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Oregon since October 1997 and 
that was upheld in 2006 by the 
U.S. Supreme Court. The act per-
mits terminally ill state residents, 
defined as adults with an illness 
expected to lead to death within 
6 months, to request and receive 
a prescription for a lethal dose of 
a medication that they may self-
administer in order to end their 
life. Booth Gardner, a former gov-
ernor of Washington who has Par-
kinson’s disease — which is not 
considered a terminal disease un-
der the act — filed the initiative, 
spearheaded the campaign, and 
was a major financial contributor.

If the Washington act takes 
effect as scheduled on March 4, 
2009, there will be two states in 
which physician-assisted suicide is 

legal; no states permit euthanasia. 
Physician involvement in hastening 
death is also legal in Belgium, the 
Netherlands, and Switzerland — 
the specifics vary by country — 
and is an underground practice 
elsewhere.

The prescription of lethal doses 
of medication to terminally ill peo-
ple who want to hasten their own 
deaths is inherently controversial. 
The Washington State Medical As-
sociation opposed the initiative, 
and doctors have divergent views 
on the matter. In 1991, voters in 
Washington rejected a broader ini-
tiative that would have allowed 
doctors to administer the lethal 
drugs. The controversy carries 
over into disagreements over ter-
minology; designations such as 

“death with dignity” and “physi-
cian-assisted suicide” may be con-
sidered emotionally charged and 
judgmental. Indeed, deaths under 
the Oregon act are not classified 
as suicides. Although some prefer 
terms such as “physician aid in 
dying” and “physician-assisted 
death,” physician-assisted suicide 
remains a frequently used de-
scriptor.

Amid the controversy and de-
bate, the hastening of death by 
physicians under Oregon’s act is 
uncommon. Between 1998 and 
2007, physicians wrote a total of 
541 prescriptions for lethal dos-
es of medication (almost always 
secobarbital or pentobarbital), and 
341 people died as a result of tak-
ing the medications (see graph). 
Thirteen patients who had re-
ceived prescriptions were alive at 
the end of 2007, and the rest of 
those who received prescriptions 
ultimately died of their underlying 
disease. The group of patients 
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In November, residents of the state of Washing-
ton voted 58% to 42% to allow physician-assisted 

suicide.1 The Washington Death with Dignity Act is 
modeled on a similar law that has been in effect in 
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who died after ingesting a lethal 
dose of medication had a median 
age of 69 years, almost all were 
white and relatively well-educated, 
and the group consisted of slightly 
more men than women, according 
to data collected by the Oregon 
Department of Human Services. 
About 86% were enrolled in hos-
pice programs, and 81.5% had 
terminal cancers. 

The legalization of assisted 
death has been associated with 
substantial improvements in pal-
liative care in Oregon, in areas in-
cluding the appropriate training 
of physicians, the communication 
of a patient’s wishes regarding life-
sustaining treatment, pain man-
agement, rates of referral to hos-
pice programs, and the percentage 
of deaths occurring at home.2 Ef-
fective palliative care and hospice 
services may address many of the 
key reasons why patients request 
assistance in dying — such as loss 
of autonomy, dignity, and the 
ability to care for themselves in 
a home environment — and lead 
some to change their minds.3

Because of the nature of their 
medical practices or personal ob-
jections to involvement, most phy-
sicians in Oregon have never writ-
ten a prescription for a lethal dose 

of medication; in 2007, 45 physi-
cians wrote the 85 prescriptions 
issued (with a range of 1 to 10 
prescriptions per doctor). If the 
experience in Washington is sim-
ilar, however, there will eventually 
be more prescriptions and deaths 
because Washington has more 
people (6.5 million, as compared 
with 3.7 million in Oregon).

Whereas physicians and health 
care organizations in Oregon had 
3 years to prepare for their state’s 
Death with Dignity Act (there 
were legal challenges, and ballot 
measures passed in 1994 and 
1997), those in Washington will 
have only several months. Thus, 
physicians, hospitals, hospices, 
and other entities involved in the 
care of terminally ill patients will 
need to rapidly become familiar 
with the initiative and develop ap-
propriate policies and procedures, 
including those for referrals. Some 
physicians and institutions will 
not participate because of reli-
gious or moral objections to the 
law. Of course, Oregon’s well-
documented experiences are an 
invaluable resource; a comprehen-
sive guidebook for health care pro-
fessionals is available online and 
was recently updated.4

As in Oregon, the Washington 

initiative requires that an attend-
ing physician and a consulting 
physician independently determine 
that a patient is qualified to ini-
tiate a written request for a pre-
scription for a lethal medication 
— a determination that includes 
verification that the person is 
competent, is acting voluntarily, 
and has made an informed deci-
sion. Medications must not be pre-
scribed to a patient “suffering 
from a psychiatric or psycholog-
ical disorder or depression caus-
ing impaired judgment.” If such 
disorders are suspected, the pa-
tient must be referred to a psychia-
trist or psychologist for counsel-
ing, a determination of whether or 
not the patient’s judgment is im-
paired, and possible treatment.

Although the Oregon law has 
been successfully implemented, it 
is concerning that in 2007 none of 
the 85 patients who received pre-
scriptions for lethal medications 
were referred for psychiatric eval-
uations, whereas 12.6% of those 
who received prescriptions be-
tween 1998 and 2006 did receive 
such referrals. A study conducted 
between 2004 and 2006 suggest-
ed that not all patients in Oregon 
who request a physician’s aid in 
dying are adequately screened for 
depression and that “some po-
tentially ineligible patients” may 
have received a prescription for 
a lethal drug.5

Physicians will continue to dis-
agree about the wisdom of pre-
scribing lethal doses of medica-
tion to terminally ill people who 
want to hasten their own deaths. 
Nonetheless, the approval of the 
Washington initiative and the po-
tential for similar legal changes 
in other states provide the medi-
cal profession with an opportu-
nity to evaluate what can be done 
to continue to improve care at the 
end of life.
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Screening for Prostate Cancer among Men  
75 Years of Age or Older
Michael J. Barry, M.D.

Prostate-cancer screening with 
the prostate-specific–antigen 

(PSA) test remains one of the most 
controversial issues in modern 
medicine. The U.S. Preventive Ser-
vices Task Force (USPSTF), an in-
dependent group of experts sup-
ported by the Agency for Healthcare 
Research and Quality under a 
mandate from Congress, recently 
revised its recommendations re-
garding prostate-cancer screen-
ing. The USPSTF concluded that 
“the current evidence is insuffi-
cient to assess the balance of 
benefits and harms of prostate 
cancer screening in men young-
er than age 75 years,” but it now 
“recommends against screening 
for prostate cancer in men age 
75 years or older.”1 In its 2002 
statement, the task force did not 
recommend for or against screen-
ing in either age group. The im-
plication of the new recommen-
dation for medical practice is that 
clinicians should discuss the po-
tential benefits and known harms 
of screening with men between 
50 and 74 years of age, but not 
necessarily with older men.

Why change the recommenda-
tion for men 75 or older, at least 
given the continuing dearth of 
evidence from randomized trials 
that addresses the tradeoff be-
tween the benefits and harms of 

prostate-cancer screening in men 
of any age? The task force believes 
that at least a moderate amount of 
evidence now makes it possible to 
conclude that the known harms 
of screening outweigh the possi-
ble benefits for this age group.

This statement does not imply 
that prostate cancer is an unim-
portant problem among men 75 or 
older; in fact, as the statement ac-
knowledges, 71% of deaths due to 
prostate cancer — almost 20,000 
annually in the United States — 
occur after the age of 75. More-
over, it does not mean that no men 
75 or older could possibly benefit 
from screening. After all, there 
are relatively healthy men in their 
late 70s and even early 80s har-
boring high-grade cancers that are 
likely to kill them; early detection 
and attempted curative treatment 
might prevent these men from dy-
ing from prostate cancer. So why 
not continue to offer screening af-
ter the age of 74?

First, the effectiveness of at-
tempted curative treatment for 
prostate cancer among men 75 or 
older appears to be low or negli-
gible. In the only published ran-
domized trial comparing the effect 
of radical prostatectomy with a 
strategy of “watchful waiting” for 
men with clinically localized pros-
tate cancer, the benefit of radical 

prostatectomy was statistically sig-
nificant but small, with an abso-
lute difference of 5.4 percentage 
points in the rate of death due to 
prostate cancer at 12 years (which 
has not widened with continued 
follow-up). This difference means 
that about 18 radical prostatecto-
mies would have to be performed 
to prevent a single death from 
prostate cancer over a 12-year pe-
riod.2 However, in subgroup analy-
ses at both 10 and 12 years of 
follow-up, even this level of effec-
tiveness appeared to be confined 
to men 65 years of age or young-
er. Men 75 or older were not en-
rolled, presumably because they 
were considered less likely to ben-
efit from surgery. 

It is important to note that less 
than 10% of subjects in this Scan-
dinavian trial had their prostate 
cancer diagnosed through screen-
ing. The long average lag time be-
tween a detectable increase in the 
PSA level — 5 to 10 years — and 
the development of clinical cancer, 
as well as the possibility of over-
diagnosis associated with PSA 
screening, suggests that an even 
smaller benefit may be seen in the 
U.S. Prostate Cancer Intervention 
versus Observation Trial (PIVOT), 
in which about three quarters of 
participants had their cancer di-
agnosed through PSA screening. 
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