DATE LT
W8 _ A% .
Philip Tummarello
1257 Iron Cap Drive
Stevensville, Montana 59870
AR
pjt803@hotmail.com

Education: Indiana University, Bloomington: French Horn & Comparative Religious Studies

B.S. 1977 Music Performance Scholarship Award
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Professional History: Henry Mancini Orchestra 1974-77 Barry White Orchestra 1975
San Francisco Chamber Orchestra 1979 Oakland East Bay Symphony 1980
San Francisco Pocket Opera 1980 Positions Offered: Jerusalem Symphony
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New York Public Interest Research Group 1981-82 Canvass Supervisor

San Francisco Police Department 1982-2004
Patrol Division Mission Station 1982-1986
Narcotics Division 1987-1989 Organized Crime Drug Enforcement
Task Force U.S. Attorney’s Office

Bureau of Investigations 1989-2004 Sergeant/Inspector
Narcotics Division
Financial Crimes Section
Elder Abuse Task Force Inspector in Charge*
Homicide Section Elder Abuse Crimes
Child Abuse Section
Supervisor- Cargo Theft Task Force San
Francisco Airport
Sexual Assault Section

P.0.S.T Certifications: Basic, Intermediary, Advanced, Supervisory
Narcotics Investigation
Financial Crimes Investigation
Homicide Investigation
Child Abuse Investigation
Sexual Assault Investigation

*Co-designed & Implemented Multi-Disciplinary Protocol for SFPD, Adult Protective Service,
Public Guardians Office, District Attorney’s Office response to Elder Abuse Allegations
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Awards: California Attorney General Excellence in Performance Award
Honolulu Police Department Service Award
San Francisco Police Department: Medal of Valor
Meritorious Conduct Award
Police Commission Commendations (4)
Citation for Exemplary Service Award
Captain’s Complimentary Award (42)

Civilian Awards: American Institute of Architects Appreciation Certificate
Justice for Murder Victims Community Service Award

Elder Abuse Education: Presenter/Panel member Elder Abuse Dynamics & Investigation
California Assembly Public Safety Committee
California Senate Public Safety Committee
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March 14, 1997

Deputy Chief John Willett

Chief of Inspectors

Hall of Justice - '
850 Bryant Street Room 400

San Francisco, CA 94102

Dear Mr. Willett:

I wish to request the testimony of Sergeant Inspector Phillip Tummarello Star # 803

before the Assembly Public Safety Committee:on Tuesday April 8, 1997. I-am chair of the
Committee and will be presenting AB 870, a measure to help prevent the increasing incidence of
white collar crimes committed against the elderly. Attached is a copy of the bill and a brief
summary of the legislation. : :

Mr. Tummarello’s testimony would greatly contribute to the committee’s understanding of the
breadth of scams which are committed against the elderly in the San Francisco Bay Area and
throughout California. Please inform Elise Thurau (916) 445-7644 of your decision concerning
Mr. Tummarello’s attendance and testimony at this upcoming hearing.

Thank you for your censideration.

{?st regards,
v ™ ]
Robert Mﬂfv( L\, :

Chairman, Assembly Public Safgty Commit;;e
Assemblymember, 40th District

RMH:et
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ROBERT M. HERTZBERG, CHAIR

November 24, 1997

Philip Tummarello, Inspector
Department c¢f Justice

2720 Taylor Street, #300

San Francisco, CA 94133

Dear Inspector Tummarello:

Thank you for your valuable participation at our hearing, "Invisible Crimes:
What Can the Legislature Do to Prevent the Phy31cal or Financial Abuse of the
Elderly."

Our Committee members and staff felt the hearing was 'extremely informative and
educational, and provided the Committee with many ideas about ways in which to
combat the problem of elder abuse. We believe were successful in creating
significant awareness of the problem and in educatlng Agsembly members and
staff regarding the complexities of the issue.

I hope that you continue to work with us on solving problems in this very
important area of public policy. If you have a legislative idea (or ideas), I
urge you to submit them in writing to the Assembly Committee on Public Safety
(P.O. box 942849, Sacramento, CA 94249-0001).

I hope you will stay in touch with Committee staff and keep us informed. I
look forward to working with you in the future.

" Si ely,
ROBERT M. HERTZBERG

Chair
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'Ofﬁcer allegedly
swindled
'79— ear-old Wltl'l
*Alzhexmer s out of
$70,000 in savmgs

‘By Jim Herron' Zamora
OF THE EXAMINER STAFF -

| been arrested for allegedly bllkmg
| $70,000 from an ¢ '

money: in lucratlve securities, m—
1 vestigators said.

A Los Angeles pohce ofﬁcer has :

| Francisco woman with Alzheimer’s -
disease by promisihg to invest her ,

dmo -case, but investigators say
* their'work is continuing. Officials
. from several agencies are reviewing .
their records taken in a raid Friday
-‘in an office park in Irvine. =~

“Tt Jooks like' they had contacts

. with potential investors all over the
- state,” Tummarello said Saturday. .-
. “It looks like they were targetmg .

retired people

The suspects are ‘accused of de-
frauding people with promises of -

safe investments with 1134 percent -

 returns, Tummarello said.: Police
 gaid the two men ran three compa-
*-nies: Liberty International Acqui-
sitions, Woodbury Financial and -
Consolidated Energy — none of
which is registered with the state
"~ Department: of . Corporatlons, s

 After a 15-month mvestlgatlon,‘f‘. Tummarello said.

'Thomas anht, 30, of 0 angef
' _ - rities in California,” Tummarello

. “Neither is’ hcensed to sell secu- '

1 she has never been pa;d anythmg L

~ Wright served for nearly two_
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Lonely w

Homeless ]unkle
swindled her out of

$30,000, cops say

By Jim Herron Zamora
“OF THE AMNER STAFF

ar-old | wxdow, who was

’ery hohday, took ina

tor Phil Tummarello said Wednes-

askmg for ba:l money, Tummarello
‘ sald -

Joled into ‘withdrawing - about
$30, OOO ~ ‘virtually her entire life

- her home on Van Ness Avenue m
February, police said.

e befriended her, and she ap-

all alone,” Tummarello said.

‘ »she offered him a place to stay.

-“She told ‘us she: got. tired ofir
crymg all by ] herself on all the holi- E

days ”»:

rying alone in her studio-

ind st everything to this
guy,” San Francisco police Inspec-

day. After the suspect was jailed in
the case, he even called the woman '

savings — from her bank over an
exght-month period and givingitall
to-Monte Forgue; 43, whom she
met while he was panhandlmg near

ted the attention because she:

“Sheé had only met him once; and

Forgue, who allegedly spent much
of the money to feed a heroin habit,
is bemg held in Clty Jall in heu of
$10 000 bail.

“He demes domg anythmg ,
wrong,” Tummarello said. Forgue
told pohce “he was Just keepmg her’ :
company 3

~ Judge Donna thtle ordered hxm
not’ to contact the alleged victim.

-Forgue, who was arrested Friday, -
‘had phoned the woman twice from
- jail asking heér to baxl h1m out '

Tummarello said;
_ She had gone to visit hxm mJall

twice and both times gave him $20°
but declined to bail him out be-

"“cause she c¢ould not afford 1t Tum i
: marello said.-

= Police: were alerted to' the case &

~ by tellers at the Wells Fargo Bank
- branchat 1560 Van Ness Ave. who

noticed that the woman, accompa-
nied by Forgue, was withdrawing

: large amounts of money almost

The woman was allegedly ca-  daily.

On Sept 12 Ofﬁcer Ed Garcla

 wagat the bank takmgareportln a:..

unrelated case; and a teller told

: 'lum about the:woman. L
. After questioning, “she md:cat»:

: ed that she was being intimidated =

by this man;” ‘Tummarello said. -

. “He would: ask her to withdraw -

- ‘money almost every day.”

" The woman also told pohce that; o

Forgue encouraged her to drink-al-

-~ coholic beverages, Tummarello L
said o i

: *-._“She wouldask (lum) laterwhat s
~ happened to all of the money, and .~
‘e would: say, ‘You had a'lot to
= dnnk and you must have lost 1t’” S




Appendix VI: Estimated Elder Abuse Reports
to APS, and APS Investigations and
Substantiations in State Fiscal Year 2689

Reports of alleged  Elder abuse cases Elder abuse cases
State elder abuse received investigated substantiated
Alabama
Alaska
Arizona
Arkansas
California 76,340 58,338 21,300
Colorado 7,434 4217
Connecticut 3,800 3,438 446
Delaware
Florida 29,434 3,905
Georgia 4,215 4,522° 1,939
Hawaii 1,189 505 81
Idaho 400
illinois 10,848 9,562 5,809
Indiana
lowa
Kansas
Kentucky 12,472 9,872 1,973
Louisiana 3,603 3,414 1,953
Maine 2,613 2,312 1,128
Maryland 4,534
Massachusetts 15,935 11,823 4,738
Michigan 9,590 6,203 1,934
Minnesota 11,852 2,342 320
Mississippi
Missouri
Montana 3,865 1,347
Nebraska
Nevada 3,669 1,167
New Hampshire
New Jersey 4,500
New Mexico 6,100 3.6Q0° - 1,110
New York 22,894 16,523
North Carolina 11,951 6,394 2,400
North Dakota 383
Ohio 16,370
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The Availability and Utility
of Interdisciplinary Data on Elder Abuse:
A White Paper for the
National Center on Elder Abuse

Executive Summary

There is wide consensus that currently a clear picture of the incidence and
prevalence of elder abuse in the United States is sadly lacking—and that such a picture
“is essential if social policy is to be created to impact prevention and treatment” (National
Institute on Aging, 2005). While the National Center on Elder Abuse (NCEA) has
collected and analyzed state adult protective services data, the penumbra of additional
data elements that might be available through health care, long term care, criminal
Justice, fiduciary, and legal services networks has remained largely unexplored.
Therefore, the NCEA sought the development of a white paper examining such data
elements, their scope and limitations, and outlining their potential use by the U.S.
Administration on Aging (AoA), other federal agencies, and elder abuse professionals
and advocates. In response, the American Bar Association Commission on Law and
Aging (ABA Commission) conducted exploratory research on a wide range of possible
data sources. This white paper presents and evaluates the results.

The seminal work on the state of knowledge about elder abuse and the substantial
lack of data is the National Research Council’s Elder Mistreatment: Abuse, Neglect, and
Exploitation in an Aging America, the report of the Panel to Review Risk and Prevalence
of Elder Abuse and Neglect. The report served as the starting point for the ABA
Commission research. The research methodology focused on Internet and telephone
research, including a broad-based Web scan and telephone discussions with 35 key
informants.

A blatant difficulty in elder abuse research is widely differing definitions and
terminology (National Research Council, 2003). For example, according to the NCEA:

elder abuse is a term referring to any knowing, intentional, or negligent act
by a caregiver or any other person that causes harm or a serious risk of
harm to a vulnerable adult. The specificity of laws varies from state to
state, but broadly defined, abuse may be: physical abuse, emotional abuse,
sexual abuse, exploitation, neglect, abandonment (the NCEA Web site



abuse. It summarizes empirical research and the collection of epidemiological data to
date. Following the report, the National Institute on Aging has called for research to
“provide the scientific basis for understanding, preventing, and treating elder
mistreatment” (National Institute on Aging, 2005). The National Research Council report
and its extensive appendices served as the starting point for this paper.

The methodology for the development of the white paper focused on Internet and
telephone research. After a baseline discussion with the NCEA partner organizations, the
project began with a Web scan of data sources listed in the NCEA Request for Proposals
for development of this white paper, including the Centers for Medicare and Medicaid
Services (CMS), the Centers for Disease Control and Prevention (CDC), the AoA, the
Medicaid Fraud Control Units, the U.S. Department of Justice, the National Institutes of
Health National Library of Medicine’s PubMed, and other leads. In addition, the librarian
at the AoA provided results of her preliminary research on possible sources of elder
abuse data. The project then sought to examine other sources of data such as the Social
Security Administration, the U.S. Department of Veterans Affairs, state probate courts,
state quality improvement organizations, legal services programs, and more. Telephone
interviews with key informants supplemented on-line Internet research. In total the
project interviewed 41 key informants, primarily by telephone, but in some cases by e-
mail (see List of Key Contacts)—and also made a number of additional “blind alley”
contacts that ultimately did not yield useful information.

The investigation sought both data on the “incidence” and “prevalence” of elder
abuse. The incidence rate is the number of new instances of abuse within a specific time
period; whereas the prevalence rate tells how frequently abuse occurs at a given point,
regardless of the time of onset (National Research Council, 2003). The investigator
conceived of the project as a “treasure hunt” for relevant data and kept a detailed research
record. Overall, the investigator encountered more “blind alleys” and “dead ends” than
“finds,” yet explored several critical areas with varying potential for shedding light on the
incidence and prevalence of elder abuse, as summarized throughout the paper (and in the
Executive Summary chart).

A blatant difficulty in elder abuse research is the disparity of definitions of “elder
abuse” (Lachs & Pillemer, 1995). The National Research Council report’s background
paper Epidemiological Assessment Methodology (Acierno, 2003) stresses that while
various agency records offer possible sources of information, “the definitions for
particular forms of elder mistreatment vary widely across social service agency, county,
and state.” Similarly, the background paper Elder Abuse in Residential Long-Term Care
Settings (Hawes, 2003) notes that “agencies use different definitions and have different
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A. Health Care Data—Background on Diagnostic Coding

1. Medical Diagnostic Codes

Physicians and hospitals use diagnostic codes for reimbursement purposes and to
document the reasons for medical treatments. The World Health Organization develops
an International Classification of Diseases (ICD) to code and classify mortality data from
death certificates, and the National Center for Health Statistics in the CDC in the U.S.
Department of Health and Human Services develops a ““clinical modification” to code
and classify morbidity data from inpatient and outpatient records, physician offices, and
National Center for Health Statistics surveys (http://www.cdc.gov/nchs/icd9.htm). The
ICD and the clinical modifications are revised periodically to reflect changes in the
medical field. The version currently in use is ICD-9-CM. The ICD-10-CM has been
developed, but is not yet in use. The diagnostic codes generally are known as “ICD
codes.” In addition, related “E-codes” under each ICD code classify external causes of
injury. The E-codes serve as modifiers that describe the circumstances of an injury or
illness.

The ICD coding provides statistical data on the incidence and prevalence of
diseases and health conditions in the United States. It serves as a basis for a number of
national surveys and databases. The U.S. Public Health Service and CMS require use of
the ICD-9-CM for reporting diagnoses and diseases. The National Center for Health
Statistics uses ICD-9-CM in its multi-faceted National Health Care Survey (see below).
Hospitals use groupings of ICD-9-CM codes called “Diagnostic Related Groups” to
describe types of patients and seek reimbursement. The question, then, is to what extent
does or can ICD coding include information relevant to the incidence and prevalence of
elder abuse.

2. Diagnostic Coding on Abuse

a ICD-9 Coding on Abuse. The ICD codes for child and adult “maltreatment”
have existed since 1979 and were expanded in 1996 to include more specification of the
types of abuse (Rovi & Johnson, 2003). Today, ICD-9-CM code 995.80 is “adult
maltreatment, unspecified,” and additional codes each identify specific kinds of adult
abuse, as follows;

995.80 — Adult maltreatment, unspecified
995.81 — Adult physical abuse
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995.82 — Adult emotional/psychological abuse
995.83 — Adult sexual abuse
995.85 — Other adult abuse and neglect

Research on these diagnostic codes for abuse suggests they are used very rarely,
with one study of inpatient hospital admissions showing only 445 out of over 6.5 million
inpatient stays with these codes (Rudman & Davey, 2000). Similarly, a study including
both adult and child abuse codes analyzed four years of data from office-based physician
visits, as well as visits to hospital emergency and outpatient departments, and found only
93 diagnoses for over 350,000 patient visits, noting that child abuse was diagnosed more
often than adult abuse (67 incidences vs. 26 incidences) (Rovi & Johnson, 1999). There
are several reasons why such coding is low:

e Reimbursement is low. “Since most reimbursement payment schedules only include
the PDX [primary diagnosis] and one secondary code for reimbursement practices
(e.g., Medicare and Medicaid), it is not profitable or time efficient for the hospital to
include these types of codes . . . .” (Rudman & Davey, 2000). Physicians in focus
groups on use of the abuse codes confirmed that coding abuse is unlikely to result in
insurance reimbursement. One participant noted that: “I’d use the codes if I could get
some Medicare reimbursement for it. I mean, there’s no incentive from an individual
victim’s perspective or from a system’s perspective for using the codes], really,
there’s no benefit” (Rovi & Johnson, 2003).

e Physicians and coding personnel may be unaware of the abuse codes (Rovi &
Johnson, 1999).

e  Physicians generally have little training in recognizing and addressing abuse and
may feel hesitant in identifying it. They may be troubled by a “gray zone” of
uncertainty, especially with older patients, as they bruise easily (Rovi & Johnson,
2002). Moreover, if physicians code a condition as abuse, they may then be required
to report it under state law, and may be reluctant to do so. They may fear being asked
to testify about the abuse in court, or be concerned that they are making a legal
judgment (Rovi & Johnson, 2003).

e Physicians may be concerned that coding abuse could harm or jeopardize the patient.
They may believe that coding abuse without patient consent is a breach of patient
confidentiality. They may be concerned about insurance company discrimination
against victims of abuse, including the question of whether “some HMOs might use
the codes [adversely] in their selection of elderly clients” (Rovi & Johnson, 2003).
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physical, sexual, and psychological) that are “confirmed”-and identical codes at T76 for
specific kinds of adult abuse that are “suspected.” The addition of codes for unconfirmed
or suspected abuse was added:

in response to the uncertainty of identifying [abuse or] domestic violence
during a specific encounter or the possible unwillingness of the healthcare
worker to document suspicions and/or screen more carefully if domestic
violence [or abuse] is a possibility. The suspected but unconfirmed . . .
codes cannot be used in combination with any perpetrator codes since
there is only suspicion, limiting the information we can learn from the data
(http://endabuse.org/programs/display.php3 ?DocID=173).

3. Limitations of Diagnostic Codes for Elder Abuse

The most evident barrier in use of the diagnostic codes to identify elder abuse is
that the abuse codes are not age-specific, umping domestic violence and other adult
abuse along with elder abuse. Thus, ICD data would have to be correlated with a set of
data identifying those 60 years of age or older. Second, the ICD-9 codes alone do not
indicate the perpetrator, but if an E-code showing the cause of the injury is present, the
perpetrator may be noted. However, it appears that E-coding is highly variable. One
informant from the National Center for Health Statistics explained that the E-codes

are never coded very well because E-codes aim to show the source of the
injury. An ambulance might come in [to the hospital] and someone might
note what happened, but the physician is really more concerned about
what the presenting condition is than what caused it and who did it (R.
Pokras, personal communication, August 2005).

Moreover, if a care provider is the source of information, the provider will not be
likely to admit to or characterize what happened as abuse. Finally, as described fully
above, it would take extensive education of physicians and hospital staff to get them to
recognize elder abuse and the rationale for using the abuse codes for elderly patients.

All of the deficiencies in medical diagnostic coding for estimating the incidence
and prevalence of elder abuse were echoed in an interview with a physician who was a
member of the National Research Council’s Panel to Review the Risk and Prevalence of
Elder Abuse and Neglect. She stated that she would “doubt if even one doctor ever used
the ICD coding to indicate elder abuse. It’s not in the same universe.” She noted that
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physicians rarely recognize elder abuse and even if they did, “the medical bitling people
would not know what to do with it” (L. Mosqueda, personal communication, April 2005).

The ICD-10-CM, which was developed with extensive public input over a number
of years, still does not separate elder abuse from adult abuse. It does have a list of
perpetrators (called “Y-codes”), which names spouse, siblings, parents, and cousins, but
notably does not include adult children—which seems to indicate that elder abuse, at least
in the family setting, was not considered in the code development. Abuse by “other
family members” is Y07.49. Lumping “other family members” into one category will
result in the loss of relevant elder abuse data. The list of perpetrators does, however,
include abuse by care providers, designating separate codes for “at home adult care
providers” and “adult care center providers.” Once ICD-10 is in use, these latter codes
may be of use in identifying elder abuse—but would be subject to the same variability as
the current E-coding.

The ICD-10 has not yet gone through a rulemaking procedure. Elder abuse
professionals and advocates could submit statements during the public comment period
after a notice of proposed rulemaking, recommending that elder abuse be a distinct
category, as is child abuse. When questioned about the feasibility of this, a National
Center for Health Statistics coding expert argued that “child abuse raises distinctly
different issues,” whereas elder abuse may not merit a separate category as it is simibas-
enough to other adult abuse (D. Pickett, personal communication, August 2005). Another
National Center for Health Statistics expert observed that while it might be a good idea in
theory, “just because you have the coding system doesn’t mean there will be data to
code” for all of the reasons mentioned above. He advised focusing not so much on the
ICD codes on abuse, but instead looking for certain medical patterns that might be flags
of abuse in a range of other specific ICD codes—for example, using ICD codes on
bruises to identify certain patterns of bruises and contusions for elderly patients over
time.

Nonetheless, in response to the NCEA Request for Proposals, this study examined

the potential for specific national health care databases to shed light on elder abuse by
correlating the ICD diagnostic codes on abuse with age-related data, as detailed below.

B. Health Care Data—CDC Surveys and Databases
The Department of Health and Human Services CDC provides statistical

information to assist in policies that improve the health of the American p glple. The
CDC regularly conducts national surveys of health care providers and in @‘i@ual health
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burglary, and motor vehicle theft for the population as a whole, as well as
for segments of the population, such as women, the elderly, members of
various racial groups, city dwellers, or other groups. The NCVS provides
the largest national forum for victims to describe the impact of crime and
characteristics of violent offenders
(http://www.ojp.usdoj.gov/bjs/cvict.htm#ncvs).

The Bureau of Justice Statistics has analyzed data concerning elders from the NCVS
and other sources in two publications on Crimes Against Persons Age 65 or Older—one
for 1992 through 1997, and another from 1993 through 2002 (Klaus, 2000, 2005; Bureau
of Justice Statistics, 2005). These publications include extensive statistics on crimes
against older persons, including a table on the “Relationship of victim and offender for
murder and non-lethal violence, by age of victim,” but nothing specific to elder abuse.
The earlier publication includes a special note explaining that the NCVS cannot
accurately measure elder abuse, which involves victims who are “injured, neglected, or
exploited because of vulnerabilities associated with age, such as impaired physical or
mental capacities” (Klaus, 2000). The report cites several limitations on securing elder
abuse data:

e Victims may not be able to report the abuse because of cognitive impairment, may
be afraid to report it, or may not see it as a crime;

e A victim of financial exploitation may not be a aware of it;

e The survey does not include crimes occurring in institutional settings (Klaus, 2000);
and

e  The survey would not capture the vulnerability of the individual or the trust
relationship with the caregiver or family member.

2. FBI Uniform Crime Reports
(Box 3 in figure above)

The FBI system of Uniform Crime Reports (UCR) is a voluntary city, county,
state, and federal law enforcement effort based on the submission of crime data by law
enforcement agencies throughout the country (http://www.fbi.gov/ucr/ucr.htm#cius).
UCR Part A collects offense information from police on murder, non-negligent
manslaughter, forcible rape, robbery, aggravated assault, burglary, larceny-theft, motor
vehicle theft, and arson; and Part B includes more minor crimes. 'l;he UCR is not ve1j¥
useful for collecting information on elder abuse because: ~
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event by police departments across the country” (Acierno, 2003). Finally, NIBRS is not
yet operational in all states. As of 2001, more than 3,700 agencies across 21 states were
submitting NIBRS data (http://www.ojp.usdoj.gov/bjs/ibrs.htm). Thus, adding elder
abuse as an item in NIBRS might have some utility, but it would still be hampered by the
very limitations that make elder abuse so difficult to define and measure. For all of these
reasons, Bureau of Justice Statistics data represents “preliminary, as opposed to
comprehensive, epidemiological data regarding elder mistreatment” (Acierno, 2003; R.
Thomas, personal communication, April 2005).

4. Bureau of Justice Statistics—National Survey of Prosecutors
(Box 5 in figure above)

In 2001, the Bureau of Justice Statistics surveyed all U.S. prosecutors’ offices that
handled felony cases in state courts of general jurisdiction, including over 2,300 offices..
The survey found that during the previous year nearly 42 percent of the offices had
prosecuted elder abuse cases, with the larger offices more likely to prosecute such cases
(97.1 percent) than the small (42.3 percent) or part-time (20.5 percent) offices (Bureau of
Justice Statistics, Prosecutors, 2002). Thus, the survey asked “Did you prosecute elder
abuse?” rather than “How many cases?” providing a very rough measure of prevalence,
but shedding no light on the incidence of elder abuse. Elder abuse professionals and
advocates could inquire into opportunities for revising the survey to include the number
of elder abuse cases.

5. Additional Criminal Justice and Related Information Sources

a. Suspicious Activity Reports. National banks are required to report known or
suspected criminal offenses involving transactions over $5,000 that they suspect may
involve money laundering or violate the Bank Secrecy Act. Banks make this report by
filing a Suspicious Activity Report (SAR) form with the Financial Crimes Enforcement
Network of the U.S. Department of the Treasury (http:/www.occ.treas.gov/sar.htm). The
SAR form has categories of suspicious activity, including embezzlement/theft, check
fraud, false or conflicting IDs, use of multiple credit or deposit accounts, and more.
However, there is no indication of age of any victims on the SAR form. A victim
specialist for the FBI who is familiar with SAR reports stated that trying to add
information about age would be “too simplistic” as “the whole SAR operation is not
geared to things like elder exploitation. That’s too small and falls under the radar for
SAR,” which is really targeted toward uncovering large scale drug trafficking and iﬁoney
laundering (D. Deem, personal communication, April 2005).
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policymaking purposes—such as data available through the National Health Care
Surveys, the National Violent Death Reporting System, or the National Crime
Victimization Survey. In both categories, not surprisingly, elder abuse data are extremely
difficult to identify, and generally fall below the radar screen because:

e Providers and professionals coding the information lack the training to recognize a
fact pattern or medical condition as involving elder abuse. There is no paradigm or
“frame” that makes elder abuse indicators evident;

¢ Elder abuse often is secondary to other conditions or case types that are more likely
to be coded;

e  There are no incentives for coding or reporting information on elder abuse, and there
may be conflicts or disincentives; and

e  The largest single driver of data on which elder abuse information might be based is
the massive and long-standing ICD coding system widely used throughout the health
care and health financing systems. It is the foundation for multiple CDC surveys, for
Medicare claims information, and for ARHQ databases. While it does include codes
for adult maltreatment, these must be correlated with age to yield information on
clder abuse, and even then information on the victim-perpetrator relationship may be
missing. Moreover, the existence of coding line items or categories certainly does
not guarantee they will be used. It appears that the adult maltreatment codes are used
exceedingly rarely for all of the reasons given above. While the development of the
next ICD iteration—ICD-10—may offer an opportunity for some change, the
barriers are enormous.

This report offers a detailed snapshot of existing sources across multiple agencies
and organizations—an alphabet soup array. For each source, the report examines the gaps
and limijtations, and possible use by AoA, other federal agencies, and elder abuse
professionals and advocates, to bolster the statistical basis for elder abuse policy. Indeed
AoA is in a key position to partner with the other federal agencies that collect the data
describgd, to strengthen information on the incidence and prevalence of elder abuse.
Explorgition of approaches could be initiated in collaboration with the Federal
Intergéency Forum on Aging-Related Statistics, as well as through the Federal
Interagency Working Group on Elder Justice, in which AoA already has a leadership
role.
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hotlines stated the redesign will come up this fall, and invited input on elder
abuse.

In addition, an overarching barrier that cuts across many of the data systems is the
lack of capacity by professionals—physicians, nurses, hospital staff, coding experts, state
health department surveyors, law enforcement officers and legal services attorneys—to
recognize a fact pattern as elder abuse and to so code it. Enhanced training and education
would help these professionals on the front line to “reframe” the situation so as to more
accurately reflect the incidence and prevalence of elder abuse.

While each of the above actions offers some potential to fill in the blanks in the
national picture of elder abuse, taken together they are nonetheless insufficient and
piecemeal. Indeed the examination of data sources for this white paper supports the need
for: (1) the development of scientific research on elder abuse under proposed projects
supported by the National Institute on Aging, and (2) a national incidence and prevalence
study and other collection of data as recommended by the National Research Council
(National Research Council, 2003).
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Mickey Rooney’s heartbreaking elder abuse
story

The Hollywood icon draws attention to a problem that will soon affect a generation of baby
boomers
BY MARY ELIZABETH WILLIAMS

Of the many evil aspects of
abuse — whether it’s
physical, emotional or
Jinancial — the shame that
too often accompanies it,
the way it can make its
victims feel complicit in
their exploitation, is right
up there. But on
Wednesday, one prominent
survivor spoke to Congress
to deliver a message to the
world: “You are not alone
and you have nothing:to be
ashamed o>

The message came from 90-
Entertainer Mickey Rooney testifies on Capitol Hill in Washington, Wednesday, March 2, year-old screen legend
2011, about elder abuse, before the Senate Aging Committee. (AP Photo/Alex Mickey Rooney. In an

Brandon) (Credit: AP) emotional testimony before

a Senate Special Committee

on Aging inquiring on elder
abuse, the actor told how he was kept a “prisoner in his own home.” He currently has a restraining
order against his 52-year-old stepson Christopher Aber. In court papers, Rooney has accused him
of intimidating him, preventing him firom leaving his house, and withholding his mail, medication
and food. “My money was stolen from me, by someone close,” he told the committee. “My money
was taken and misused. When I asked for information, I was told that I couldn’t have any of my
own information. I was literally left powerless.”

There are myriad reasons why the elderly are easy targets for abusers, from fragile physical
conditions to memory-impairing problems like Alzheimer’s to easily manipulated insecurities and
misunderstandings about their legal rights or financial options. And the closer an abuser is to the
victim, the easier the crime can be to pull off; and the harder it can be to break the silence. It all
comes down, as it so frequently does — whether the victim is a child or a woman with no \%ypport
system or a Hollywood legend who’s made over 300 films — to the abuser’s hold over someone who
may not have the ability to leave.
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Astor Case Raises Awareness of Elder Abuse and
Need to Fight It

by: Sean Gardiner, from: AARP Bulletin, October 15, 2009

At its heart, the case against Anthony Marshall, the son of renowned New York philanthropist Brooke Astor, is no
different from thousands and thousands of other crimes against elders: a trusted caregiver takes advantage of an
older person’s declining state to enrich himself.

True enough. But that's a little like saying the Queen Mary Il and a dinghy are both boats.

In many ways the Astor case, which ended in Manhattan last week with Marshall’s conviction orr charges that he
defrauded his mother, was a once-in-a-lifetime legal saga: i showcased A-list celebrity witnesses like Henry
Kissinger and Barbara Walters: It peered voyeuristically into the opulent lifestyle and dysfunction of the grande
dame’s family. And it laid bare the financial and legal machinations it took to siphon off a $185 million fortune.

All of that glamour, glitz, gossip and detail through 19 weeks of daily full-press coverage could have overwheimed
the elder abuse issue at the case’s core.

But it didn’t, elder abuse professionals and experts say. In fact, there are signs that the trial raised the public’'s
awareness and understanding of elder abuse. it's likely that prosecutors will be emboldened to bring more
suspected abusers to trial. And the Elder Justice Act, a bill that would authorize millions of dollars to protect older
people, but which has languished in Congress since 2002, might have received a boost from the trial's publicity. it
was attached as an amendment to the health care reform bill approved by the Senate Finance Committee this
week.

The Astor case also brought to the fore crimes often overlooked as elder

abuse: financial exploitation, for example. After deliberating for 12 sometimes Elder Financial
contentious days, the jury convicted Anthony Marshall, who turned 85 during Abuse

the trial, of committing a scheme to defraud, grand larceny and 12 other
counts of financial misdeeds. Marshall’s lawyer friend and codefendant,
Francis X. Morrissey, was also found guilty of forging one of Astor’s wills.

W (e 0000/ 0000 el

Knowing what money

“This case raised awareness fo a new level on what constitutes elder abuse,” normally goes in and out of
says Robert B. Blancato, national coordinator of the Elder Justice Coalition, a loved one’s checking
which includes AARP. account is a good way to

spot elder financial abuse.
That wasn’t expected three years ago when a petition filed by Astor's (Prime Time Focus)

grandson Philip Marshall to have Anthony Marshall, his father, removed as

his grandmother’s guardian thrust the case into public light. “The big issue we were concerned about was the
psychological abuse, which was prominent,” Philip Marshall told the Bulletin. “Undue influence would be a polite
way of describing this. But it went far beyond undue influence. This was psychological warfare in an effort to get
what they wanted out of her.”

initial stories of Astor’'s mistreatment at the hands of her only child detailed her abuse by neglect and
mistreatment: cutting back on everything from her doctor visits to the brand of makeup she used; dressing her in
rags and not allowing nurses to buy her a new outfit for her 104th birthday. locking her beloved dogs, Boysie and
Girisie, away from her because they damaged the antique furniture.

http://www.aarp.org/politics-society/advocacy/info-10-2009/astor_case_raises_awareness_... 2/18/2013
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“Her bedroom is so cold in the winter that my grandmother is forced to sieep in the TV room in torn nightgowns on
a filthy couch that smells, probably from dog urine,” stated Philip Marshall’s guardianship petition.

But between the filing of that petition and Anthony Marshall's criminal trial, the case evolved. The majority of hard
evidence available to the lawyers, first in the guardianship case and then in the criminal investigation by the
Manhattan District Attorney's Office, centered around financial documents: wills, deed transfers and letters from
Anthony Marshall, who had power of attorney for his mother, authorizing a $1 million retroactive raise for himself
for overseeing his mother's finances.

There was a paper frail of financial exploitation, but the neglect and mistreatment allegations were mostly culled
from the subjective observations of the Astor staff. When Judge A. Kirke Bartley Jr. barred almost all the
testimony about Astor’s purported physical abuse and neglect, it ensured that the trial would focus on financial
exploitation by a loved one.

strong message. Since the trial began in April, “we have actually seen an uptick in the number of [financial elder
abuse] inquiries,” says Sharon Merriman-Nai, comanager of the National Center on Elder Abuse. “I can’t say with
certainty that it's directly related to the Astor trial, but it was a very public case.”

And financial eider abuse is a very pervasive problem. A conservative estimate of the annual cost of the crime is
$2.6 billion, according to the study “Broken Trust: Eiders, Family, and Finances” released in March by the Metlife
Mature Market Institute. As in the Astor case, financial abuse is typically committed by a person the victim trusted.
in 55 percent of the financial elder abuse cases, the perpetrator was a family member, friend, neighbor or
caregiver. In another 18 percent of the cases, the perpetrator was a financial professional working for the victim.
Only 21 percent of the fraud was committed by a scam artist previously unknown to the victims.

Given those statistics, perhaps the most important lesson from the Astor trial, Merriman-Nai says, is that if
financial abuse can happen to a rich and famous woman like Astor, it can happen to anybody. “There are many,
many people out there being taken advantage of in much smaller ways,” she says. “It may be smaller dollar
amounts than in the Astor case, but it can be just as devastating in their lives. The point [the trial made was] this
occurs everywhere.”

The impact of the Astor case on the national elder abuse debate would have been drastically different, some
experts say, had the jury come back with a different verdict. An acquittal or even a mistrial might have had a
“chilling effect” on prosecutors’ offices across the nation, says Thomas Hafemeister, a University of Virginia law
professor studying the prosecution of elder abuse crimes. “It would have been very demoralizing for prosecutors
in general and the numerous offices across the country that are establishing special elder abuse/fraud units in
particular if the defendants had been found not guilty,” he says.

But “in part driven by the attention given to this case” and because of the “greater numbers, greater wealth and
greater political mobilization” of the nation’s elderly population, Hafemeister says, “societal attention to financial
abuse of the elderly is likely to increase.”

Publicity from the Astor case may finally help usher into law the Elder Justice Act, which has been introduced but
has died in every Congress since 2002. It was added to the Senate Finance Committee’s health care reform bill
five days after the jury delivered a verdict in the Astor trial. The trial “helped raise the visibility of eider abuse and
the need to pass the Elder Justice Act,” says Rhonda Richards, AARP'’s senior legislative representative.

The act would provide funds to the notoriously underfunded state agencies that provide adult protective services.
Those monies would be used to improve or bolster reporting mechanisms, investigations, prosecutions and
training focused on detecting and recognizing elder abuse.

\
\
Though understanding the testimony at times seemed to require an MBA degree, experts say the trial sent out a
| http://www.aarp.org/politics-society/advocacy/info-10-2009/astor_case_raises_awareness_... 2/18/2013



Astor Case Raises Awareness of Elder Abuse and Need to Fight It - AARP Bulletin Page 3 of 3

“That's basically the missing link, people’s inability to know what elder abuse is and report it,” says Blancato of the
Elder Justice Coalition.

Though Philip Marshall couldn’t fathom that his guardianship petition would become the jumping off point on the
financial elder abuse debate, he says he is hopeful that this issue will define the legacy of his grandmother even
more than the $200 million she gave away to charity or any of the causes she championed while living.

“I think it has started a national conversation on the problem of elder abuse,” says Philip Marshall, who is a
professor of historic preservation at Roger Williams University in Rhode Island. “It continues and it will continue.
While my grandmother didn’t choose this, this may be her lasting legacy in a good way over even the other
philanthropic work she has done in New York City. The importance of this issue exceeds the gravitational force of
New York. This is nationwide.”

Sean Gardiner is a veteran journalist who most recently covered the criminal justice system for the Village Voice.

We recommend From around the web

5 Myths About Canada’s Health Care System America’s 10 Richest Presidents
fox business - business leaders

The Forgotten Founding Father

10 Surprising Ways to Avoid Nursing Home Care
caring.com

Where Were You Then? 10 Moments We'll Never
Forget
What's Next for George W. Bush?

QOSHA'’s newest compliance officers — your

employees
50+ Americans and the Future of Medicare and knowledge at work

Social Security 4 Things No Woman Should Ever Forgive
Our Favorite Olympians; Where Are They Now? mydailymoment

» Texas Senator Goes on Attack and Raises Bipartisan
| Hackles
| the new york times

PAID DISTRIBUTION

http://www.aarp.org/politics-society/advocacy/info-10-2009/astor_case raises awareness ... 2/18/2013



Appendix I: Growth in Percentage of U.S.
Elderly Population, 1900-2050
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Source: GAQ analysis of U.S. Census Bureau data by the Administration on Aging.
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Mortality by underlying cause, ages 18+: US/State, 2001-2009 (Source: NVSS)
Other: Measure (Rate per 100000), Year (2007-2009), Sex (All), Race/Ethnicity (All races), State (Montana)

http://205.207.175.93/HDI/TableViewer/table View.aspx

Age All ages { Al ages 18+ 18+ 18- 18- 25- 45- 45- 55-
(age- (crude) (age- (crude) 44 24 44 64 54 64
adjusted) adjusted)

Cause of
Death

Asthma 0.7 0.8 1.0 1.0 * * * * * *
Pneumonitis
due to solids 5.5 6.7 7.4 8.7 * * * * * *
and liquids
Peptic ulcer 1.0 1.2 1.4 1.6 * * * * * *
Chronic liver
disease and 12.6 14.2 17.0 18.4 6.2 * 8.7 28.3 27.4 29.5
cirrhosis
Kidney * * * ®
diseases 11.3 13.4 15.0 17.3 * 4.0
Birth defects 3.9 3.9 1.7 1.8 * * * * * *
Unintentional
injuries 59.9 62.9 75.7 77.2 65.1 69.5 63.3 60.0 64.4 54,7
Homicide 3.5 3.4 4.2 3.9 5.6 * 5.4 3.4 5.3 *
Suicide 20.5 21.3 26.5 26.6 26.2 25.5 26.4 28.3 28.5 28.1
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Abstract

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

Background

Media reporting of suicide has repeatedly been shown to trigger suicidal
behaviour. Few studies have investigated the associations between specific
media content and suicide rates. Even less is known about the possible
preventive effects of suicide-related media content.

Aims
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To test the hypotheses that certain media content is associated with an
increase in suicide, suggesting a so-called Werther effect, and that other
content is associated with a decrease in suicide, conceptualised as a Papageno
effect. Further, to identify classes of media articles with similar reporting
profiles and to test for associations between these classes and suicide.

Method

Content analysis and latent class analysis (LCA) of 497 suicide-related print
media reports published in Austria between 1 January and 30 June 2005.
Ecological study to identify assaciations between media item content and short
~-term changes in suicide rates.

Results

Repetitive reporting of the same suicide and the reporting of suicide myths
were positively associated with suicide rates. Coverage of individual suicidal
ideation not accompanied by suicidal behaviour was negatively associated with
suicide rates. The LCA yielded four classes of media reports, of which the
mastery of crisis class (articles on individuals who adopted coping strategies
other than suicidal behaviour in adverse circumstances) was negatively
associated with suicide, whereas the expert opinion class and the
epidemiological facts class were positively associated with suicide.

Conclusions

The impact of suicide reporting may not be restricted to harmful effects; rather,
| coverage of positive coping in adverse circumstances, as covered in media
| items about suicidal ideation, may have protective effects.

Changes in suicide rates following media reports on celebrity suicide:
a meta-analysis
J. Epidemiol. Community Health November 1, 2012 66:1037-1042

Abstract Full text PDF

Suicide rates in the national and expatriate population in Dubai,
United Arab Emirates
int J Soc Psychiatry November 1, 2012 58:652-656
Abstract PDF

From the Editor's desk f
Br. J. Psychiatry April 1, 2011 198:332 :
Full text PDF
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has increased about tenfold, according to Donna Cohen, a professor of psychiatry and behavioral sciences
at the University of South Florida's department of aging and mental health.
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Though statistics for the entire nation are not available, Cohen believes the Fiorida numbers are Now save your symptoms,

representative of the rest of the country. She estimates that nearly 20 older Americans die each week in N ge:’detailed ‘hial:? i“f°""atfi°“- :
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homicide-suicides. . your doctor. :

These are not couples who, in the sunset of their years, romantically choose oblivion together. Cohen has Start Now

found that the typical homicide-suicide case involves a depressed, controlling husband who shoots his ill g

wife. "These are acts of depression and desperation," she says. "The wife does not want to die and is often T RS R e

shot in her sleep. If she was awake at the time, there are usually signs that she tried to defend herself."

"There's nothing loving about murdering another person,” adds Woods, whose 53-year-old mother was not ill Emotional Health Resources

and did not want to die. From Fit; Kids' Top 6 Worries
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It's not clear why more and more elderly men - the murderers are almost all men -- are depressed enough
to kill themselves and their wives. One reason may be loneliness, says Patrick Arbore, Director of the Center
for Elderly Suicide Prevention at the Goldman Institute on Aging. He points out that more and more seniors
live isolated from their friends and families.

In one study of an area in Florida, Cohen found that two-thirds of the men who killed their wives and
themselves had visited their doctors within three weeks before committing the deadly act. None, however,
were being treated for depression.

But a doctor is unlikely to diagnose a condition like depression in a six-minute office visit, partly for lack of
time and partly because older people tend to put up a good front in the doctor’s office.

- "We can't really pass the buck to the physician here. It's important for adult children and members of the
community to pay attention and to listen — to really listen — to what these older people are saying,” says
Arbore. "Sometimes comments like 'I'm going to kill myself are so provocative that we can't believe it and let
it go by."

http://www.medicinenet.com/script/main/art.asp?articlekey=50782 2/16/2013
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Abstract Go to:

A series of 44 consecutive elderly, admitted to a busy general hospttalfollowmg deliberate self-poisoning, is reviewed for
associated medical and psychosocial factors. In all but 3 cases the act involved an overdose of drugs prescribed for the
treatment of a chronic medical and/or psychiatric disorder. Women outnumbered men by 2.7 to 1. There was high proportion
of chronic psychiatric (80%, mostly depressive) and medical (60%) conditions. Chronic stress from the physical illness, social
isolation, or tacit family conflict were common and seemed instrumental in the self-poisoning act. Most attempts were
carried out around the weekend and during winter. One man succumbed to complications of the overdose but the rest of the
patients r ed. Psych ial (especially depressive) and medical vulnerability, plus availability of prescribed drugs,
were the most important determinants of suicidal behavior among these elderly attempters.

Keywords: drug overdose, elderly, suicidal attempts, self-poisoning

Introduction Goto:

Attempted suicide remains a serious clinical and public health issue, which appears to be rising in parallel with or exceeding
suicide rates (Diekstra 1996; McLoone and Crombie 1996; McEvedy 1997). Further, attempted suicide and attendant risk of
death are of special importance in the elderly due to a combination of particular factors in old age, including failing phystcal
and mental health and reduced i and social supports. Deliberate drug overdose is the preferred and

method of suicide in the elderly (Cattel and Jolley 1995; Tadros and Salib 2000; Harwood et al 2000), conceivably facilitated
by their greater physical vulnerability, further compromised by frequent medical comorbidities and polypharmacy. Despite
such high risks and related severity of suicidal behavior in the elderly, relatively few studies have focused on this problem
(Hawton and Fagg 1990; De Leo 1997).

The aim of the present investigation was to explore the rels fe iated with deliberate self-poisoning of 44
elderly subjects, admitted to a busy general hospital, following their gesture, over a period of 3.5 years.

Patients and methods Go to:

All elderly subjects (aged 65 or over) admitted to the 2nd Internal Medicine Department of Aghia Olga’s Hospital following a
suicidal attempt by drug overdose over the period were reviewed through their systematically recorded case notes. Their
demographic, clinical, and psychosocial characteristics, medical and drug history, the particular circumstances
surrounding their action, and their mental and medical status as routinely and meticulously recorded on admission,
including their state of i were all noted on specially designed clinical forms. Particular care was taken to
establish the presence or not of a psychiatric and/or personality disorder and to ensure that the drug overdose was not
accidental but an intended suicidal act, Information from medical and psychiatric examinations was complemented with
interviews with relatives or other key persons, and relevant social work reports. Rel psych ial conflicts or other
stresses preceding the overdose were also recorded, including apparent psychodynamics related or leading to the final act of
the attempt. These assessments and coordinated actions were carried out alternately by two experienced psychiatric
registrars based at the psychiatric department of the hospital and in charge of the consultation—liaison service provision to
Aghia Olga’s casualty and medical wards. These psychiatrists also decided on each patient’s required management and
whether a patient should be treated on the medical ward or transferred to psychiatric in-patient care, for more specialized
observation and treatment. Psychiatric assessments and initial management of these elderly attempters were carried out in
the medical setting, over a period of a few days, in parallel with these patients’ medical investigative and treatment
procedures and complemented by further out-patient follow-up supervision and support.

Results Goto:

A total of 44 elderly patients were studied, representing 6.3% of all patients admitted to the clinic over the same period
Jollowing a deliberate drug overdose. Of these, 13 were males and 31 females (age range 65—91 years; mean 73 years; median
71 years), About half the patients (48%) were married, the remainder being widowed (30%), divorced (8%), or never married
(14%). Of the second two categories, fewer than half were living alone at the time of their admission.

About 60% (27) of the patients had been suffering from one or more chronic medical illnesses (mostly pulmonary or
cardiovascular conditions, notably hyper ion, diabetes mellitus, arthritis) and receiving related medications, About 80%
(35) of the patients had a history of a chronic depressive disorder but less than one third (14) of the patients had a history of
psychiatric consultation for depression — in 2 cases following a previous attempt — and only 4 patients were receiving
antidepressant treatment at the time of their attempt. Several patients were already k to gencies. In 31
(70%) of the patients the final act of self-poisoning could be linked to a specific domestic stress. This most often was related to
health or financial issues, or due to tacit conflict with other family members, leading to disproportionate guilt feelings or a
JSully fledged depressive reaction. In the remainder, the attempt could be related to a sense of impasse caused by the stress of
chronic medical illness and medication. It is telling that in several of these patients the drug overdose took place during a
lengthy period of low grade stress from chronic symptoms or exacerbations of these, commonly pain or impaired mobility.

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2671820/ 2/16/2013
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Oregon’s Death with Dignity Act--2012

Oregon’s Death with Dignity Act (DWDA), enacted in late 1997, allows terminally-ill adult Oregonians to
obtain and use prescriptions from their physicians for self-administered, lethal doses of medications.
The Oregon Public Health Division is required by the Act to collect information on compliance and to
issue an annual report. The key findings from 2012 are listed below. The number of people for whom
DWDA prescriptions were written (DWDA prescription recipients) and deaths that occurred as a result of
ingesting prescribed DWDA medications (DWDA deaths) reported in this summary are based on
paperwork and death certificates received by the Oregon Public Health Division as of January 14, 2013.
For more detail, please view the figures and tables on our web site: http://www.healthoregon.org/dwd.

Figure 1: DWDA prescription recipients and deaths?*,
by year, Oregon, 1998-2012
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e Asof January 14, 2013, prescriptions for lethal medications were written for 115 people during 2012
under the provisions of the DWDA, compared to 114 during 2011 (Figure 1), At the time of this
report, there were 77 known DWDA deaths during 2012. This corresponds to 23.5 DWDA deaths per
10,000 total deaths.!

! Rate per 10,000 deaths calculated using the total number of Oregon resident deaths in 2011 (32,731), the most
recent year for which final death data is available.

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/
DeathwithDignityAct/Documents/year15.pdf Page 1 of 6
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Table 1. Characteristics and end-of-life care of 673 DWDA patients who have died from ingesting a lethal
dose of medication as of January 14, 2013, by year, Oregon, 1998-2012

2012 1998-2011 Total
Characteristics {N=77) (N=596) (N=673)

[/

%
347 (51.6)
326 (48.4)

308 (51.7)
288 (48.3

Male (%) 39 (50.6)
‘Female %, 38 (49

18-34 (%)

0 (0.0) 6 (1.0) 6 (0.9)
35-44 (%) 1(1.3) 14 (2.3) 15 (2.2)
45-54 (%) 8 (10.4) 44 (7.4) 52 {7.7)
55-64 (%) 16 (20.8) 123 (20.6) 139 (20.7)
65-74 (%) 23 (29.9) 170 (28.5) 193 (28.7)
75-84 (%) 18 (23.4) 168 (28.2) 186 (27.6)
85+ (%) 11 (14.3) 71 {11.9) 82 (12.2)
Median years {(range) 69 (42-96) 71 (25-96) 71 (25-96)

o e

White (%) 75 (97.4) 579 (97.6) 654 {97.6)
African American (%) 0 (0.0} 1(0.2) 1(0.1)
American Indian (%) 0 {0.0) 1(0.2) 1(0.1)
Asian (%) 1(1.3) 7(12) 8 (1.2)
Pacific Islander (%) 0 (0.0) 1(0.2) 1(0.1)
Other (%) 0 (0.0) 0 (0.0) 0 (0.0)
Two or more races (%) 0 {0.0) 0 (0.0) 0 (0.0}
Hispanic (%) 1(1.3) 4 (0.7) 5(0.7)
Unknown 0 3 3

Married (%)’ 33 (42.9) 271 (45.7) 304 (45.4)
Widowed (%) 23 (29.9) 134 (22.6) 157 (23.4)
Never married (%) 6 (7.8) 49 (8.3) 55 {8.2)

Divorced (%) 15 (19.5) 139 (23.4) 154 (23.0)

Unknown 0 3 3

cati

Less than high school (%) 2 (2.6) 40 (6.8) 42 (6.3)
High school graduate (%) 13 (16.9) 139 (23.5) 152 (22.8)
Some college (%) 29 (37.7) 148 (25.0) 177 (26.5)
Baccalaureate or higher (%) 33 (42.9) 264 (44.7) 297 (44.5)
Unknown 0 5 5
Metro counties (%) 34 (44.2) 253 (42.7) 287 (42.8)
Coastal counties (%) 4 (5.2) 47 (7.9) 51 (7.6)
Other western counties (%) 37 (48.1) 250 (42.2) 287 (42.8)
East of the Cascades (%) 2 (2.6) 43 (7.3) 45 (6.7)
Unknown 0 3 3

o

Hospice
Enrolied (%)* 64 (97.0) 522 (89.7) 586 (90.4)
Not enrolled (%) 2 (3.0) 60 (10.3) 62 (9.6)
Unknown 11 14 25
Insurance
Private (%)’ 36 (51.4) 382 (66.2) 418 (64.6)
Medicare, Medicaid or Other Governmental (%) 34 (48.6) 185 (32.1) 219 (33.8)
None (%) 0 (0.0) 10 (1.7) 10 (1.5)
Unknown 7 19 26

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/year15.pdf Page 4 of 6
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2012 1998-2011 Total
Characteristics (N=77) (N=596) {N=673)

iy
Malignant neoplasms (%) 58 {75.3) 480 (80.9) 538 (80.3)
Lung and bronchus (%) 14 (18.2) 112 (18.9) 126 (18.8)
Breast (%) 4 (5.2) 52 (8.8) 56 (8.4)
Colon (%) 7 (9.1) 36 (6.1) 43 (6.4)
Pancreas (%) 2 (2.6) 42 (7.1) 44 (6.6)
Prostate (%) 5 (6.5) 26 (4.4) 31 (4.6)
Ovary (%) 2 (2.6) 25 (4.2) 27 (4.0)
Other (%) 24 (31.2) 187 (31.5) 211 (31.5)
Amyotrophic lateral sclerosis (%) 5 {6.5) 44 (7.4) 49 (7.3)
Chronic lower respiratory disease (%) 2 (2.6) 25 {4.2) 27 (4.0)
Heart Disease (%) 2 (2.6) 10 {1.7) 12 (1.8)
HIV/AIDS (%) 1 (1.3) 8 (1.3) 9 {1.3)
Other illnesses (%)° 9 (11.7) 26 (4.4) 35 (5.2)
Unknown 0 3 3
Referred for psychiatric evaluation (%) 2 (2.6) 40 (6.7) 42 (6.2)
Patient informed family of decision (%)7 71 (92.2) 493 (94.4) 564 (94.2)
Patient died at
Home (patient, family or friend) (%) 75 (97.4) 562 (94.8) 637 (95.1)
Long term care, assisted living or foster care facility (%) 2 (2.6) 25 (4.2) 27 (4.0)
Hospital (%) 0 {0.0) 1(0.2) 1(0.1)
Other (%) 0 (0.0) 5 {0.8) 5 (0.7)
Unknown 0 3 3
Lethal medication
Secobarbital (%) 20 (26.0) 374 (62.8) 394 (58.5)
Pentobarbital (%) 57 (74.0) 215 (36.1) 272 (40.4)
Other (%) 0 (0.0) 7 (1.2)

Losing autonomy (%) 72 (93.5) 538 (90.9) 610 (91.2)
Less able to engage in activities making life enjoyable (%) 71 (92.2) 523 (88.3) 594 (88.8)
Loss of dignity (%)*° 60 (77.9) 386 (82.7) 446 (82.0)
Losing control of bodily functions (%) 27 (35.1) 318 (53.7) 345 (51.6)
Burden on family, friends/caregivers (%) 44 (57.1) 214 (36.1) 258 (38.6)
Inadequate pain control or concern about it (%) 23 (29.9) 134 (22.6) 157 (23.5)

Financial implications of treatment (%) 3 (3.9) 15 (2.5) 18 (2.7)

When medication was ingested12

Prescribing physician 8 100 108
Other provider, prescribing physician not present 4 231 235
No provider 1 72 73
Unknown 64 123 fi-id
At time of death
Prescribing physician (%) 7 (9.1) 89 (17.3) 96 (16.2)
Other provider, prescribing physician not present (%) 4 (5.2) 254 (49.4) 258 (43.7)
No provider (%) 66 (85.7) 171 (33.3) 237 (40.1)
Unknown 0 12 12
Regurgitated 0 22 22
Seizures 0 0 0
None 11 463 474

Unknown 66 111 177

Regained consciousness after ingesting DWDA medications™ 1 5 6

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/yearl5.pdf Page 50of6
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The Dangers of Assisted Suicide

No Longer Theoretical

By Mary E. Harned
Staff Counsel, Americans United for Life

uthanasia advocates in the United States

argue that they support “aid in dying”
rather than suicide. =~ However, “aid in dy-
ing”—which Kathryn L. Tucker, the Director
of Legal Affairs for Compassion & Choices
defines as “the practice of a physician pre-
scribing medication that a mentally competent,
terminally-ill patient can ingest to bring about
a peaceful death if the dying process becomes
unbearable” —is simply physician-assisted
suicide by a misleading name. The terms “aid
in dying,” “death with dignity,” and “patient~
directed dying” are merely euphemisms for
the practice. In fact, these terms are not recog-
nized by the medical community and are sim-
ply used by suicide advocates to mask what
they advocate.

Nonetheless, proponents continue to cloak
physician-assisted suicide in these compas-
sionate-sounding terms as they promote it in
state legislatures across the country. Today,
two states—Oregon and Washington—statu-
torily authorize physician-assisted suicide by
the name of “death with dignity.” Further, at
least six other states have considered legalizing
physician-assisted suicide in recent years.

Euthanasia advocates turn to the courts to
achieve what they cannot accomplish demo-
cratically through legislatures. While the Unit-
ed States Supreme Court held in 1997 that there
is no federal constitutional right to assisted sui-
cide under the Due Process or Equal Protec-

tion Clauses of the Fourteenth Amendment,?
courts have considered whether a “right” to as-
sisted suicide exists under state constitutions.
In December 2008, a Montana trial court cre-
ated such a right in the Montana Constitution.’
Upon review, the Montana Supreme Court did
not reach the issue of whether there is a “right”
to physician-assisted suicide; however, the
court ruled that existing state laws and policies
did not preclude it. Physicians who assist in
suicides can raise a “consent” defense if later
prosecuted.*

Recently, however, states have rejected the
efforts of euthanasia advocates. In 2011, the
people of Idaho responded to pressure from
advocates to “find” legal recognition of physi-
cian-assisted suicide within their law by enact-
ing a new law prohibiting it. In 2010, a Con-
necticut court held in Blick v. Connecticut that
the state’s manslaughter statute “does not in-
clude any exception from prosecution for phy-
sicians who assist another individual to com-
mit suicide.” Further, the court held that “the
legislature intended the statute to apply to phy-
sicians who assist a suicide, and intended the
term ‘suicide’ to include self-killing by those
who are suffering from unbearable terminal
illness.” Therefore, prosecutors were within
their authority to prosecute physicians for pro-
viding “aid in dying.” In a discussion of Blick,
a publication of the American Medical Asso-
ciation (AMA) characterized the plaintiff’s ar-
gument that “aid in dying™ was not prohibited

Defending Life 2012
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as “assisted suicide” as a “novel approach.”®
Further, in Montana efforts to codify the state
supreme court’s aforementioned opinion have
thus far failed.

Unquestionably, euthanasia advocates have
had some success in embedding their distorted
view of end of life issues in the minds of the
American people. The so-called “right to die”
is now a phrase of common household knowl-
edge, as are the euphemisms for physician-
assisted suicide. While most states explicitly
or implicitly prohibit assisted suicide, educa-
tional and legislative efforts must continue in
order to prevent the acceptance and legaliza-
tion of suicide—by any
name—as appropriate
“medical treatment” and
a legitimate “choice.”

ISSUES

While euthanasia advo-
cates market physician-
assisted suicide as an
option for “mentally competent, terminally ill
patients” facing unbearable suffering, imple-
mentation of the practice looks quite different.
Rather than “empowering” individuals facing
terminal illness to make their own decisions,
the mere availability of physician-assisted sui-
cide can pressure sick, depressed, elderly, or
disabled patients to end their lives.

In fact, in court filings, euthanasia advocates
define the phrase “terminally ill” so broadly
that virtually all persons could claim some sort
of need for or “right” to physician-assisted sui-
cide. In the Montana case Baxter v. State, sui-
cide advocates, led by Compassion & Choices,
defined “terminally ill adult patient” as a per-

Americans United for Life

son 18 years of age or older who has an in-
curable or irreversible condition that, without
the administration of life-sustaining treatment,
will, in the opinion of his or her attending phy-
sician, result in death within a relatively short
time.”

This definition is not at all limited to “termi-
nal illnesses” or any specific set of illnesses,
conditions, or diseases. Therefore, it could be
used in any number of “incurable” or “irrevers-
ible” medical situations, including diabetes or
asthma. For example, an 18-year-old college
student with controlled diabetes, but who relies
on medical treatments in order to maintain such
control over the disease,
falls under this defini-
tion of a “terminally ill
adult.”  Furthermore,
there is no specific time-
line for suspected death
under this definition.

As discussed below, the
dangers inherent in the
legalization of physician-assisted suicide range
from untreated depression to elder abuse to the
slippery slope of outright euthanasia. In order
to avert these dangers and affirm that the lives
of all Americans are valuable, states must re-
ject efforts to extend the legalization of physi-
cian-assisted suicide to more states.

The Dangers of Assisted Suicide

Depression

Most if not all terminally ill patients who ex-
press a wish to die meet diagnostic criteria for

major depression or other mental conditions.?
Depression is frequently underdiagnosed and




undertreated, especially in elderly individuals
and patients with chronic or terminal medical
conditions.” In one study, treatment for de-
pression resulted in the cessation of suicidal
ideation for 90 percent of the patients.'°

Despite these statistics, “safeguards” in Wash-
ington and Oregon, where physician-assisted
suicide is legal, are failing to protect patients,
as there are no requirements that patients re-
ceive psychological evaluation or treatment
prior to receiving lethal drugs. In
2010, only 1 out of 65 patients
in Oregon who died as a result
of physician-assisted suicide was
referred for psychiatric or psycho-
logical counseling.!! In Wash-
ington, the Department of Health
received a psychiatric/psychologi-
cal consulting form for only 3 of
87 patients. No information is
available regarding whether they
were treated for any mental complications.'?

Further, most patients who request physician-
assisted suicide do not have longstanding re-
lationships with the physicians who provide
the lethal drugs. In Oregon, some physicians
prescribe lethal drugs for patients whom they
have known as little as one week or less.® In
Washington in 2010, half of the patients had
a “relationship” with their physician of only 3
to 24 weeks."* This lack of a long-term rela-
tionship between doctor and patient precludes
a doctor from truly understanding a patient’s
psychological condition, and encourages phy-
sician shopping.

Pain

Euthanasia advocates wrongfully claim that
assisted suicide is “needed” for those terminal-
ly ill patients who face, or fear, great pain. But
most experts in pain management believe that
95 to 98 percent of such pain can be relieved."
In most cases, patients who request assisted
suicide on the basis of pain will withdraw the
request after pain management, depression,
and other concerns are addressed.’®

Studies have re-
vealed that when
offered person-
al support and
palliative care,
most  patients
adapt and con-
tinue life in ways
they might not
have anticipated.
Very few of these individuals ultimately choose
suicide.”” Given that our healthcare system
often fails to diagnose and treat depression or
provide adequate palliative care, the legaliza-
tion of physician-assisted suicide is profoundly
dangerous for individuals who are ill and vul-
nerable or “whose autonomy and well-being
are already compromised by poverty, lack of
access to good medical care, advanced age, or
membership in a stigmatized social group.”®

Critically, the availability of assisted suicide
may lead to a decrease in or failure to increase
the availability of pain management and pal-
liative care. In fact, proper palliative care
is languishing in Oregon. In 2004, Oregon
nurses reported that the inadequacy of meet-
ing patients’ needs had increased “up to 50 per-
cent” and that “[m]ost of the small hospitals
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in the state do not have
pain consultation teams
at all.”?®

Further, the American
Medical Association
(AMA) does not sup-
port  physician-assisted
suicide, even for indi-
viduals facing the end of
life. The AMA states that
“allowing physicians to participate in assisted
suicide would cause more harm than good.
Physician-assisted suicide is fundamentally in-
compatible with the physician’s role as healer,
would be difficult or impossible to control, and
would pose serious societal risks.” The AMA
advocates that multidisciplinary interventions
be sought, including specialty consultation,
hospice care, pastoral support, family counsel-
ing, emotional support, comfort care, and pain
control.

Coercion

Many patients who request physician-assisted
suicide are coerced or pressured by family
members. Some patients believe they will be
a “burden” on their families. There have been
documented accounts of individuals commit-
ting suicide under pressure and/or duress from
family members, friends, and/or suicide advo-
cates present at the ingestion of lethal drugs.”!
In 2010, over one-fourth (1/4) of patients who
died after ingesting a lethal dose of medicine
in Oregon and Washington did so because, at
least in part, they did not want to be a “burden”
on family members, raising the concern that
patients were pushed into suicide.?

Americans United for Life

The Death with Dignity
Act in Oregon provides
an example of how this
coercion is embedded in
the state law. While the
Act requires two witness-
es at the time of request
for  physician-assisted
suicide, one of those wit-
nesses can be a relative
who stands to inherit
from the patient, and the second witness can
simply be a friend of the relative. The witness
requirement, therefore, does not adequately
protect against coercion.”

Terminally ill patients also face a form of co-
ercion from health insurance companies and
other healthcare payers who provide coverage
for suicide assistance, but not for treatment of
disease or palliative care. This poses a signifi-
cant threat to vulnerable persons who may not
have adequate access to medical care. A lack
of options may effectively pressure patients
into assisted suicide.

For example, in 2008, patient Barbara Wagner
was denied coverage under her Oregon state
health plan for medication that would treat her
cancer and extend her life; instead, the state
health plan offered to pay for the cost-effective
option of ending her life by physician-assisted
suicide.?

Elderly Americans

Physician-assisted suicide can be the ultimate
manifestation of elder abuse. The National
Center on Elder Abuse estimates that one to
two million Americans aged 65 or older “have
been injured, exploited, or otherwise mistreat-



ed by someone on whom they depended for
care or protection.”® Too often, the physicians
and family members to whom a terminally-ill
patient looks to for support and protection are
the same ones counseling that suicide may be
the best option for the patient. Facing deterio-
rating health and increasing age, the elderly are
at a greater risk of suicide than any other age

group.”

Physician-assisted suicide greatly increases
the risk of elder abuse and suicide among the
elderly by creating yet another path of abuse
against older individuals—abuse which is of-
ten subtle and extremely difficult to detect. In
fact, legalized physician-assisted suicide may
hide abuse of elderly and disabled Americans
by providing complete liability protection for
doctors and promoting secrecy.

For example, in Oregon physicians providing
physician-assisted suicide are self-reporting,
death certificates are required to report a “natu-
ral” death (as opposed to a suicide), and there
are no requirements that witnesses be present
at the time of death. Further, Oregon collects
information about the time and circumstances
of patients’ deaths only when the physician or
another healthcare provider is present at the
time of death. Yet in 2010, physicians were
present in only 25 of the deaths” —meaning
that information on over 60 percent of the pa-
tients’ deaths is unknown. This creates un-
acceptable gaps in Oregon’s data. Further, a
* publication of the AMA has reported that the
Oregon Department of Human Services “has
no regulatory authority or resources to ensure
compliance with the law.”?®

517

The Disabled and Other Vulnerable Americans

Additionally, none of the reasons frequently
cited by patients requesting physician-assisted
suicide—a fear of a perceived (not necessar-
ily actual) loss of autonomy, loss of dignity,
and decreasing ability to participate in activi-
ties that make life enjoyable? —are unique to
terminally ill patients. For example, a person
left paralyzed after an accident or illness could
also use these reasons to claim a “need,” or a
“right,” to physician-assisted suicide.

Therefore, it will be difficult, if not impossible,
to limit physician-assisted suicide to “compe-
tent, terminally ill patients.” Individuals who
are not competent, who are not terminally iil
(but potentially in more pain than a terminally
ill patient), or who cannot self-administer le-
thal drugs will also seek the option of physi-
cian-assisted suicide, and no principled basis
will exist to deny them this “right.” For in-
stance, an Oregon Deputy Attorney General
has opined that the Americans with Disabilities
Act (ADA) would likely require the state to of-
fer “reasonable accommodation” to “enable
the disabled to avail themselves” of the Death
with Dignity Act.*

Assisted Suicide in Other Countries — The
Slippery Slope Becomes a Reality

Physician-assisted suicide and euthanasia have
been legal in the Netherlands and Belgium for
years. Yet instead of strengthening autonomy
at the end of life, the legalization of physician-
assisted suicide and euthanasia has proven to
degrade and dehumanize the lives of patients,
resulting in physicians routinely performing
euthanasia without the consent of their pa-
tients. As the New York State Task Force on
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Life and the Law concluded, “[A]ssisted sui-
cide and euthanasia are closely linked; as ex-
perience in the Netherlands has shown, once
assisted suicide is embraced, euthanasia will
seem only a neater and simpler option to doc-
tors and their patients.”!

A report commissioned by the Dutch govern-
ment demonstrated that more than half of eu-
thanasia and assisted-suicide-related deaths
were involuntary in the year studied.> At
least half of Dutch phy-

the study. The researchers concluded that
“[i]t seems the current law... and a control sys-
tem do not prevent nurses from administering
life-ending drugs.” In other words, the “safe-
guards” purported by suicide advocates simply
do not work.

Refusal or Withdrawal of Life-Sustaining
Treatment is not Physician-Assisted Suicide

Despite the claims of euthanasia advocates
otherwise, there is a

sicians actively sug-
gest euthanasia to their
patients.*®  Studies in
1997 and 2005 revealed
that eight (8) percent of
infants who died in the
Netherlands were euth-
anized by doctors.>*

The slippery slope is
also manifest in Belgium. A recent study pub-
lished in the Canadian Medical Association
Journal® showed that out of 1,265 nurses
questioned, 120 of them (almost 10 percent)
reported that their last patient was involuntari-
ly euthanized. Only four (4) percent of nurses
involved in involuntary euthanasia reported
that the patient had ever expressed his or her
wishes about euthanasia. Most of the patients
euthanized without consent were over 80 years
old, reaffirming the fact that assisted suicide
and euthanasia quickly lead to elder abuse.
The researchers acknowledged that nurses are
likely reluctant to report illegal acts (here, eu-
thanizing a patient without physician involve-
ment)—thus, it is possible that the number of
nurses killing their patients without physician
involvement is much higher than revealed by

Americans United for Life

medically- and court-
recognized difference
between the withdrawal
of life-sustaining treat-
ment, which allows
death, and the use of
lethal drugs or other
means to directly cause
death.

For instance, while the AMA opposes physi-
cian-assisted suicide, it finds it ethically ac-
ceptable to withdraw or withhold life-sustain-
ing treatment at the request of a patient who
possesses decision-making capacity.®®  The
New York State Task Force on Life and the
Law also distinguished between assisted sui-
cide and the withdrawal or refusal of life-sus-
taining treatment, concluding that the State’s
interest in protecting patients and criminaliz-
ing physician-assisted suicide outweighed any
claims of individual autonomy.”” In contrast,
the Task Force found that the “constitutional
balancing of individual and state interests
yields an entirely different result for decisions
to forgo life-sustaining treatment . . . [state] in-
terests are best served by permitting the refusal
of treatment in accord with appropriate guide



lines, and [] individual decision making about
treatment will ultimately promote the public
good.”*®

Further, in Vacco v. Quill, the United States Su-
preme Court affirmed the distinction between
assisting suicide and the withdrawal of life-
sustaining treatment, stating it is a “distinction
widely recognized and endorsed in the medical
profession and in our legal traditions” and that
it is important, logical, and rational.*®

KEY TERMS

» Asgisted suicide is the act of suicide with
the help of another party. Physician-assisted
suicide specifically involves the help of a phy-
sician in performing the act of suicide. Such
assistance usually entails the prescribing or
dispensing of controlled substances in lethal
quantities that hasten death.

+ Euthanasia involves the killing of one per-
son by or with the physical assistance of anoth-
er. Voluntary euthanasia is the ending of one
life by another at the patient’s request. Non-
voluntary euthanasia describes “a physician’s
ending the life of a patient incapable of giving
or refusing consent.”® Involuntary eutha-
nasia describes the termination of a competent
patient’s life without his or her consent.*!

MYTHS & FACTS

Myth: Allowing assisted suicide will not en-
courage the slide toward euthanasia. Safe-
guards can be put into place to ensure that
physician-assisted suicide is only available for
competent, terminally ill patients.

Fact: The tragic example of the Netherlands
refutes this claim. Further, if physician-assist-
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ed suicide® is accepted for the terminally ill
without intractable pain, then those Americans
with severe chronic pain who, unlike the ter-
minally ill, must live with such severe pain for
many years to come, would also seem to have a
legitimate claim to physician-assisted suicide.
Thus, it is reasonable to expect physician-as-
sisted suicide to be made available to severe
chronic pain sufferers, then to non-severe
chronic pain sufferers, and then to those suf-
fering from psychological pain or distress, as
in the Netherlands. Both the British House of
Lords and the New York State Task Force on
Life and the Law have concluded that it would
not be possible to secure limits on physician-
assisted suicide*®  Arguably, allowing one
group of patients to use physician-assisted sui-
cide but denying it to another could be consid-
ered unconstitutional #

Myth: Physician-assisted suicide allows ter-
minally ill patients a choice and preserves au-
tonomy and dignity.

Fact: Physician-assisted suicide “will ulti-
mately weaken the autonomy of patients at the
end of life.”* Not only is human dignity found
in more than a healthy body and autonomous
lifestyle, but “the dignity of human life itself
precludes policies that would allow it to be
disposed of so easily.”™¢ Additionally, many
physician-assisted suicide patients are coerced
into suicide because of familial pressures and
a desire not to be a burden.” They often feel
a need to justify their decisions to stay alive.*®
This is not the essence of choice, autonomy, or
human dignity.

Myth: To say that “the so-called right to die
all too easily becomes a duty to die”™ is mere
rhetoric.

Fact: It was after examining end of life issues
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for almost 10 years that the non-partisan New
York State Task Force on Life and the Law
reached the conclusion that “the so-called right
to die all too easily becomes a duty to die.” The
25-member task force, comprised of prominent
physicians, nurses, lawyers, academics, and
representatives of numerous religious com-
munities, held differing views on physician-
assisted suicide and euthanasia. However, the
group unanimously concluded that the dangers
of physician-assisted suicide vastly exceed any
possible benefits.*

Moreover, the “duty to die” is demonstrated in
Oregon, where the state actively promotes as-
sisted suicide over medical care. In just one
month in 2008, at least two different terminal-
ly-ill patients were denied medical treatment
under the state health insurance plan, and in-
stead were told that the state would pay for the
patients’ suicides. The message was clear:
“We won’t treat you, but we will help you die.”
The duty to die cannot be much clearer.

Myth: The availability of physician-assisted
suicide will not inhibit the availability of pal-
liative care.

Fact: Palliative care actually “languishes as a
consequence” of the easy availability of physi-
cian-assisted suicide and euthanasia.> Physi-
cians are likely to grant requests for physician-
assisted suicide before all avenues of palliative
care have been explored.”> In addition, phy-
sicians are not pushed to better educate them-
selves on palliative care, and researchers spend
less time looking for better palliative medica-
tions and techniques.>
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NHS accused over deaths of
disabled patients

Mencap inquiry finds institutional discrimination against people
with learning disabilities led to at least 74 deaths

Anna Bawden and Denis Campbell ‘
The Guardian, Monday 2 January 2012 16.18 EST

Kyle Flack, 20, suffocated to death at Basildon hospital in 2006 when his head became wedged in
the bars of his bed. Photograph: PA

The NHS is accused of causing or coniributing to the deaths of at least 74
patients with a learning disability because of poor care that reveals
enduring "institutional discrimination” among doctors and nurses.

The 74 vulnerable patients’ deaths over the past decade were either caused
or complicated by mistakes in hospitals and decisions by staff who failed
to treat them properly and displayed ignorance or indifference to their

http://www.guardian.co.uk/society/2012/jan/02/nhs-accused-disabled-patient-deaths 2/16/2013
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plight, according to the charity Mencap and families of some of those who
died.

Inquiries by Mencap into the deaths raise searching questions for the
NHS, which has been criticised in a series of recent reports for providing
poor care, especially to older patients. The parliamentary and health
service ombudsman, Ann Abraham, has already ruled that four of the
cases highlighted were avoidable deaths and found serious failings in
eight others. Inquest verdicts also confirm failings occurred in several
cases.

"These cases are a damning indictment of NHS care for people with a
learning disability," said David Congdon, Mencap's head of campaigns
and policy. "They confirm that too many parts of the health service still do
not understand how to treat people with a learning disability and they are
an appalling catalogue of neglect and indignity. As a result of institutional
discrimination in the NHS, people with a learning disability are dying
when their lives could be saved."”

While the NHS had taken a lot of positive steps since the charity's Death by
Indifference report in 2007, "we are still hearing of many patients with a
learning disability receiving poor treatment”, he said. "Sadly, we believe
that the cases in this report represent the tip of the iceberg,"” he added.

The 74 cases show that advice from the families of people with a learning
disability has gone ignored, staff have failed to diagnose serious illness in
them, patients have been denied basic nursing care and been left in
excruciating pain after being denied medication, while some staff have
assumed that some learning disabled patients' quality of life is so low that
they are not worth saving, according to Mencap.

Ministers endorsed the charity's concerns on Monday and promised
changes to improve staff's car;g of these patients. Paul Burstow, the care
services minister at the Depa k, ment of Health (DH), said: "This
government is committed to i roving the health of people with learning
disabilities. We share Mencap's concerns that some people with learning

disabilities are not receiving the high quality health care that they should
expect.”

http://www.guardian.co.uk/society/2012/jan/02/nhs-accused-disabled-patient-deaths 2/16/2013
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Oregon Public Health Division

e Since the law was passed in 1997, a total of 1,050 people have had DWDA prescriptions written and
673 patients have died from ingesting medications prescribed under the DWDA.

e Ofthe 115 patients for whom DWDA prescriptions were written during 2012, 67 (58.3%) ingested
the medication; 66 died from ingesting the medication, and one patient ingested the medication but
regained consciousness before dying of underlying iliness and is therefore not counted as a DWDA
death. The patient regained consciousness two days following ingestion, but remained minimally
responsive and died six days following ingestion.

e Eleven (11) patients with prescriptions written during the previous year (2011) died after ingesting
the medication during 2012.

e Twenty-three (23) of the 115 patients who received DWDA prescriptions during 2012 did not take
the medications and subsequently died of other causes.

o Ingestion status is unknown for 25 patients who were prescribed DWDA medications in 2012.
Fourteen (14) of these patients died, but follow-up gquestionnaires indicating ingestion status have
not yet been received. For the remaining 11 patients, both death and ingestion status are pending
(Figure 2).

e Of the 77 DWDA deaths during 2012, most (67.5%) were aged 65 years or older; the median age was
69 years. As in previous years, most were white (97.4%), well-educated (42.9% had a least a
baccalaureate degree), and had cancer (75.3%).

e Most (97.4%) patients died at home; and most (97.0%) were enrolled in hospice care either at the
time the DWDA prescription was written or at the time of death. Excluding unknown cases, all
(100.0%) had some form of health care insurance, although the number of patients who  had private
insurance (51.4%) was lower in 2012 than in previous years {66.2%), and the number of patients
who had only Medicare or Medicaid insurance was higher than in previous years (48.6% compared
to 32.1%).

e Asinpreviousyears, the three most frequently mentioned end-of-life concerns were: loss of _
autonomy (93.5%); decreasing ability to participate in activities that made life enjoyable {92.2%),
-amrd-toss of dignity-(77.9%}).

e Two of the 77 DWDA patients who died during 2012 were referred for formal psychiatric or
psychological evaluation. Prescribing physicians were present at the time of death for seven
patients (9.1%) during 2012 compared to 17.3% in previous years.

e A procedure revision was made mid-year in 2010 to standardize reporting on the follow-up
questionnaire. The new procedure accepts information about the time of death and circumstances
surrounding death only when the physician or another health care provider was present at the time
of death. Due to this change, data on time from ingestion to death is available for 11 of the 77
DWDA deaths during 2012. Among those 11 patients, time from ingestion until death ranged from
10 minutes to 3.5 hours.

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/
DeathwithDignityAct/Documents/year15.pdf Page 2 of 6
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-- Talking about feeling hopeless or having no reason to live. . l
- Talking about feeling trapped or in unbearable pain.
- Talking about being a burden to others. Fi
-- Increasing the use of alcohol or drugs. Cl:
-- Acting anxious or agitated; behaving recklessly. J
-- Sleeping too littie or too much. .
-- Withdrawing or isolation.
-- Showing rage or talking about seeking revenge.
-- Displaying extreme mood swings.
/ | Source: National Suicide Prevention Lifeline
W

For help

For help or to report a suicide, contact the Montana Suicide Prevention Lifeline at 1-800-273-
TALK (8255). For the deaf or hearing impaired, TTY: 1-800-799-4TTY (4889). The services
are free and confidential.

il ]

By the numbers

1,992 people -- Number of Montana residents who committed suicide between 2002 and
2011.

350 -- Number of suicides by Montana males in 2010-2011.

102 — Number of suicides by Montana females in 2010-2011.

922,725 people -- Number of people each year in the United States who attempt suicide.
35 - Number of years Montana has ranked in the top five states for its suicide rate.

324 people -- Number of Montanans over age 65 who committed suicide between 2000 and
2009.

http://billingsgazette.com/news/state-and-regional/montana/montana-s-suicide-rate-leads-t... 2/18/2013
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Source: Montana Department of Public Health and Human Services, Montana Strategic F
Suicide Prevention Plan
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‘ Special section: State of despair

Frequency of U.S. suicides, 2010

Frequency of Montana suicides by county, 1997-2011
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Montana Suicide Rawes, 2002.2011

Montana and U.S. suicide statistics

Depression and suicide assessment

There’s a romance to Montana that beguiles. Ask anyone to define the state and they’ll mention the
smountains, the wide-open spaces, the stoic, hardworking cowboy culture.

Like all great places, though, it comes with trade-offs.

Those distances, that stoicism, the frontier pockets of the state where jobs are scarce can be
overwhelming.

And it may be why the state that residents regard as the “last, best place” has beerr neartive- top i
the nation in the rate of suicide for 35 years.

"Montana's suicide epidemic is a public health crisis,” said Matt Kuntz, exeeutive-director of tfié
Montana chapter of the National Alliance on Mental itiness.

During 2010, at least 227 Montanans killed themselves. In 2011, the number was closer to 225.
That's about 22 people per 100,000 residents, nearly twice the national average.

The victims are military veterans, American Indians, senior citizens and teenagers. Often, they are
depressed and hundreds of miles from the nearest mental health professional. Even where they
can get help, they tend to "cowboy up,” afraid their illness will be seen as weakness.

Not only has Montana's suicide rate hovered in the top five nationally for decades, in the
past few years it has gone up. That spike is reflected across the natiomn.

http://billingsgazette.com/news/state-and-regional/montana/montana-s-suicide-rate-leads-t...
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In the past five years, the state's suicide rate has crept from 20.1 per 100,000 people to 22.5.
Nationally five years ago, the rate was 10 people per 100,000. Today, it's closer to 12 people per
100,000. of Sen

And those are the ones who succeed. A recent federal study suggests that 8.3 million Americans —
3.7 percent of all adults — have serious thoughts of suicide each year; 2.3 million make a plan, and
1.1 million attempt suicide.

The result is an estimated 37,000 suicide deaths annually, and the Rocky Mountain region
shoulders the bulk of the deaths.

In Montana, every one of the 452 Montanans who killed themselves last year had a face, be they a
troubled father, a confused teenager, or a lonely, elderly widow.

The majority who took their lives — 77 percent, or 350 — were males. The victims came from all
age groups, although most of them — 91 people — were 55 to 64. Another 88 were 45 to 54, and
75 of the victims were between the ages of 24 and 34.

Another 5,600 Montanans — an average of about 15 per day — attempted to kill themselves last
year.

“We've got a lot of hurting people,” said Jim Hajny, executive director of the Montana Peer Network,
a nonprofit organization of individuals who are in recovery from mental iliness, substance abuse or
both. “We have to get at this.”

Suicide figures vary from community to community, with the bulk of them occurring in Western
Montana and pockets on the eastern edge of the state.

The highest rate of suicide in the state is among American Indians, 27.2 per 100,000; followed by
Caucasians at 22.2 per 100,000. For 2010-2011, there were 38 American indian suicides,
compared to 410 Caucasian suicides. American indians make up 7 percent of the Montana
population.

There are specific risk factors for American Indian communities that contribute to their higher
suicide rate, including high unemployment rates, substance abuse, alienation, and varying cultural
views on suicide. A major issue among the American Indian communities is the separation taking
place between generations, said Karl Rosston, Montana’s suicide-prevention coordinator.
Traditionally, the youth have looked toward the tribal elders for guidance and identity.

“However, in recent generations, there has been a breakdown in this guidance,” Rosston said.
“Subsequently, American Indian youth appear more hopeless and unsure of their place in their
culture. This may contribute to the high number of suicides among American Indian youth.”

http://billingsgazette.com/news/state-and-regional/montana/montana-s-suicide-rate-leads-t... 2/18/2013
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The underpinnings of Montana’s problem are considered universal among many, though not all,
health experts on the local, state and national level.

Many of the self-imposed death sentences stem from a Western independence, where
acknowledging personal problems may be viewed as contrary to the cowboy way, said Drew
Schoening, a psychologist at the Montana State Hospital in Warm Springs.

“So, they go untreated and we know untreated mentat illness resutts in higher rates of premature
death, accidental death and suicide death,” Schoening said-

The prevalence of guns in the state compounds the problem, not only because they're handy, but
also because they're generally fatal. Victims are less likely to survive an attempt and then seek help.
Most of the state’s victims last year — 291 — used a gun.

The second and third most common methods were suffocation/hanging and poisoning/overdose.
Other methods included drowning, cutting and piercing, jumping from heights, burning, and motor
vehicles.

Montana ranks third in the nation for per capita gun possession, according to an analysis by
the news website The Daily Beast of the FBI's National instant Background Check System.

Kentucky is first, followed by Utah at second, with Wyoming in fourth and Alaska fifth.

People who live in areas with high concentrations of guns are more likely to die by suicide,
according to a 2007 study by researchers at the Harvard School of Public Health. The study looked
at the 15 states with the highest firearm ownership and found that twice as many people were
successful in committing suicide in those states compared to the six states with the lowest firearm
ownership.

Another leading cause is considered to be the social isolation that comes with living in Montana.
The state has 6.7 people per square mile, according to the 2010 Census. The national average is
88.7 people per square mile. Neighbors are often few and far between, reducing the possibility for
social contact or communication. The isolation can contribute to many emotional, behavioral and
physical disorders including anxiety, panic attacks, eating disorders, addictions, substance abuse,
depression and violence.

“That may be because when somebody gets into a difficulty, they don’t have friends and family to go
to (who can) help them with that,” said Dr. Alex Crosby, a medical epidemiologist with the Atlanta-
based Centers for Disease Confrol and Prevention. “Those who have a stronger network of sacial
support have a lower incidence of suicide.”

Use of drugs in Montana, especially alcohol, is also widespread. That is significant because
nationally about 33 percent of the people who die by suicide have alcohol in their system, Rosston
said.

http://billingsgazette.com/news/state-and-regional/montana/montana-sgsuicide-rate-leads-t... 2/18/2013
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Montana counties with the highest suicide rates also have high unemployment and high rates of
poverty. Twenty percent of Montana’s youth live 100 percent to 200 percent below the poverty line.

The shortage of mental health professionals and mental health treatment facilities in the state is
also well-known and widely reported.

As of Nov. 1, there were 146 licensed psychiatrists in Montana. Patients can wait anywhere from
two weeks to three months or longer to see a psychiatrist. In some areas of the state, there is one
psychiatrist serving a vast, muiticounty area.

There are about 50,000 psychiatrists in the United States-- too few to serve all the patients who
need help, especially in rural areas, according to the American Psychiatric Association. About half
of currently practicing psychiatrists are over the age of 55, and many will soon retire.

“How do you provide service if you're trying to cover 1,000 square miles?” asked John Glueckert,
administrator of the Montana State Hospital in Warm Springs. “It's very difficult.”

In the absence of psychiatrists, patients sometimes are referred to lesser-trained therapists.

“They can assess the gravity of the situation,” said Dr. Bruce Swarny, a psychiatrist at Glendive
Medical Center. “Is it the ideal set-up? | don’t know, but it's the best we can do.”

NAMVI’'s Kuntz said it is unrealistic to think every Montana town will ever have its own psychiatrist.
Still, he believes there is an opportunity to infuse communities with the help they need.

“if we had psychiatrists or psychiatric nurses everywhere that Wal-Mart thinks there’s enough
people to set up a store, we'd be a little closer,” Kuntz said. “if you’re in a little, tiny Montana town
and you drive to Miles City to go to Wal-Mart to get cheap groceries, then that's the town you would
go to for your mental health treatment.”

Most residents in the far corners of the state don’t have access to mental health professionals,
forcing them to travel hundreds of miles to seek help. In one extreme case, a person traveled more
than 400 miles one way, much of it on secondary roads, to receive mental health services in
Bozeman.

“The stigma for reaching out in their own community was so extreme, it wasn’t an option,” Hajny
said.

Despite all the well-reasoned explanations for the runaway number of suicides, there is no one-size-
fits-all reason.

“Every person | talk to would probably have a different, unique reason for wanting to take their life,”
Schoening said. “That’s why we have such a struggle at trying to help people through this. ... | think
the true scientists are still trying to figure it all out.”

http://billingsgazette.com/news/state-and-regional/montana/montana-s-suicide-rate-leads-t... 2/18/2013
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Kuntz said the reasons for suicide go beyond the idea of the state having a “cowboy culture.”

“It's not that easy,” Kuntz said. “Personally, | think we need to be comfortable with the fact that no
one really knows.”

Crosby concurs. “Most researchers that look into the area of suicide believe it is not the result of just
one factor.”

Suicide is so common that some see it as the solution to divorce, family dysfunction, custody
disputes and financial woes. It is considered acceptable when an individual's burdens mount,
said Crosby, the medical epidemiologist with the Centers for Disease Control and Prevention.

Though it's difficult to place a dollar figure on the impact of suicide, the fact remains that the
economic burden of suicide falls on everyone in the state. The totai lifetime medical and work loss
costs of suicide in Montana was at least $279.4 million during 2010, according to data available
from the CDC.

The price tag includes expenses associated with suicide and its aftermath, including cost for the
medical examiner/coroner investigations, emergency department treatments, hospitalizations, and
nursing home care. 1t also includes costs associated with future productivity losses (i.é. lost wages,
fringe benefits and lost household work) due to premature mortality. Not included in this figure is the
cost associated with property damage, pain/suffering, loss of quality of life, litigation, and the impact,
emotional and otherwise, of each suicide on surviving family members, friends, and other loved
ones.

So dire is the problem that in 2007 the Montana Legislature passed Senate Bill 468, which created
the statewide suicide prevention coordinator position to spearhead the Department of Public Health
and Human Services suicide prevention activities. The program’s annual budget is $400,000 with
$200,000 going to the state suicide prevention hotline.

Rosston said that to reduce the suicide numbers it is going to take a cultural shift in thinking.

"We need to begin to challenge our traditional perceptions of how we view depression as a
weakness or that we are a burden to our families if we are depressed,” Rosston said. “We need to
make it OK to talk about depression and make it OK to ask for help. This is not a quick fix. Ifit is a
generational problem, it is going to take generations to fix."

It is not an impossible mission, he said.
“I wouldn’t be in the job if | didn’t think something could be done. | think it's just going to take time.”

-Reportingonheaith.org
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