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I. Introduction


a. RN w a Master in Education Counseling

b. Executive Director at Hospice of Anchorage for 3 years, volunteer for 28 years
c. Teach adjunct at UAA – Psychology Department – Intro to Death and Dying

d. I am testifying as an individual

e. Thank you for your consideration of this important topic

II. First learned about death


a. at 5 – uncle from car accident
b. at 12  – a 3 yo cousin with cancer
c. at 14 - a friend w muscular dystrophy

d. at 20 – a 5 yo. cousin

III. In nursing school:
I learned about how to help people recover from disease, but from my experiences as a child I’ve always been concerned about how we care for people who biologically can not recover and their families. My heart goes out to Mrs. Mullens in her pain and grief.
IV. What I’ve learned
a. Most people fear what they don’t know

b. As a culture American’s avoid learning about death and therefore when faced with a life-threatening crisis 

i. most of us do not have any knowledge of the choices we might face nor about what is  legal or ethical. Most people are committed “to doing the right thing” – but they don’t know what that is.
ii. we are overwhelmed with emotional pain of fearing loss,

iii. we ask that our doctors and hospitals - ‘stop death’

iv. when it’s biologically impossible (and the doctor is brave enough and takes the time to have that conversation with the individual and family) people sometimes (actually quite often)  react with anger as a way to avoid the pain.

V. The solution to the problem 
a. Isn’t in this bill.  In my opinion this bill creates many more problems for good end of life care than we already have (and we have plenty) and offers no workable solutions.

b. Because there is no one right way to die, the solution is in each of us learning about the benefits and burdens of some of the common choices we are apt to face, and also the legal and ethical issues that guide care at end of life.  And then very importantly talking, with all our loved ones, about how each of us as individuals want to live until we die - what we want and don’t want and why. Hospice of Anchorage hopes to be able to convene a coalition of stakeholders on this important topic. 
c. This bill however is not addressing how to care for people at the end of life, which is where the real problem is, but what to do after they die.

i. Resuscitation is done after someone dies.
ii. It has a less than 1 % chance of bringing a person w an advanced chronic illness back to life and then only with a high likelihood that the individual’s condition will be much worse. (http://www.compassionandsupport.org/index.php/for_professionals/molst_training_center/cpr)
iii. As Ira Byock, MD, a national expert in end of life care, currently practicing palliative medicine at Dartmouth- Hitchcock Medical Center, in his just published book: The Best Care Possible, pointed out, “The Presidential Commission for the study of Bioethical Issues, and court decision, have said the people have a right to refuse any medical treatments that are offered, and must be give a chance to decide among legitimate and available treatments for their conditions.  But the Commission, and the courts have also said that people do not have a right to receive any treatments they desire. The responsibility for determining what treatment options are indicated rest with physicians.” (p165) It is against the law to practice medicine without a medical license.
d. This bill in attempting to honor the choices of individual for care at end of life, is actually making it harder to honor choice in a number of ways but most concerning to me (besides the demand that physicians provide futile care):

i. negates individual freedom to choose and allows surrogate decision makers to reverse decisions made by individuals? In doing so it places an undue burden on families. (Research shows that families whose loved ones die in the hospital suffer multiple negative effects, including higher rates of illness and PTSD, then persons who die at home.)
ii. it calls into question previously established health care directives and Alaska’s Comfort 1 system for expected home deaths.
iii. it assumes that people who do not ask for full resuscitation efforts must wish to die. While in some circumstances I would not want CPR, I certainly do not want to die. It does not allow for a range of treatments.
VI. In conclusion

a. Physicians and hospitals are programmed to cure, to save lives. And despite advanced medical care, 100% of people still die. It is extremely difficult for physicians and hospitals to stop aggressive treatments, including trying to resuscitate people who have died. It is the rare physician that is willing to write a DNR order when the individual or family express a preference for that procedure, even knowing full well that procedure is futile and may cause long lasting trauma to the survivors who may witness or demand a CPR attempt. The adherence to the ethics of good medical care should be applauded, not condemned, as this bill attempts to do. 
b. Both healthcare professionals and individuals in Alaska need to learn to talk about dying and the choices to be made long before we are in crisis. I have testified as an individual as we do not have an agency statement on this bill. However, Hospice of Anchorage, a volunteer hospice, caring for Alaskans since 1982, is committed to making end of life easier and leading discussions. Please call us if you would like to learn more.

