( ThaaksyouXor allowing me to testify.

I have also submitted tatement.

My name i§ Thaddeus Pope>

[ am'Director )
of the Health Law Institute
and aProfessor
at Mitchell Hamline
School of Law.

I specialize in legal and ethical issues
inend-of-life
medical treatment.

I have(pubhshed )
over 100 articles in this area,

including in the New England Journal of Medicine,

JAMA,
Chest,
and the New York Times.

in Oregon since 1997
in Washington since 2008

and in Vermont since 2013

It becomes effective in California
in June 2016



That i@
of combined experience.

There is no\ge_t_ggﬁ
or more relevant

on which tg'evaluate>
the bill before you.

safeguards

There are an overwhelming number
in this bill
that€ontrol>
access
to aid in dying medication

The patient must be arCadul®)

Must be & re/si—(ieni)_ of Minnesota.

The patient must have an incurable and irreversible illness
anticipated to cause death withir@f

e

Must have/decision making capacity>

This must b@
byhoth>

an attending
@a consulting physician

eithensuspects
" that the patient is suffering from impaired judgment,
the@ the patient
for mental health counseling



The attending physician musffully informy the patient
of her alternative options

o signed written  requests

They must bew
They must be made 15 days apart

They must be made by the patientherself

This cannot be done through an advance directive,
health care agent, surrogate, or guardian.

~ the aid in dying med1cat10n

she must ingest itherself>

That is why this isCaid?in dying
not “euthanasia.”

These are thésame safeguards

in Oregon, Washington, Vermont, and California.

Multiple 1ndependent studies
oncluded
that they are@ffective
and that there has been no abuse.

The health authorities in Oregon and Washington
have collecte@ggggs/()f data

(1) Very few patients use the law.

Last year, 132 Oregonians
ingested aid in dying prescriptions.

That is less thaxzone-half of one percent>
of the Oregonians who die each year.




(2) Thedemographics

of that narrow population.

show that aid in dying is not beingfoisted>
onto minorities or the vulnerable.

-Inste—:;i,\"

it is overwhelmingly used
by@ﬁc'a’ﬁivinsured, white cancer pati@
99% Health insurance
97% White
90% Age > 65
72% College educated

And these pat1ents d1d not use aid in dymg

As 4@ alternativeto hospice

Ove sed it
Cwith>hospice.

This is whyZone-thirdof patients
who@f)aid in dying prescriptions
nevef{ingestthe medication

The bill providé€opt-outs >

to accommodate physicians
who have an objection

But this doe@hean that participation
Will be&oncentrated
in just a few physicians

e o s e s e e



The 218 prescriptions written in Oregon in 2015

were written by 106 differentyphysicians.

------ ‘, m

Opponents point to cases i
£slippery slope=

As evidence of

Some Belgians have obtained aid in dying

even though they arerminally ill.

@eforexhe practice was legalized there.

Belgium never “sli ped”

Belgium was alwaysimore permissive.

There 1@)511 pmg

.S. state has ever enacted legislation
with different,
fewer,
or weaker safeguards.

There igTo evidence>
that physicians have failed t¢ comp

not a single criminal case.

not a single health licensing board action.




Neither has Disability Rights Oregon,
the state’s Protection and Advocacy System,
receive@pomplaint of exploitation or coercion
of any individual with disabilities

More than@wo decades ago,
the Minnesota Legislature
confirmed th€Tight>
of Minnesotans
to refuse life-sustaining treatment.

chronically and critically ill patients
across the state

entheir deaths
by withholding or withdrawing
dialysis, mechanical ventilation, and other interventions.

But@emeXerminally ill patients

ar¢@ot dependent on any such technologies.

This bill givesthe
The(sam&Treedoin

control the manner of their death




