
 

PHYSICIANS’ EXPERIENCES WITH THE OREGON DEATH WITH DIGNITY ACT

 

Volume 342 Number 8

 

·

 

557

 

PHYSICIANS’ EXPERIENCES WITH THE OREGON DEATH WITH DIGNITY ACT

 

L

 

INDA

 

 G

 

ANZINI

 

, M.D., H

 

EIDI

 

 D. N

 

ELSON

 

, M.D., M.P.H., T

 

ERRI

 

 A. S

 

CHMIDT

 

, M.D., D

 

ALE

 

 F. K

 

RAEMER

 

, P

 

H

 

.D.,
M

 

OLLY

 

 A. D

 

ELORIT

 

, B.A., 

 

AND

 

 M

 

ELINDA

 

 A. L

 

EE

 

, M.D.

 

A

 

BSTRACT

 

Background

 

Physician-assisted suicide was legal-
ized in Oregon in October 1997. There are data on pa-
tients who have received prescriptions for lethal med-
ications and died after taking the medications. There
is little information, however, on physicians’ experi-
ences with requests for assistance with suicide.

 

Methods

 

Between February and August 1999, we
mailed a questionnaire to physicians who were eligi-
ble to prescribe lethal medications under the Oregon
Death with Dignity Act.

 

Results

 

Of 4053 eligible physicians, 2649 (65 per-
cent) returned the survey. Of the respondents, 144
(5 percent) had received a total of 221 requests for
prescriptions for lethal medications since October
1997. We received information on the outcome in 165
patients (complete information for 143 patients and
partial for an additional 22). The mean age of the pa-
tients was 68 years; 76 percent had an estimated life
expectancy of less than six months. Thirty-five per-
cent requested a prescription from another physi-
cian. Twenty-nine patients (18 percent) received pre-
scriptions, and 17 (10 percent) died from taking the
prescribed medication. Twenty percent of the patients
had symptoms of depression; none of these patients
received a prescription for a lethal medication. In the
case of 68 patients, including 11 who received pre-
scriptions and 8 who died by taking the prescribed
medication, the physician implemented at least one
substantive palliative intervention, such as control of
pain or other symptoms, referral to a hospice pro-
gram, a consultation, or a trial of antidepressant med-
ication. Forty-six percent of the patients for whom
substantive interventions were made changed their
minds about assisted suicide, as compared with 15
percent of those for whom no substantive interven-
tions were made (P<0.001).

 

Conclusions

 

Our data indicate that in Oregon, phy-
sicians grant about 1 in 6 requests for a prescription
for a lethal medication and that 1 in 10 requests ac-
tually results in suicide. Substantive palliative inter-
ventions lead some — but not all — patients to change
their minds about assisted suicide. (N Engl J Med
2000;342:557-63.)
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HE Oregon Death with Dignity Act, en-
acted on October 27, 1997, legalized physi-
cian-assisted suicide in the state of Oregon.

 

1

 

This law allows the physician who has pri-
mary responsibility for managing a patient’s terminal
illness to prescribe a dose of lethal medication, which
the patient may administer. The prognosis (death with-

T

 

in 6 months) must be confirmed by a consultant, and
the patient must make two oral requests and one writ-
ten request over a period of 15 days. Referral to a
mental health professional is required if either the at-
tending physician or the consultant is concerned that
the patient’s judgment may be impaired by a mental
disorder.

Physicians are required to report to the Oregon
Health Division that they have prescribed the med-
ication and complied with the act’s safeguards. The
Oregon Health Division has reported information
on 57 patients who received prescriptions for lethal
medications in 1998 and 1999, including 43 who
died after administering the medications themselves.

 

2,3

 

These reports have been limited to patients who ac-
tually received prescriptions and do not provide infor-
mation on physicians’ experiences with requests for
assistance with suicide.

We surveyed physicians in Oregon who were eligi-
ble to prescribe lethal medications under the new law.
We sought to describe the characteristics of physicians
who have received requests for assistance with sui-
cide, the characteristics and outcomes of the patients
who requested prescriptions, the reasons for the re-
quests, and any interventions that were carried out
or recommended other than the prescription of le-
thal medications.

 

METHODS

 

We mailed a questionnaire to all licensed physicians practicing
in Oregon in the fields of internal medicine and its subspecialties,
family practice, general practice, gynecology, surgery and its sub-
specialties, therapeutic radiology, and neurology. The list of phy-
sicians was purchased from the Oregon Board of Medical Exam-
iners. We excluded physicians in training.

The questionnaire was based on those used in previous studies
of this issue

 

4-7

 

 and on discussions with physicians in Oregon who
had received requests for assistance with suicide and who had pro-
vided such assistance. Faculty members and scholars of the Project
on Death in America, members of the Task Force to Improve the
Care of Terminally Ill Oregonians, and physicians known to be
strongly for or against the legalization of assisted suicide reviewed
the questionnaire. It was refined after pretesting with a conven-
ience sample of 20 physicians, including 6 who had prescribed
medications under the provisions of the Oregon Death with Dig-
nity Act.
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Downloaded from www.nejm.org on November 6, 2009 . For personal use only. No other uses without permission. 



 

558

 

·

 

Februar y 24, 2000

 

The New England Journal  of  Medicine

 

Physicians were asked to provide information about patients who
had requested a prescription for a lethal medication only if the pa-
tient was terminally ill, if the request was explicitly for a lethal pre-
scription, and if the request was made after November 1997. The
Oregon Death with Dignity Act requires that a consultant evalu-
ate the patient to determine whether he or she meets the criteria
outlined in the law for assisted suicide. We asked that only attend-
ing physicians, not consultants, complete the questionnaire in or-
der to minimize the possibility of receiving duplicate information.

For most of the questions, there were forced-choice responses.
We asked about the physicians’ attitudes toward the law and their
willingness to prescribe lethal medications according to its provi-
sions. We also asked about demographic and clinical characteris-
tics of the patients who had requested assistance with suicide, and
the outcomes, as well as whether, on the basis of the physician’s
conversations with the patient, a particular value, condition, or
symptom was an important factor in the decision to request the
prescription. The physicians reported interventions other than a
prescription for a lethal medication that they had recommended
or implemented and described, in response to an open-ended ques-
tion, interventions that had altered the patient’s desire for assisted
suicide.

To identify cases in which two or more physicians might be re-
porting information about the same patient, we matched patients
for age within one year, sex, marital status, disease, and the size of
the community in which the patient lived. When two or more phy-
sicians reported information that may have pertained to the same
patient, we used the information from the physician who had seen
the patient most recently, unless this physician did not complete
the questionnaire.

We mailed the questionnaire in February 1999, with a reminder
postcard sent two weeks later; a second copy of the questionnaire
was sent to nonrespondents in March 1999, with a simultaneous
fax or telephone call. In May 1999, after 47 percent of the sample
had responded, we sent nonrespondents a third copy of the ques-
tionnaire with a check for $25, a letter of endorsement from the
governor of Oregon, John Kitzhaber, M.D., and a simultaneous
fax. Returned questionnaires were accepted through August 1999.

The survey was anonymous and therefore exempt from the re-
quirement for informed consent by the institutional review board
of Oregon Health Sciences University. To allow tracking of the
questionnaires, each return envelope was coded with an identify-
ing number. The questionnaire was separated from the identifying
envelope on receipt and was then given a new identifying number
to ensure anonymity. Completed questionnaires were scanned into
an electronic data base.

Summary statistics included proportions for categorical vari-
ables and means and standard deviations for continuous variables.
We used Pearson’s chi-square test to analyze associations between
variables.

 

8

 

RESULTS

 

We identified 4544 physicians who were poten-
tially eligible for inclusion in the survey from the list
provided by the Oregon Board of Medical Examiners.
On the basis of telephone calls, data bases of physi-
cians in training, and returned questionnaires, we de-
termined that 209 physicians were in training, 201
were retired or not in practice for another reason, 73
were no longer practicing in Oregon, and 8 had died.
Of the remaining 4053 eligible physicians, 2649 (65
percent) returned the questionnaire.

One hundred forty-four respondents (5 percent)
reported that they had received a total of 221 re-
quests for lethal prescriptions after November 1997.
Nine requests appeared to have been reported by
more than one physician. Six other requests were ex-

cluded because we could not determine whether the
data were duplicated. Of the remaining 206 requests,
we received complete information on 143 and partial
information on 22. Thus, the number of responses
to specific questions varied. Twenty-seven physicians
reported that they had received a total of 41 requests
but gave no information about the patients. Physi-
cians who supported the Oregon Death with Digni-
ty Act were more likely to give partial or complete
information than those who opposed the act or nei-
ther supported nor opposed it (P=0.007).

 

Physicians’ Characteristics

 

Eighty-four percent of the respondents were in-
ternists, general practitioners, or family practitioners
(Table 1). Of the 69 internists who received requests
for assistance with suicide, 24 had training in a sub-
specialty, including 11 in oncology and 6 in pulmo-
nology. Forty-one physicians practiced in communi-
ties with populations of fewer than 25,000 residents.
Seventy-one percent of the physicians had cared for
six or more terminally ill patients, and 58 percent had
referred six or more patients to a hospice program in
the previous 12 months. Fifty-five percent supported
the Oregon Death with Dignity Act, and 51 percent
were willing to prescribe a lethal medication for a ter-
minally ill patient. In the previous four years, 127 re-
spondents (88 percent) had sought to improve their
knowledge of the use of pain medications in the ter-
minally ill “somewhat” or “a great deal,” 110 (76 per-
cent) had sought to improve their ability to recognize
psychiatric illnesses such as depression in the termi-
nally ill “somewhat” or “a great deal,” and 124 (86
percent) reported that their confidence in the use of
pain medications in the terminally ill had improved
“somewhat” or “a great deal.”

 

Patients’ Characteristics

 

Seven requests for assistance with suicide were made
in 1997, 112 in 1998, and 29 in 1999; in 17 cases,
the year was not specified. The mean age of the 165
who requested assistance was 68 years, 97 percent
were white, 52 percent were men, 46 percent were
married, 5 percent (8 of 157) had not completed high
school, and 2 percent had no medical insurance (Ta-
ble 2). Four patients had lived in Oregon for less
than six months, but only one patient had moved to
the state specifically because of the availability of phy-
sician-assisted suicide. Cancer was the most common
diagnosis.

At the time of the request for assistance with sui-
cide, 32 percent of the patients (45 of 141) were re-
ceiving hospice services, 59 percent (84 of 143) were
confined to a bed or chair for more than half their
waking hours, and 76 percent (108 of 142) had an
estimated life expectancy of less than six months. In
41 percent of cases (58 of 140), the request was as-
sociated with an acute deterioration in the patient’s
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medical condition. According to the physician’s as-
sessment, 20 percent of the patients had symptoms
of depression, but 93 percent were competent to make
medical decisions. For 80 percent of the patients (114
of 143), family members knew about the request,
and the physician spoke to a family member about
the request in the case of 73 percent of the patients
(105 of 143). Thirteen patients kept their intentions
from their family, seven patients had no family to
inform, and for nine patients, the physician did not
know whether the family was aware of the request.

Symptoms that were an important consideration in
the decision to request a prescription for a lethal
medication (whether the patient had the symptom at
the time of the request or anticipated it) were pain
(for 43 percent of patients), fatigue (for 31 percent),
and dyspnea (for 27 percent) (Fig. 1). The most com-
mon conditions and values that played an important
part in the patient’s decision were loss of independ-
ence (for 57 percent of patients), poor quality of life
(for 55 percent), readiness to die (for 54 percent), and
a desire to control the circumstances of death (for

53 percent). Uncommon reasons for requested assist-
ance with suicide were a perception of a financial bur-
den to others (for 11 percent of patients) and lack of
social support (for 6 percent).

 

Physicians’ Interventions

 

Physicians provided information about interven-
tions they recommended or implemented in the case
of 142 patients. The most commonly recommended
interventions were pain control (for 30 percent), con-
trol of other physical symptoms (for 30 percent), seek-
ing the advice of a colleague (for 28 percent), refer-
ral to a hospice program (for 27 percent), a mental

 

*Some physicians practiced in more than one setting.
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.
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HARACTERISTIC

 

N
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. (%)

 

Specialty
Internal medicine
Family or general practice
General surgery or surgical subspecialty
Neurology
Gynecology
Radiation oncology
Other

69 (48)
52 (36)
12 (8)
4 (3)
3 (2)
3 (2)
1 (1)

Practice setting*
Private or group practice
Health maintenance organization
Medical school
Other

117 (81)
16 (11)
9 (6)
7 (5)

Attitude toward Oregon Death 
with Dignity Act

Strongly support
Support
Neither support nor oppose
Oppose
Strongly oppose

41 (28)
38 (26)
25 (17)
20 (14)
20 (14)

Willing to prescribe lethal medication
Yes
Uncertain
No

73 (51)
18 (12)
53 (37)

No. of terminally ill patients cared for 
in past 12 mo

0
1–5
6–20
»21

2 (1)
40 (28)
63 (44)
39 (27)

No. of requests received since 
November 1997

1
2–3
»4

112 (78)
26 (18)
6 (4)

*The numbers of responses to each item vary because of
missing data.

†Some physicians chose more than one response.

‡AIDS denotes the acquired immunodeficiency syndrome.
Other diseases included diabetes mellitus, end-stage renal dis-
ease, severe anemia, and a coagulation disorder.
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.

 

C

 

HARACTERISTIC
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OTAL

 

 N

 

O

 

.
(%)*

 

Male sex 83/160 (52)

White race 150/154 (97)

Marital status
Married or living as married
Divorced, widowed, or never married
Unknown

72/158 (46)
82/158 (52)
4/158 (3)

Type and size of community
Rural or small town (<25,000)
Medium-size town (25,000–250,000)
Large city or suburb (>250,000)

54/158 (34)
53/158 (34)
51/158 (32)

Terminal disease†‡
Cancer
End-stage cardiopulmonary disease
Neurologic disease
AIDS
Other

106/158 (67)
29/158 (18)
15/158 (9)
4/158 (3)

13/158 (8)

Health insurance†
Medicare
Health maintenance organization
Other managed care
Fee for service
Oregon Health Plan (Medicaid)
Military coverage
None
Unknown

63/143 (44)
23/143 (16)
20/143 (14)
17/143 (12)
11/143 (8)
4/143 (3)
3/143 (2)

18/143 (13)

Enrolled in hospice program at time 
of request

Yes
No

45/141 (32)
96/141 (68)

Competent to make decisions
Yes
Uncertain
No

144/155 (93)
8/155 (5)
3/155 (2)

Symptoms of depression
Yes
No

28/143 (20)
115/143 (80)

Had requested a prescription for a lethal 
medication from another physician

57/161 (35)
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health consultation (for 20 percent), a trial of anti-
depressant or antianxiety medication (for 18 percent),
withdrawal of food and water as another means to
hasten death (for 16 percent), a palliative-care con-
sultation (for 13 percent), a social-work consultation
(for 11 percent), a consultation with a chaplain (for
10 percent), and a transfer to another physician (for
9 percent). Interventions were implemented in ap-
proximately half the instances in which they were rec-
ommended. Physicians reported that in the cases of
42 of 140 patients, one or more interventions altered
the patient’s desire for a prescription for a lethal med-
ication. These interventions included the control of
pain and other symptoms (in the case of 11 patients);
referral to a hospice program, general reassurance,
and specific reassurance that the prescription would
be made available (8 each); treatment of depression,
a social-work consultation resulting in the provision
of services to the family, and an alternative means of
hastening death (3 each); and a palliative-care con-
sultation (1).

In the case of 68 patients, including 11 of those
who received prescriptions for lethal medications and
8 who died by taking a lethal medication, the physi-
cian implemented at least one substantive interven-
tion (control of pain or other symptoms; referral to
a hospice program; a mental health, social-work, chap-
laincy, or palliative-care consultation; or a trial of an-

tidepressant medication) or sought the advice of a
colleague. Patients for whom a substantive interven-
tion was made were more likely to change their minds
about wanting a prescription for a lethal medication
(31 of 67) than were those for whom no substantive
intervention was made (11 of 73) (P<0.001). A to-
tal of 28 patients received medications for depression
or anxiety or were evaluated by a mental health prac-
titioner; 3 of the 28 changed their minds about ob-
taining a prescription for a lethal medication. Sub-
stantive interventions were made for 21 of the 42
patients (50 percent) enrolled in a health maintenance
organization or other managed-care plan, as com-
pared with 47 of the 101 patients (47 percent) who
did not have this kind of insurance coverage (P=
0.70). Of the 18 patients who received lethal prescrip-
tions in the absence of other substantive interventions,
11 were already receiving hospice care.

Thirty-five percent of the patients requested a pre-
scription for a lethal medication from a physician other
than the respondent (Table 2). Twenty-seven patients
were referred to 17 of the respondents specifically be-
cause of the patient’s interest in receiving a prescrip-
tion for a lethal medication. Fifteen of the 27 patients
received prescriptions from the physicians to whom
they were referred, and 7 died after taking the medi-
cation. Reflecting this referral process, 27 percent of
the respondents (38 of 143) had known the patient

 

Figure 1.

 

 Reasons for Requesting Prescriptions for Lethal Medications.
A total of 143 patients gave their physicians a specific reason for the request. Some patients gave more than one reason.
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for less than one month at the time of the request
for assistance with suicide. In the group of 27 patients
who had been referred to a physician in our survey
specifically to receive a lethal prescription, substantive
interventions were recommended for 20 patients and
were implemented for 7. Despite the interventions,
five of the seven patients died by assisted suicide.

 

Patients’ Experiences

 

Physicians reported the outcomes for 165 patients.
Twenty-nine received prescriptions for lethal medi-
cations, and 17 died after administering them (Table
3). Of the 136 patients who did not receive prescrip-
tions, 20 percent died before all the provisions of the
Oregon Death with Dignity Act had been met, 15
percent did not meet the legal criteria for receiving
a prescription, and 15 percent changed their minds.
Among the 44 patients who died before the physi-
cian completed the questionnaire, who were eligible
to receive a prescription for a lethal medication un-
der the act, who lived through the waiting period, and
who requested a prescription from a physician will-
ing to prescribe it, 17 (39 percent) died by taking a
prescribed lethal medication.

Fifty-nine percent of the respondents who practiced
in small towns supported the law, but physicians in
small towns were unlikely to prescribe lethal medica-
tions (Table 4). A request for assistance with suicide
was less likely to be honored if the patient perceived
himself or herself as a burden to others or was de-
pressed and was more likely to be honored if the pa-
tient was enrolled in a hospice program or wanted to
control the manner of his or her death or if cancer
was the terminal disease. Patients who received pre-
scriptions for lethal medications and those who did
not receive them did not differ with respect to any
other variables that we examined.

Respondents provided additional information about
28 patients who received prescriptions for lethal med-
ications, including 16 who died after administering the
medications. In all cases, the respondent obtained an
opinion from another physician with respect to the
patient’s prognosis and treatment options. At the time
the prescription was written, 13 patients were thought
to have one to six months to live, and 15 were thought
to have less than one month to live. Twenty-two pa-
tients were confined to bed or a chair during more
than 50 percent of their waking hours. In the case
of 18 patients, less than four weeks elapsed between
the request for a prescription and its receipt.

Thirteen patients who died by assisted suicide were
enrolled in a hospice program. In one case, a hospice
refused to provide services because of the patient’s
interest in assisted suicide, and in another case, a pa-
tient refused hospice care. In nine cases, the physi-
cian was present when the patient took the medica-
tion. The time to death was noted in the case of 10
patients — 3 died more than five hours after taking

 

*In some cases, more than one response was chosen.

†The patient did not receive the prescription because he
or she died before receiving it (in three cases), the patient
changed his or her mind (two), the physician was not willing
to prescribe lethal medication (two), or for unknown reasons
(three).
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Patient received prescription
Patient died after administering pre-

scription
Patient died from other causes
Patient still alive at time of survey

29/165 (18)
17/29  (59)

11/29  (38)
1/29  (3)

Patient did not receive prescription*
Physician not willing to provide pre-

scription in this case
Physician not willing to provide pre-

scription in any case
Patient did not meet legal criteria
Patient changed mind before complet-

ing requirements
Patient died before completing re-

quirements
Patient completed requirements and 

was eligible but did not receive 
prescription†

Physician had not completed evalua-
tion at time of survey

136/165 (82)
30/136 (22)

40/136 (29)

21/136 (15)
21/136 (15)

27/136 (20)

10/136 (7)

7/136 (5)

*The numbers of responses to each item vary because of missing data.
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RESCRIPTION

 

P V
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no./total no. (%)

 

Physicians

 

Practice in community of 
<25,000 residents

1/29 (3) 38/136 (28) 0.005

Attitude toward Oregon Death
with Dignity Act

Support
Neither support nor oppose
Oppose

28/29 (97)
1/29 (3)
0/29 

75/136 (55)
21/136 (15)
40/136 (29)

<0.001

 

Patients

 

Cancer as terminal disease 24/29 (83) 82/129 (64) 0.05
Hospice care 17/29 (59) 28/112 (25) <0.001
Symptoms of depression 0/29 29/114 (25) 0.003
View of self as burden 3/29 (10) 54/114 (47) 0.001
Desire for control over death 24/29 (83) 51/113 (45) <0.001
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the lethal medication. There were no reported adverse
events, although one patient who was still conscious
30 minutes after taking the lethal medication was giv-
en more of the medication to take.

 

Problems Reported by Physicians

 

Some physicians who provided assistance with sui-
cide under the Oregon Death with Dignity Act re-
ported problems, including unwanted publicity (three
physicians), difficulty obtaining the lethal medication
or a second opinion (three), difficulty understand-
ing the requirements of the law (three), difficulties
with hospice providers (one), not knowing the patient
(one), or the absence of someone to discuss the sit-
uation with (one). The law requires that the physician
confidentially report the prescription for the lethal
medication to the Oregon Health Division. Twenty-
seven of the physicians had met this requirement by
the time they completed the questionnaire. Some phy-
sicians were concerned about reporting because they
feared that the patient’s privacy (in 16 cases), their
own privacy (in 18), or the privacy of the patient’s
family (in 15) would be violated or that retroactive
sanctions would be imposed by the Drug Enforce-
ment Agency (in 7). Four physicians expressed am-
bivalence about having provided assistance with sui-
cide, though two of the four noted that they had
become less ambivalent over time. One of these phy-
sicians decided not to provide such assistance again.

 

DISCUSSION

 

We surveyed physicians in Oregon who were eli-
gible to provide assistance with suicide under the Or-
egon Death with Dignity Act, in order to obtain in-
formation about their experiences with requests for
prescriptions for lethal medications from terminally
ill patients. One hundred forty-four physicians re-
ceived a total of 221 requests and gave information
on the outcomes for 165 patients, of whom 29 re-
ceived prescriptions for lethal medications.

There is concern that with the legalization of as-
sisted suicide, women, poor persons, and those who
are members of ethnic or racial minority groups may
request assistance with suicide because of inadequate
social support or lack of access to health care.
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 The
demographic characteristics of the patients who re-
quested assistance with suicide in our survey were al-
most identical to those of members of the general
population of Oregon who died. In 1998, 2 percent
of all decedents in Oregon lacked health insurance for
hospice care. In 1996, 97 percent of Oregon dece-
dents were white, and 51 percent were men.
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 More-
over, concern about finances and lack of social sup-
port were rarely the reasons that patients gave for
requesting assistance with suicide. The type of health
care coverage was not associated with whether the
patient received a prescription or whether another
intervention was made. More than a third of the pa-

tients requested assistance with suicide because they
perceived themselves as a burden to others, but only
three of these patients received prescriptions for le-
thal medications, suggesting that the physicians were
reluctant to accede to requests for assistance under
these circumstances.

In the Netherlands, two thirds of requests for as-
sistance with suicide or euthanasia are rescinded, of-
ten as the result of palliative interventions.

 

16

 

 Similarly,
we found that 39 percent of eligible patients who sur-
vived the 15-day waiting period and requested a pre-
scription from a physician willing to provide it died
by taking lethal medications that were prescribed for
them. Substantive interventions by the physician led
many patients to change their minds about assisted
suicide. However, some patients who wanted to ob-
tain a prescription were very determined to do so, de-
spite palliative interventions.

 

2,17 

 

Thirty-five percent of
the patients had requested a prescription from at least
one other physician. Eighty-one percent of those who
died by assisted suicide were enrolled in a hospice
program.

Twenty percent of the patients had symptoms of
depression, a finding that is similar to the reported
prevalence of depression in patients with terminal ill-
nesses.
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 Depression has been reported in 59 to 100
percent of terminally ill persons interested in assisted
suicide or another means of hastening death and in
80 percent of patients with cancer who committed
suicide.

 

10,19,20 

 

We could not determine whether depres-
sion was in fact less common in persons in Oregon
who requested a prescription for a lethal medication
or whether the physicians failed to detect depression
in some instances. Nonetheless, most of the respond-
ents reported that they had made efforts to improve
their ability to recognize depression in terminally ill
patients. Only 11 percent of the patients who either
received a trial of medication for depression or anxiety
or were evaluated by a mental health expert changed
their minds about obtaining a prescription for a le-
thal medication.

Our study has several sources of bias and potential
error. We do not know the experiences of the 35 per-
cent of physicians who did not return the question-
naire. We may have underestimated duplicate patient
information if physicians erred in reporting the dem-
ographic characteristics of patients. Physicians who
were opposed to or uncertain about the Oregon Death
with Dignity Act were significantly less likely to pro-
vide complete information about patients than were
physicians who favored the act. Because of this re-
sponse bias, it is difficult to make general statements
about the perceptions and interventions recommend-
ed by physicians in our sample who were opposed to
assisted suicide. Finally, although the physicians were
instructed to base information about patients’ reasons
for requesting assistance with suicide only on con-
versations with the patients, this method of obtain-
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ing information is not as reliable as surveying patients
directly.

In conclusion, after two years of legalized assisted
suicide in Oregon, we found little evidence that vul-
nerable groups have been given prescriptions for lethal
medication in lieu of palliative care. Physicians grant-
ed 1 in 6 requests for a prescription, and 1 in 10 re-
quests actually resulted in suicide. As a result of pal-
liative interventions, some patients, though not all,
changed their minds about assisted suicide.
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CORRECTION

Physicians’ Experiences with the Oregon Death with
Dignity Act

Physicians’ Experiences with the Oregon Death with Dignity Act . On

page 560, in line 9 of the right-hand column, the statement should

read, `̀ physicians reported that 3 of the 28 changed their minds about

obtaining a prescription for a lethal medication as a consequence of

mental health intervention,´́ not `̀ 3 of the 28 changed their minds

about obtaining a prescription for a lethal medication,´́ as printed. On

page 562, the sentence that begins on line 16 of the left-hand column

should have read, `̀ In 27 cases the physicians had met this require-

ment by the time they completed the questionnaire,´́ not `̀ Twenty-

seven of the physicians had met this requirement by the time they

completed the questionnaire,´́ as printed.
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