, Oregon, 2009-2010

. . %
Toxicology variable Investigated / Screened  Present  posifive

Alcohol
Suspected alooholuse M09 28t 24
Alcohot present in the blood i ags Sy 88

Cocalne e
‘Marjuana - 278

Qpiate
Marijiana and Opiate’ . /7

Antidepressantdrug 277 118 %9
Benzodiapapines i g e
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Occupation of victims

Occupation and the industry variables on death certificates were used to group data to

exawmine occupational status among suicide victims. Five percent of suicide victims were

unemployed. Table 10 lists types of occupation and specific occupations among suicide
victims ages 18-64.

Table 10. Type of occupation among people ages 18-64
who died by suicide, Oregon, 2003-2010

Males Females %
(7]

Type of Occupation 9%
(N=2881) {N=805)

Classification
Agrlculture

Ciencal

mees ‘onal techntcaf

:Servwe Workers

Seles 8T

Unknown 262 9 72 8
Specific group

Army.fNavyIusted o . 8 12 ”.51_

.Housewnféfi-iousehusband Homemaker;, e s AT

Police / F:refughter y
:PhysmnanlDentlst/Nurse ) : , ’ .
Studentageover”layears L oo me - 4 o3

T 1184 a8

Unemployed
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Educational level and marital status

Table 11 and Table 12 show educational attainment and marital status of suicide victims.
Educational attainment was missing from 8 percent of the data (Table 11).

Table 11. Educational attainment among people
who died by suicide by sex, Oregon, 2003-2010

Educational Level Males Females
Number %* Number o
8th grade or less 159 5 21 2

o- ‘12th grade, i
ngh school orGE o
Some college o1 associate degree’
E’.acheloror graduate degree 556 16 200 21
Unknown B8 UNA L Be JA

* Percentage is caleulated according to available data.

Table 12. Marital status among people who died by suicide
by sex, Oregon, 2003-2010

Males Females

Marital status
Number % Number %%

Married .. .849 33
Never Married - 03923
D:vorced 369 3%
OtherlUnknown 106 NA 18 NA

* Percentage is calculated according to available data.
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Table 11A. Educational attainment among people who died by suicide
by age group and sex, Oregon, 2003-2010

Ages 18-24 Ages 25-44
o o, B,
Educational Level %, s %, oy
males females males females
(N=329) {N=61) (N=1019)  {(N=327)

8th grade or less
9- 12th grade
ngh school or GED .
Some coilege or assomate degree-

Bachelor or graduate degree

Ages 45-64 Ages >= 65

. Yos %, %, %,
Educational Level males females males females
(N=1286)  (N=445) (N=700)  (N=117)

8th grade or less 2 5 11 1
o-12th grade _

High scho orVGED . 3 . 42 40
Some college or associate degree 26T 32 A g
Bachelor or graduate degree 21 24 19

Percentage is calculated according to available data.



Table 12A. Marital status among people who died by suicide
by age group and sex, Oregon, 2003-2010

Ages 18-24 Ages 25-44
Marital Status %, males %, females %, males %, females
N=339 N=63 N=1090 N=347
Married . 5 3. %4 38

Never Married " -
Divorced
Widowed "= A

Ages 45-64 Ages >= 65
Marital Status %, males %, fermales %, males %, females
N=1374 N=480 N=761 N=130
Marred 39 s 48 3B

Never Married -
Divorced
Widowed

Percentage is calculated according to available data.
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Characteristics of different life stages

Adolescents ages 10-17

Suicide among adolescents accounted for approximately 2 percent of suicides. The rate of
suicide among adolescents was 3.2 per 100,000. The rate ratio between men (4.7 per
100,000) and women (1.6 per 100,000) was 2.9.

Firearms were thie most common mechanisin of death among boys (45%), followed by
hanging / suffocation (39%) and poisoning (8%). Among girls, hanging / suffocation was
the most common mechanism (57%), followed by firearms (29%) and poisoning (14%)
(Table 2A).

Table 2A. Mechanism of suicide among adolescents ages <=17 by sex,
Qregon, 2003-2010

Method Males % Females %  Total %

Freee 8 4 6 29 36 41
Poisoning * e L T g g e e
Hanging / suffocaton 26 39 12 37 38 44

Shg;p ‘ins‘trument )

L

Drowning i EEN N
Motor Vehicle 22
Other MV. Ligiiiig
0 ¢

Other/Unknown

Approximately 70 percent of youth suicide victims had a diagnosed mental disorder,
aleohol and /or substance use problems, or depressed mood at time of death; 27 percent
of girls and 12 percent of hoys had previously attempted suicide. About one third of
suicide victims were under treatment for mental health problems at time of death.
Alcohiol and/or other substance use problems were reported among 9 to 14 percent of
male victims. Some suicides occurred impulsively. A crisis within the two weeks was
reparted for nearly 50 percent of suicide victims. The most common circiunstances
reported were a problem with boyfriend / girlfriend, family stressors and school problems
(Table 5A next page).

Nearly one third of adolescents who died by suicide had disclosed their intent to kill
themselves before they died,
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Table 5A. Frequencies of circumstances surrounding suicide incidents
among adolescents ages <=17, Oregon, 2003-2010

Males (N=65) Females (N=22)

Circumstances
Count %% Count %

Mental Health Status
Mentioned mantal health problems

g s et

Diagnosed mental disorder 32 11 50

Problem with alcohol

I e T

Problem with other substance _ 9 14 ‘
Problern with aléohol and other substance i i R s L g

{en

o faa
3]

Diagnosed mental disorder and 2 14

problem with alcohol and /or other substance 7
Current depressed mood i T e

)
s
o
R
© |
0
@

Current treatment for mental hea]th prob[em 19 29

lnterpersonal Relationship Problems
Broken up with boyfrlend!girlfnend

Other relationship problem

Victim of Interpersonal vViolence within past menth i o F ]

oo |~
X

Perpetratar of interpersonal violense within past month

Death of family member of frierid within pastive years

Family stressor(s)*"

2

SE. o
Suicide of family memb friend within past five years 0
0

oy
o

History of abuse as a child™

Life Stressors
A'crisis within the two Weeks

-
—
G
(=]

Physical health prob_le

Finanicial problem

Lost job / job problem

‘Recent criminal legal problem i i iy sl A R g

Noncriminal Iegai problem _ 1 2

‘School problem

o|njalalolo|eln:

Eviction/Loss of home*** 0 0

Suicidal Behaviors
Disclosed intent to die by suicide

[(a)
N
-

Left a suicide note 28 'EO 45

History of suigide attempt = wn i b i fn W ] g pA2n e 27

¥ Includes diagnosed mental dnscrder problem w1th aEcoho[ and!or other substance and/or depressed mood.
= |ncludes treatment for problems with alcohol and/or other substance
*** Data are not collected before 2009
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Youth ages 18-24
Suicide among youth accounted for approximately 9 percent of suicides. The rate of

suicide among youth ages 18-24 was 17.3 per 100,000. The rate ratio between men (23.4
per 100,000) and women (5.6 per 100,000) was 5.1.

Firearms were the most common mechanism of death among men (60%), followed by
hanging / suffocation (27%) and poisoning (5%). Among women hanging / suffocation
was the most common mechanism (44%), followed by poisoning (27%) and firearms
(24%) (Table 2B).

Table 2B. Mechanism of suicide among youth ages 18-24 hy sex, Oregon, 2003-2010

Method Males % Females % Total %
Firearm k10 60 16 24 226 54
Poisoning -/ CUAE s B 27 B4 B

Hanging / suff

Sharp instrument
Drowning
Motor Vehicle
Other MV’
Other/Unknown

Approximately 80 percent of female victims had a diagnosed mental disorder, alcahol
and /or substance use problems, or depressed mood at time of death; nearly 50 percent of
women had previously attempted suicide and were under treatment for mental health
problems at time of death. Alcohol and/or other substance use problems were reported
among 17 to 26 percent of female victims. In contrast, male victims’ mental health
problems were likely to be undiagnosed and untreated. Less than one fourth of male
victims were under treatment for mental health problems. A crisis within the two weeks
was reported for about 40 percent of victims, The most common circumstances reported
were a problem with an intimate partner, accounting for approximately 40 percent of
male vietims and 50 percent of female victims, followed by family stressors (21%) and
criminal legal problems (14%) among men (Table 5B next page).

Among 418 youth who died by suicide, 94 (22%) were students, 26 were veterans, and 10
were police officers/firefighters.

Nearly 90 percent of suicide victims ages 18-24 were single, never married (Table 12A
page 24).
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Table 5B. Frequencies of circumstances surrounding suicide incidents
among youth ages 18-24, Oregon, 2003-2010

Males (N=352) Females (N=66}

Circumstances
Count % Count %

Mental Health Status T T IO
Meritioned rmental heaith problems * i i i e G B B e LT

Diagnosed mental dtsorder 114 32 40 61
Problem with alcohol.: Ly ek [0 T e e T

Problem with other substance 53 17 26

Problem with alcohal and other substangee - i i [ 29 1 I R ernts S

Diagnosed mental disorder and 29 8 20 30

problem with alcohol and Ior other substance
Current depressed mood i i | g g e | £ 34 T

Current freatment for mental health probiem 83 24 35

Interpersonal Relationship Pro R
Intimate partner probtem 138

Other relationship problem 7

Victim of interpersonal violense within paist month - =i il

Perpetratar of interpersonal violence within past month 31

Death of farmily mémber or friend within past five years i |51 o

Suicide of family member or friend within past five years
Family stressor(s) " o

ol |- rles |nl 1@

History of abuse as a Chlld***

Life Stressors e
Alcrisis within the two weeks * Loi42

Physical health problem 18
Financlal problem - i fis o P e [ g e

Lost job / job problem ' 36

Recent eriminal legal problem -~ % i e

Noncriminal [gagal roblem 13

Eviction/Loss of hame*** 5

Suicidal Behaviors s T
Disclosed intent to die’ by aUicide Tl L R L | R A g4

Left a suicide note _ 108 30 24 36

History of slicide attempt GHRT0 0 [ B T 4T e

*  |ncludes diagnosed mental d:sorder p{obiem w1th alcohol and!or other substance andfor depressed mood.
* ncludes treatment for problems with alcohol and/or other substance
** [ata are not collected before 2009
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Young adults ages 25-44
Suicides among young adults ages 25-44 accounted for approximately 31 percent of all

suicides. The suicide rate among young adults ages 25-44 was 19.4 per 100,000. The rate
ratio between men (29.0 per 100,000) and women (9.4 per 100,000) was 3.1,

Firearms were the most common mechanism of suicide among men (51%), followed by
lhanging / suffocation (27%) and poisoning (15%). Among women poisoning was the
most commmon mechanism of death (42%), followed by firearms (32%) and hanging /
suffocation (19%) (Tabie 2C).

Table 2C. Mechanism of suicide among young adults ages 25-44 by sex,
Oregon, 2003-2010

Method Males % Females % Total %
Firearm 12 47
- Poisoning S4B

Hangin
‘Fall
Sharp instrur
‘Drowning
Motor Vehicle
Other MV 3 RS PR
Qther/Unknown 6 1

g/suffocation

Over 70 percent of suicide victims ages 25-44 had a diagnosed mental disorder, alcohol
and /or substance use problem, or depressed mood at time of death; 44 percent of women
and 22 percent of men had previously attempted suicide. Alcohol and/or other substance
use problems were reported among 19 to 26 percent of suicide victims. Sixteen percent of
male suicide victims and 24 percent of female suicide victims had a mental disorder and
substance use problem. Less than one third of male victims and only 60 percent of female
victims were under treatment for mental health problems at the time of death. Suicides
are often precipitated by one or more stressful events. A crisis within the two weeks was
reported for 40 percent of svicide victims. The most common circumstances reported
among men were a problem with an intimate partner (44%), lost job / job problem (20%),
crime legal problems (18%), financial problem (15%) and family stressors (19%).
Among women, they were a problem with an intimate partner (39%), family stressors
(19%), physical health problems (17%), lost job / job problem (14%), and financial
problem (11%6) (Table 5C next page).

Over 80 percent of suicide victims graduated from high school (Table 11A page 23).

Over 40 percent of male suicide victims were single, never married (Table 12A on page
24).
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Table 5C, Frequencies of circumstances surrounding suicide incidents

among young adults ages 25-44, Oregon, 2003-2010
Males (N=1124) Females (N=351)
Count % Count %

Circumstances

Mental Health Status . - o N
Mentionad mental health problems *- 17 ool U Lggg g T YR00 i 86
Diagnosed mental dlsorder 420 37 229 65
Problem with alcohol ¥ iR T g e g Y [ g g
Problem with other substance 208 18 82 23
Problem with alcohol and other substance &\ it [iia e |Tamiga Lire 1 LR TN | A R e
Diagnosed mental disorder and
problem with alcohol and for other substance 181 18 84 24
Current depressed mood el vy Dra R e 4B i 189 i B B
Current treatment for mentat hea!lh problem 328 29 211 60

Intimate pariner problem’ S | R e e
Other relationship problem 28
Victim of interpersonal vidlehde within'past month i oA e
Perpeirator of lnterpersonal viclence within past month
Death of family member or friend within past five years
Suicide of family member or friend Wlthm past fi five years
Family stressor{sy '
History of abuse as a child***
Life Stressors
A 'crisis within the two weeks
Physical health problem
Financial problem :: B LR SRR (IR E et IS b & Reaveaarts:
Last job / job problem 230
Regent oriminal legal problem - v it o] TASE
Neoncriminal Iegal p obl 77
School problem A @ T e
Eviction/Loss of home*** 14
Suicidal Behaviors . T R
Disciosed Intent o die by slicide’ : P L aRe T e T Hag T L g0
Left a suicide note 324 29 139 40
History of suicide attempt e L L R R | B 44
*  Includes diagnosed mental dlscrder problem With alcohol andlor other substance, and/or depressed mood
**  |ncludes treatment for problems with alcohol and/or other substance
***  Data are not collected before 2009
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Adulis ages 45-64

Suicides among adults ages 45-64 accounted for approximately 39 percent of suicides.
Forty-six percent of suicides among women occurred in this age group. The suicide rate
among adults ages 45-64 was 24.5 per 100,000. The rate ratio between men (37.0 per

100,000) and women (12.4 per 100,000} was 3.

Firearms were the most common mechanism of death among male victims (59%),
followed by poisoning (18%), and hanging / suffocation (15%). Among women,
poisoning was the most common mechanism of death (48%), followed by firearms (31%)

and hanging / suffocation (12%) (Table 2D).

Table 2D. Mechanism of suicide among adults ages 44-64 by sex,
Oregon, 2603-2010

Method Males % Females %  Total
Firearm . .8, 59 151 31 986 52
Poisoning Sl LII2B3 8 284 48 48T

209 15 57 12 286

Hanging/ suffocation

Fall o i RRRERT, R R SRTPESEREL P IVICRICE - SRR o7 it W
Sharp Inst %2 16 3 4 2
Drowning e R N T e 2 20
Motor Vehicle e 1 o<1 4 <
Other MV g e T 0 0B R
OtherfUnknown 14 1 3 1 17

Approximately 75 percent of male victims and 85 percent of female victims ages 45-64
had a diagnosed mental disorder, alcohol and /or substance use problem, or depressed
mood at the time of death; 32 percent of women and 15 percent of men had previously
attempted suicide. Alcohol and/or other substance use problems were reported among 12
to 27 percent of suicide victims. About one third of male victims and 65 percent of
female victims were under treatment for mental health problems at time of death. The
precipitated factors among ages 45-64 were varied, but both men and women had similar
circumstances surrounding suicide incidents. A crisis within the two weeks was reported
for nearly one third of victims, The most common circumstances reported among this age
group were a problem with an intimate partner, physical health problems, lost job / job
problem, and financial problem (Table 5D next page).

Over 50 percent of female suicide victims had at least a college or associate degree, and
half female victims were divorced (Table 11A page 23, Table 12A page 24).
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Table 5D. Freguencies of circumstances surrounding suicide incidents
among adults ages 45-64, Oregon, 2003-2010

Males (N=1405) Females (N=488)

Circumstances
Count % Count %

MentalHealthStatus_ N T R
Méntioned mental health problems * 010 E3 0 ) R8T ] 44 e 8B

Diagnosed mental disorder _ ‘ 560 40 332 68
Prablorm aith BIGoRG)T AT e T e | BTB  2T 0 | 0B kA9

Problem with other substance l68 12 77 ‘ 18

Problem with alconol and other substance = 1 L i Bl gg ity N [ G0 e g

Diagnosed mental disorder and 203 14 103 21

problem with alcohol and /or other substance _
Current depressed mood 7 Ll U T 4R Y [ 2B e

Current treaiment for mental health problem 479 34 310 64

Interpersonal Relationship Problems o o
Intimate partrier problem EREN Rt SRR T Y. I

g0 a0

Qther refationship problem 3z 2

Victim of interpersonal violence withifl past month & | a2k e v e o

Perpetrator of interpersonal viclence within past month ‘ 85 5

Death of farily member or frierid within past five years ™ -« |- @27 i 7 H ] A8

Suicide of family member or friend wnthm past f‘ ve years 19 1 7
Famlly stressor(s)** T Rt DR CIT Tk F- REl ROt

History of abuse as a child*** 1 <1

Life Stressors e
A Grisis within the two weeks {407

Physical health problem ‘ ‘ 320 ‘ !
Financial problem: S RN BT RRE LR R TT IRCRT,Y: ©c SLLERTRERE [+ B IERREH e SRTSRIERIN I IR

Lost job / job problem 273 19 65 7 13

Noncriminal legal problem 86 5 26

5
School problem L e e g g g e A g
Eviction/Loss of home**" 31 8 13 Q

Suicidal Behaviors o S
Disclosed intent to die by suicide 406 35 TR B B

Left 4 suicide note 496 35 218 45

History of stiicide attempt - o, Sl i TR LT 4 [ I R [T R -

*  Includes diagnosed mental dlsorder, problem W|th alcohol andlor other substance andfor depressed mood.
# |ncludes treatment for problems with alcohol andfor other substance
**  Data are not collected before 2000
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Older adults ages 65 and over

Suicides among older adults accounted for approximately 19 percent of suicides. The
suicide rate was 23.2 per 100,000 among older adults. The rate ratio between men (44.9
per 100,000) and women (6.0 per 100,000) was 7.4, which was the highest among all age

groups.

Firearms were the dominate mechanism of death among men (84%); poisoning and
hanging / suffocation accounted for 6 percent respectively. Among women, poisoning
was the most common mechanism of death (37%), followed by firearms (36%) and
hanging / suffocation (15%) (Table 2E).

Table 2E. Mechanism of suicide among older adults ages >= 65 by sex,

Cregon, 2003-2010

Method Males % Females %  Total %
Firearm 648 B4 47 36 695 7T
Hanging / suffocation 5 ‘

Fall o o] PR Hat 4

Sharp instrument 2. A

Drowhing’ AT

Motor Vehicle 8 o=« 0

Other MV - R R

Other/Unknown 2 <1 1

Approximately 60 percent of older suicide victims had a diagnosed mental disorder,
alcohol and /or substance use problem, or depressed mood at time of death. Compared to
other young age groups, few older adults had a history of suicide attempt and problems
with alcohol and substance use. Only about 20 percent of male victims and one third of
female victims were receiving treatment for mental health problems at time of death., The
notable circumstances reported among older adult suicides were physical health problems,
which were reported among 66 percent of men and 56 percent of women, followed by a
death of family member or friend within past five years (13%) (Table 5E next page).

Among 507 older adults with physical health problems, 88 percent of had declining
healtly; 59 percent had a loss of autonomy or independence; 31 percent had visited a
physician within 30 days. The most frequently reported physical illnesses were cancer
(26 percent), chronic pain (25 percent), and heart disease (16 percent). Among 73 elder
women with physical health problems, 54 percent had declining health; 48 percent had a
loss of autonomy or independence; 19 percent had visited a physician within 30 days.
The most frequently reported physical illnesses were chronic pain (27 percent), cancer
(15 percent) and heart disease (10 percent).

Of suicide victims among older adults who lost a family member or friend within past
five years, nearly a half experienced their spouse’s death in the past year.
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Among older adults who died by suicide, 44 percent of men and 56 percent of women
lived alone; nearly 50 percent of males were married; 43 percent of females were
widowed (Table 12A page 24).

Table 5E. Frequencies of circumstances surrounding suicide incidents
among older adults ages 65 and older, Oregon, 2003-2010

Males (N=768) Females (N=131})

Circumstances
Count % Count %

Mental Health Status 0 TV BRSPS
Mentioned mental health problems *- ST A4 B T g T e TR

Diagnosed menial disorder 181 24 53 40

Problem with aicohol - T R S

Praoblem with other substance 8

1
Problem with aleohel and other stbstange b g g ) e R R e
Diagnosed mental disorder and ot 3
problem with alcohol and for other substance

Current depressed mood &

YRR3R G 44 RN EOROR -7 A 50

Current treatment for mental health problem 157 20 48 37

Interpersonal Relatlonshlp Problems
Intimate partner: problem G

QOther relationship problem 13
Victim of interpersonal violencea within past month e L] i o

Perpetrator of rnterpersonal violence within past monlh 15 2

; o O w 01

Deéath of family mermber of friend within past fivé years “ | 400 1 W48 ) o

Suicide of family member or f 'encl W thm pasl f‘ ve ears (o] 1
Family stressor{sy** ' . g ki

—
3
wlwo@|e e |&:

—

o)

@
o

History of abuse as a child*** 0 0

Life Stressors R
A crisis within the two weeks E BNy RN - e

Physical health problem 507 66 73
Firiancial problem R A B e | g e R R P

Lost job / job problem _ 10

Nongriminal legal problem ’ 18 ‘
SChOOi Pl‘Db[em N R R SRR N L e ECLAENVRTERERIEN B '3:'.;-4::-D I.“E-"f

5
1
Retent criminal legal problem ¢ Q0 i g T
2
G
1

Evictionfl.oss of home*** 2

Suicidal Behaviors e F T N
Disclosed intent o die by aticide - e 27 e g g

Left a suicide note 247 32 48 35

History of suicide attempt & b hai i D BT et eg g ] 18 g

*  Includes diagnosed mental drsorder problem w:th alcohol and!or other substance, andlor depressed mood.
** includes treatment for problems with alcohol and/or other subsiance
**+  Data are not coliecied before 2009
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Suicide among veterans

Approximately 26 percent of suicides ocourred among veterans in Oregon. Ninety-six
percent of veteran suicides were male. Based on the estimates of veterans in Oregon',
figure 9 shows male suicide rates by age group. There were statistically significant
differences in rates of suicide between veterans and non-veterans among ages 18-24, 35-

44 and 45-54. Overall male veterans had a much higher suicide rate than non-veteran
males (44.6 vs. 31.5 per 100,000).

Figure 9, Age-specific suicide rates among
male veterans and non-veterans, Oregon, 2003-2010

| VYelerans o Non-veterans

120.0
?
100.0
- + Significantly high
2 80D 1 u
b=
Y. 800 4 o
a.
£ 400 -
[+
20.0 —
0.0 -

18-24 | 26.34 | 3544 | 45-54 | §5-64 | 65-74 | 75-85 | >=85
| Velerans 10437 314 | 500 | 516 | 349 | 353 | 555 | 697
ENon-veterans| 22.7 | 28.6 | 31.8 | 357 | 349 | 314 | 494 | 972
Age group

Firearms were a dominant mechanism of suicide among male veterans, accounting for 74
percent of male suicidal deaths, which were much more common than that of non-veteran
males (57 percent).

Nearly 75 percent of male veterans ages 18-64 who died by suicide had a diagnosed
mental disorder, alcohol and /or substance use problem, or depressed mood at time of
death; 17 percent of them had previously attempted suicide. Alcohol and/or other
substance use problems were reported among 13 to 24 percent of those veterans. A erisis
in the two weeks was reported among about 36 percent of victims. Only one third of
victims were reported to be receiving treatment for mental health problems at the time of
death. The most common circumstances reported among male veterans were a problem
with an intimate partner (34%), physical health problems (20%), lost job / job problem
(18%), financial problem (17%) and crime legal problems (14%) (Table 5F next page).

! United States Department of Veteran Affairs, VetPop 2007 State data tables:
hitp:www.va.cov/ VETDATA/Veteran_Population.asp Accessed on July 26, 2012.
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The circumstances of suicide among male veterans were similar to those non-veterans
except veteran victims reported more physical health problems (Table 5F).

Table 5F. Frequencies of circumstances surrounding suicide incidents
among male veterans and non-veterans ages 18-64, Oregon, 2003-2010

Veterans Non-veterans
Circumstances (N=661) {N=2185}

Count Y% Gount %

Mental Health Status
Mentioned mental health problems

iga| i4see e

Diagnosed mental dlsorder 38 837 38

Problem with alcoho] &

BEETER - Ry .

Problem with other substance 13 341 16

Problem with alcohol and other BUBSHANGE 4 e 6 e T B LGB L B

Diagnosed mental disorder and 91 14 319 15

problem with alcohol and /or olher substance
Current depressed maod - Ty T TR

S a3 e B0 S e e T 46

Current treatment for mental health probEem 215 33 671 31

Interpersonal Relationship Problems
intimate partner problem

Ciloiises i aai|reRii B

Other relationship problem 16 2 60_
Victim of Interpersonal violence within past month - T P Ry I s s R AR AR its

Death of family member or friend Within past five'years -0 T A0 T i B HE 0B R

3
Perpetrator of mterpersonal violence within past rmonth 45 7 137 6
2

Suicide of family member or friend within past five years 11 2 33
Family stressar(s)** e

TG A B0 A4

History of abuse as a ch]ld*** 0 0 2 <i

Life Stressors
A'crisis in the past two weeks |

Neipag v e asg e

Physical health prob!em 129 20 286 14
Financial problem =i s i P NN O

A0 AT | 846 e

Lost ;obl { job preblem ‘ 120 18 416 19
Redent criminal legal problem L D R R R o

L e A A e BRG  EB

Nongcriminal legal problem ‘ _ 7 42 8 132 6

School problent i

R R R

Eviction/Loss of home™** ' 11 7 37 6

Suicidal Behaviors
Disclosed intent to die by ‘suicide -

Cliionq IR T R SR N niiigg i

Left a suicide note 218 33 697 32
History of suicide attempt = T A

440 s AT | 423 L e

*  Includes diagnosed mental dnsorder, probiem w:th alcohol andlor other substance, and/or depressed mood.
w Includes treatment for problems with alcohol and/or other substance
** Dgta are not collected before 2008
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Among older veterans age 65 and over who died by suicide, approximately 55 percent of
them had a diagnosed mental disorder, alcohol and /or substance use disorder, or
depressed mood at the time of death, Compared to the young veterans, few older veterans
had a history of suicide attempt and problems with alcohol and substance. The notable
circumstance among older veterans were physical health problems, which were reported
among 67 percent of male veterans, followed by death of family member or friend within
past five years (13%) (Table 5G next page).

The circumstances of suicide among older male veterans were almost identical to those
non-veterans (Table 5G next page).

There were differences in marital status among males between veterans and non-veterans.
Compared with non-veterans, veterans who died by snicide were more likely to be
married and widowed (Table 12B).

Table 12B. Marital status among males ages >=18 who died by suicide
who died by suicide by veteran status, Oregon, 2003-2010

Marital status Veterans Non-veterans
Number Yo* Number %e*
Married =~
Never:Married
Divorced
Widowe

Qther /Unknown 20
* Percentage is calculated according to available data.
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Table 5G. Frequencies of circumstances surrounding suicide incidents

among male veterans and non-veterans ages »=65, Oregon, 2003-2010

Circurastances

Veterans
(N=514)

Non-veterans
{N=248)

Count

%

Count %

Mental Health Status
Mentioned mental health problems *

o

53

Diagnosed mental disorder

110

70 28

Problem with alcohol

21
HRNT RO, G

BT

Prablem with other substance

3

2 1

1
Problern with alcohol and other substance v i@ %20 )

Diagnosed mental disorder and

16

@

9 4

problem with alcohol and lor other substance
Current depressed mdod i :

R R

#
-

107 43

Current treatment for mental health prob]em

94

—
[ee]

62 25

Interpersonal Relationship Proh
Intimate partrier prob]em

Other relationship problem

Victin of interpersonal violence within past month = <t il Ersoequn it

Perpetrator of interpersanal violence within past month

Death of family member or friend within past five years 1 1 i

Suicide of family member or friend within past five years

Family stressor(sy=**"

History of abuse as a chlld**"

oo =g |oni

olw|w Wi |o|» |

oloi~a|~[s|0 |~

Life Stressors
A'crisis within the two weeks

o 6"
1w

or et

Physical health problem
Financial problem i

‘ 346

Lostjob/job problem

Recent criminal tegal problem i i i LR

Noncriminal Iegal problem
School problem :

Eviction/Loss of home*“*

olo|x|n]|alo

aldsin o

Suicidal Behaviors L
Disclosed intent to'die by suigide” T

Sliiggg s

[0
=

B4 g

Left a suicide note

173

34

Al 29

History of suicide attempt &

45

g Wi

8 T

*  Includes diagnosed mental dlsorder problem wuth alcohol andlor other substance andfor depressed mood.
*  Includes treatment for problems with alcohal and/or other substance

***  Nata are nhot collected before 2009
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Discussion

Suicide is a major public health probiem in Oregon. The Oregon public health division
has set reducing suicide as a top pnonty Traditional suicide prevention strategy is
primarily focused on early intervention and referral to treatment. Oregon initiated suicide
early intervention efforts targeting youth and young adults in 1998. To date, Oregon’s
suicide prevention efforts have primarily focused on early intervention - identifying those
who suffer and connecting them with resources. Heath care reform will complement and
build on these efforts as integrating behavioral health and primary care is a priority in
transforming healthcare delivery in Oregon. However, early intervention witly 1nd1v1duaIs
and referral for mental health treatment alone will not reduce the problem of suicide"?,
Recent research has demonstrated that the risk for suicide is established early in life as
children experience adverse familial, social, and environmental conditions. Suicide
attempts could be attributed to having had several adverse childhood experiences.
Prevention research has proven that preventing or mitigating the impact of adverse
familial and social conditions can reduce a range of serious and costly co-occurring
psychological, behavioral, and plysical health problems™. One example — first grade
implementation of the Good Behavior Game can prevent suicide ideation, substance use
problems, smoking, antisocial pelsonahty disorder, delinquency, and incarceration for
violent 01 imes through the age 21%. To prevent suicide, upstream, primary prevention is
needed'™

Recommendations
4, Develop a new statewide suicide prevention strategy that prioritizes:

a. A system of comprehensive primary prevention that implements evidence-
based, upstream, primary prevention strategies that foster successful
development and prevent psychological and behavioral problems (i.e.
nurse family partnership, Paxis Good Behavior Game, Communities that
Care, evidence-based parenting programs, mindfulness practice, and other
evidence-based practices).

: Oregon Public Health Division Strategic Plan 2012-2017, Oregon Health Authority. [t is available at
hitpz//public.health.oregon. sov/abott/doguments/phd-strategic-plan.pdf

2118, Department of Health and Human Services (HHS} Office of the Surgeon General and National
Action Alliance for Suicide Prevention. 2012 National Stralegy for Suicide Prevention: Goals and
Chbjectives for Action, Washington, DC: HHS, September 2012,

3 0'Connell M.E., Boat T., and Warner K.E., Editors. Preventing Mental, Emotional, and Behavioral
Disorders Among Young People: Progress and Possibilities. 2009, The National Academies Press,
Washington, D.C.

4 Biglan A., Flay B.R., Embry D.D., Sandler LN. The Critical Role of Nurturing Environments for
Promoting Human Well-Being. American Psychologist. 2012, 67(4):257-272
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b. Identify and implement evidence-based and culturally appropriate
practices that address depression and suicidality among adult males to:

i. enable men to identify depression as a manageable health
condition, and

ii. promote community, business, family and individual tools to
support successful self management.

¢. Develop integrated behavioral health and primary care solutions to address
depression and suicidal thoughts and behaviors among older adults.

Complete statewide implementation of comprehensive suicide prevention in high
schools.

Expand suicide intervention skills efforts that will have an impact on adults,
particularly men and veterans throughout Oregon.
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Resources
The state prevention program recommends two intervention skills training programs:
1. QPR (Question, Persuade, Refer)

2. ASIST {Applied Suicide Intervention Skills Training)

High Schools are encouraged to implement a comprehensive suicide prevention program
known as RESPONSE.

Crisis lines can be useful tools if those suffering acute crisis know how to reach them.
The state prevention program recommends broad dissemination of crisis line information.

There is a national lifeline and there are county crisis contacts.

1. National Suicide Prevention Lifeline

2. Oregon County Crisis Lines

National organizations provide a wide variety of information, consultation, training,
advocacy, research, program evaluation, and other support. There are four organizations
that specialized services in suicide prevention:

1. Suicide Prevention Resource Center (SPRC)

2. American Association of Suicidology (AAS)

3. American Foundation for Snicide Prevention (AFSP)

4. Make Connection — shared experiences and support for veterans

The state Public Health Division Injury and Violence Prevention Program collects,
analyzes, and disseminates data on suicide, suicide attempts, and suicide ideation from a
variety of sources. The program epidemiologist and research analyst are good resources
for communities and individuals who have gquestions about incidence, prevalence, and
risk factors associated with suicide among Oregon populations. These technical scientists
maintain a variety of data resources and they publish reports about suicide on the
program website.

The state data reports can be found on the program web pages:

1. Oregon Violent Death Reporting Svstem

9. Adolescent Suicide Atlempt Daia Svstem Reporis and Reporting Forms

3. Oregon Healthy Teen Survey
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The youth suicide prevention program provides a listserv, Youih Suicide Prevention
Network (YSPNetwork) that members use to disseminate new research, data reports,
make announcements about training, education, new resources, and other program efforts,
and query the group. To subscribe to the lst: ¥ SPNetwork.
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Glossary

The following definitions refer to tenns identified in this report from The State Violent
Death Repomncr System Workgroup', NVDRS coding manual” and ORVDRS’ annual
report’.

Age-adjusted mortality rate: A mortality rate statistically modified to eliminate the effect
of different age distributions in the different populations.

Age-specific mortality rate: A mortality rate limited to a particular age group. The
numerator is the number of deaths in that age group; the denominator is the population in
that age group.

Alcohol problen: A suicide circumstance in which the victim is perceived by self or
others as having a problem with or being addicted to alcohol. A victim who is
participating in an alcohol rehabilitation program or treatment, including setf-help

groups and 12-step programs, and has been clean and sober for less than five years is also
considered as having this circumstance.

Atypical antipsychotic drugs: A group of antipsychotic ranquilizing drugs used to treat
psychiatric conditions such as schizophrenia. Atypical antipsychotics include drug such
as Clozapine, Qlanzapine, Quetiapine, Risperidone and Ziprasidone.

Benzodiazepines: A class of drugs used to treat anxiety, insomnia, and seizures.
Benzodiazepines include drug such as Alprazolam, Clonazepam, Dijazepam, and
Lorazepam.

Blunt instrament; Clubs, bats, boards, or other objects that can be used to inflict an injury.

Crude mortality rate: The mortality rate from all causes of death for a population. It is
caleulated by dividing the number of deaths in a population in a period by resident
population.

Criminal legal problen: A suicide circumstance in which the victim was facing a recent
or impending arrest, police pursuit, or an impending criminal court date, and the
consequence was relevant to the suicide event.

! Sanford C and Hedegaard H (editors). Deaths fiom Violence: A Look at 17
States — Data from the National Violent Death Reporting System. Decemnber 2008

* Centers for Disease Control and Prevention. Nationat Violent Death Reporting Sysiem (NVDRS) Coding
Manuat (2010).

3 Shen X, Millet L. 2012. Violent Deaths in Oregon: 2010, Oregon Health Authority, Portland, Oregen.

43



Crisis: A suicide circumstance in which an acute precipitating event appears to have
contributed to the suicide (e.g., the victim was just arrested; divorce papers were served
that day; the victim was about to be laid off; the person had a major argument with a
spouse the night before).

Depressed mood: A suicide circumstance in which the person was noted by others to be
sad, despondent, down, blue, unhappy, etc. This circumstance can apply whether or not
the person has a diagnosed mental health problem.

Drowning: A mechanism of death resulting from submersion in water or other liquid.

Eviction: A suicide circumstance in which the victim had recently been, was in the
process of being evicted or foreclosed on, or was confronted with an eviction, foreclosure,
or other loss of housing, and this appears to have contributed to the death.

Falls: A mechanism of death resulting from a fall, push or jump from a high place.

Family stressors: A suicide circumstance in which the victim was experiencing
significant problems related to family home environment involving more than an intimate
partner or family members other than intimate partners.

Financial problem: A suicide circumstance in which the victim was experiencing
monetary issues such as bankruptcy, overwhelming debts, a gambling problem, or
foreclosure of a business.

Firearm: Any weapon (including a starter gun) which is designed to or may readily be
converted to expel a projectile by the action of an explosive (e.g., gun powder).

Hanging/suffocation/strangulation:
Mechanisms of injury resulting in airway obstruction in which the victim died from lack

of oxygen.

Homicide-suicide: It is defined as one person killing one or more others then taking
his/her own life within 24 hours.

Incident: All victims and suspects associated with a given incident are in one record. A
violent death incident can be made up of any of the following: a) One isolated violent
death. b) Two or more homicides, including legal interventions, when the deaths involve
at least one person who is a suspect or victim in the first death and a suspect or victim in
the second death. ¢) Two or more suicides or undetermined manner deaths, when there is
some evidence that the second or subsequent death was planned to coincide with or
follow the preceding death. d} One or more homicides or unintentional firearm deaths
combined with one or more suicides, when the suspect in the first death is the person who
commits suicide. €) Two or more unintentional firearm deaths when the same firearm
inflicts two or more fatal injuries and the fatal injuries are inflicted by one shot or burst of
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shots. For categories (b), (c) and (d), the fatal injuries must occur within 24 hours of each
other.

Intent to commit suicide: The victim had previously expressed suicidal feelings to
another person, whether explicitly (e.g., “I'm considering killing myself”) or indirectly
(e.g., “1 know how to put a permanent end to this pain”}.

Intimate partner: A current or former girlfriend, boyfriend, date or spouse. The definition
of intimate partner includes first dates.

Intimate partner problem/violence: A suicide or homicide circumstance in which the
victim was experiencing problems with a current or former intimate partner, such as a
divorce, brealk-up, argument, jealousy, conflict, or discord.

Job: A suicide circumstance in which the victim was either experiencing a problem at
work (such as tension with a co-worker, poor performance reviews, increased pressure,
feared layoff) or was having a problem with joblessness (e.g., recently laid off, having
difficulty finding a job).

Mechanism: The primary instrument used by a victim or suspect that contributed to
someone’s death.

Mental health problem (Current mental illness): A suicide circumstance in which the
victim was identified as having a mental health iliness, such as depression, schizophrenia,
obsessive-compulsive disorder, etc. The mental health problem must have been
diagnosed by someone who is professionally trained.

Mental health treatment; A suicide circumstance in which the victim had a cuirent
prescription for a psychiatric medication or saw a mental health professional within the
two months prior to death. Treatment includes seeing a psychiatrist, psychologist,
medical doctor, therapist or other counselor for a mental health or substance abuse
problem; receiving a prescription for an antidepressant or other psychiatric medication; or
residing in an inpatient or halfway house facility for mental health problems.

Motor vehicle: A mechanism of death resulting from a crash of any motorized vehicle.
Opioids/Opiates: A group of psychoactive chemicals that work by binding to opioid
receptors. Opioids include prescription drugs (Codeine, TFentanyl, Hydrocodone,
Methadone, Morphine, and Oxycodone) and illicit drug (Heroin).

Other relationship problem: A suicide circumstance in which the person was

experiencing problems or conflict with a family member, friend or associate (other than
an intimate partner) that appeared to have contributed to the suicide.
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Perpetrator: Person or persons suspected of having killed another person in an incident,
whether intentionally (any method/weapon) or unintentionally (firearm only) or assisted
in the homicide.

Physical health problem: A suicide circumstance in which the victim was experiencing
terminal disease, debilitating condition, or chronic pain, that was relevant to the suicide
event.

Poisoning: A state of illness caused by the presence of any harmful or toxic substance
that has been ingested, inhaled, applied to the skin or resulted from any other form of
contact.

Reliability of rates: Some rates in this report are based on a small number of deaths.
Chance variation is a common problem when the numbers being used to calculate rates
are extremely small. From vyear to year, large swings can occur in rates, which do not
reflect real changes. The rates based on small mmnbers (less than 20) may be unstable due
to random chance factors, and should be used with caution.

Resident: The decedent was an official inhabitant of the state (or territory) including
those portions of a Native American reservation within the state at the time of injury,
according to the death certificate.

Sharp instruments: Objects that can be used to inflict a penetrating injury, such as knives,
razors, machetes or pointed instruments such as a chisel or broken glass.

Substance problem: A suicide circumstance in which the victim was noted as using
illegal drugs (such as heroin or cocaine), abusing prescription medications (such as pain
relievers or Valium), or regularly using inhalants (¢.g., sniffing gas) even if the addiction
or abuse is not specifically mentioned. The exception to this is marijuana use. For
arijuana, the use must be noted as chronic, abusive, or problematic (e.g., “yictim
smoked marijuana regularly,” “victim’s family indicated he had been stoned much of the
past months®).

Suicide: A death resulting from the intentional use of force against oneself. A
preponderance of evidence should indicate that the use of force was intentional,

Suicide attempt history: A suicide circumstance in which the vietim was known to have
previously tried to end his/her own life, regardless of the severity of the injury inflicted.

Suicide note: A suicide circumstance in which the victim left a message, e-mail, video, or
other communication that ke or she intended to end his/her own life. A will or folder of

financial papers near the victim does not constitute a suicide note.

Victim: Person or persons who died in a suicide, violence-related homicide, legal
intervention, as the result of a firearm injury, or from an undetermined manner.
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