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Warnings to the reader

‘The Board of the wozz and theauthors of this guide do not in any way
wish ide. Someone with a wish to die should receive
| oroth-

er| helpto makelifel bcar:b]c

todicshould haveaccess to theinformation in this book. For this reason
the wozz has decided not o publish this guide through a publishing
h bookstore n

right to di in vari ies. Right to die societies can de-
elop their ici ibution of this guide, i thar
i i i dlawsof i

i e

g prep: ps, which are not com-
patible with actingon an impulse.

“This book offers scientifically based information on how to achicve a
humane self-chosen death. A Dutch edition was written in 2003 and
has been sold only to physicians, pharmacists and professionals who
have been trained to care for dying people. Severely ill people whose
death may be a matter of weeks or months and who want to consider
the option of a humane self-chosen death should be allowed access to
theinformation n this book.

It remains the reader's responsibility to comply with all the laws
segaring topics covered in xlus book. When someone is present at a

h to offer thi

giveinstructions that may Tea o deathnit s o st e T person
cath.

This edition h dand ded on the Dutch edition. It i
particularly important that one not deviate fmm the esteps outlined in
itsau-

thors nor the wozz Foundation can guaramcc rha( death will be
achieved.




CHAPTER 1
Introduction
1.1. What this guide is about

This guide presents the practical steps involved in a self-chosen death,
realised without conscious suffering and caused by onesclf. The stan-
dard phrae for this, ding with dignty’, hasacquited so many ideo-

prefer the term A
ideradeath h

Tl i
the presence of others (relatives, friends or health care workers) with-
out conscious experience of pain or serious discomfort. In most cul-
tures dying in a circle of loved ones s regarded asa ‘good deaty, while
dyingaloneand dyingin painis considered tobea‘bad death’.

nsideragood death as selfchosen i

1o die rather than to liveon in irreparable physical and mental pain.
This decision should be b

for death (¢ itual comfort, adequate palliative
carc or professional [hempy) o avoid the misakes of 2 shortsigheed
and dwithaloved

oncand witha, tempassmna[: professional.
We consider a humane death as self-executed if the serics of acts that

together death are all performed by the himself. Unfortu-
natel i iseand i ioni

availableon how todojust that.

No one should be forced to an aggressive suicide by violent means
because of a lack of adequate information on humane methods to end
one’s life. This is one of the reasons we provide detailed information,

hisimp books.
Only methods that facilitate a humane death are discussed in this
guide. These methods share six characteristics:

1. Atfirst they inducea phase of deep sleep or coma.

2. After i di
or respiratoryarrest.
3. Alllif b himself

terminal or
cripplingillnesses or in case of frailty by old age some help n the
preparatory pl

1 Hetei il fthe

re
body.
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5. Relati any risk for their
health.

6. Ifall i h in
death.

Th - g duih hiouid ke

clear why many life-terminating methods are nor discussed in this
book. We do not want to give information on:
. : o

mpl
head).
2. d to
inhalation of carbon monoxide).
N 3

ness (asi h poi plants, i m
drugs).

. g I
that compress the carotid arteries in the neck).

5. a
met(e.g the plasticbag method, see Chapter 10).

We fully realise that the methods discussed in this book are not suffi-
cient for a good death. That involves other important aspects such as
beingat
here necessary for a good death, which, afterall, usually comes without
any express intervention. But for some people under certain unfortu-
nate conditions in which death will arrive soon anyway, the methods
discussed in this book provide just that piece of information that
brings ahumane self-choscn death within reach. For those individuals
this book has been written.

In ciseof terminal or crippling llnesses some help in he preparatory
phase may well be of i or

physician who s prepared to prescribe some medicines step by step, in
order to make 2 humane death possible in the near future. In other
cases relatives or riends may have to pmvldc some assisance in the

paratory phase by buyin

tical plumber’s work required by the helium mesod Howeres the
authors of this book cannot emphasizestrongly enough thatin he final
phase of a self-chosen death, the series of acts that together induce a




himself.
o this fundamental rule there is one excption: if an illness is so
debilitating tha the final phase cannot be executed without help (c.g.
i case of Lou Gehrig discase), we feel that assistance by a compassion-
ate doctor is indispensable in the final phase as well. Therefore, in
Chapter 9 we include the technicalities of a self-chosen death with the
assistance by a physician in those countries where under strict condi-
constha sistance i prmited withinch it ofthe s Swicer
land, the Oregon and Belgium. I
of Swiss right to dic organisations who are trained in providing assis-
tance in dying play a very important role which remains completely
within Swiss penal law (sce Chapter 1),
Nevertheles,this book is focused on methods that - in the final
p . As faras some-
oneis physiclly sble to take rcsponslblllry for the seriesof final acts
thatlead toaselfich
tyand notleaveit to others.

1.2. About the authors

In 2000, group of rescarchers in the Netherlands brought their spe-
cialist knowledge together in the foundation for Research into a
Humane Self-chosen Dcaxh RHsD in English and wozz in Dutch We
use the Dutch his book which is easier :

The central aim of the wozz is:

hosen death, planned and

d manner by the individual wit ial help from
others.

on effecti ah If-chosen death

isat over i widely di ial-

sis. The wozz has joined forces between those specalies s can be
scenbelow

LI

(self-chosen Death).
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1n 2001, Wi blished h

Draw up a concis of Sfor {f-chosen death and
Thisinfor-

mation ie  full use of toxi-

(0fo d (2) for profesional helpers r volunters o

ctes peop

fulway.

“This resulted in the publication of a book in Dutch on humane meth-
ods to end one’s lfe in a dignified way That Dutch guide was sold
exclusively to physicians, pharmacists, staff members and volunteers
of Dutch right to die organisations, and to rescarchers in the field of
humane self-chosen death including cthicists and lawyers. It was not
sold tolay people.

Soon the wozz received requests from professionals in other coun~

i with them. Th i

established a rescarch committee for an expanded English edition
based on the Dutch Guide. The research committee gathered expert
Knowledge from five specialties:

PicterV. Admiraal M.D., Ph. D retired iologistand member of
the Commi ics of the Royal Dutch i
Society.

Boudewijn E. Chabot M.D. inmedical
sociology.

Russel D. Ogden, criminologi i gyinsclf-
deliverance.

Jan GlerumPh.D, retired professor of clinical pharmacy and hospital
pharmacist.

Iso received technical advice from two p in hospital phar-
macy who critically reviewed and improved chapters 2-7. Last but not
least the writers received suggestions for improvement from the Advi-
soryBoard of the wozz (for their namesand professions e below).

In each Chapter reported cases will bediscussed which confirm the
efficacy of the method in causing a humanc death.

death), wozz Foundation, Delft 2003



1.3. For whom this guide is intended

The Board of the wozz and theauthors of this guide do not in any way
wish to encourage suicide. Moreover, it is considered to be of the
utmost importance that no person with an impulsive wish to die
should have access to the information in this book. Someone with a
wish to die should receive spiritual comfort, adequate palliative care,
professional therapy, or other ways to make life bearable. Improved
quality of life can by a physician or by trained health care
i is is notalways p

Wozz cannot ly hether this guide is ordered by
somcone with an impulsive wish to die who should not have access to
this information. Thercfore, WOZZ has decided not to publish this
guide through a publishing house, bookstores, or on the Internet. It
will el this book exclusively 0 assocations of physcians o pharma-
cistsand totorigh b
and

p their own policies for distribution of this
guide,ina is consi i of th
own countrics. The Board of the wozz and the authors are o the opin-
ion
nd professionals who have been trained to guide dying people (minis-
ters, psychologists, nurses, social workers and others). Ethicists,
lawyers and reseatchers in the field of a humane self-chosen death are
included in theintended circle of readers.

Morcover, sevcrcly il people whose death may bea mztrerofweeks

toconsider the opt
chosen death should be llowed i foninthis ook,
ispeciallyso if no physician o tained helper is i a positon to offer

how to achi death. These pro-

fessionals are not always available or sometimes prefer not to become
involved. Therefore this guide is written in plain English that can be
understood by someone who has rationally decided to end his o her
lifc in a humane way and who is in need of reliable and detailed infor-
mation on how to realise that goal.

It remains the reader’s responsibility to comply with all the laws
tegarding topics covered in this book.

It is unfortunate that all over the world physicians and other health
care professionals lack the expertise to advisc on how to realise a
umaneself-chosen death by the person himself without asssiance by
adoctor.
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The central motive for the publication of this guide is to enable

both medical and o!het professlonals whc have baen tmmcd to gundc
dying peop

tencand rational wish todi o py

fessionals may sometimes also need the down to carth formation in

this guide to comfort dying individuals who want to prepare them-

selves for a sclf-chosen death. Readers do not need a medical back-

ground tounderstand the content o this book.

In many countics physicians and lay people are not allowed ©o
directlyassistina physician
ora health care professional may well be prepared to help someone to
understand the practical how-to-dovit advice that s detailed in this
book. Pror
hastening death, both emotionallyand froma judiml pointof view.

In case health care professionals don’t want to give that informa-
tion, right to die societies can cither distribute this information
through their own volunteers (we would prefer trained helpers), or sell

receive this information. It will become clear from this book that a

steps, which I

The Board of and i this
guide will sooner or later become more widely known. Given the diffi-
calt legal positon of many doctors toassis in 2 humane self-chosen
death, ti berof gravelyillpasi
<o find out for thcmsclves what to do in order to achicve a good and
wil

and more effective information for lay peaple on this topic. Every
nation will have to find its own way through this process of cultural
changearound death and dying.




1.4. Why this guidefillsa gap

‘This guide fills a gap because it provides evidence-based information
about methods of self-chosen death with a high success rate when all
thesteps in Chapters 2-8 arefollowed.

The first guides were published in 1980 in the Netherlands and
Scotland: Dr. Admiraal’s Responsible Euthanasia. A guide for doctors (in
Dutch) and Dr. Mair’s How to Die with Dignity. Since then, several other

out the help of a doctor. Well-known books include Derek Humphry’s
(1991) Final Exit (USA), Docker and Smith’s (1993) Departing Drugs (Scot-
land), De milde dood (The Gentle Death) by the Belgian chemist Verzele
(1994) and Last Rights Publications’ (1998/2000) The Art & Science of Sui-
cide (Canada).

After adecaled analysis of these books by specialists i the field of
clinical pl d that, with
the exception of Dr. Admiraals book, the information they offer falls
short with regard to toxicology and pharmacology. We were lucky to
have expert knowledge on thse topis i our group. The books that

have been publi fthesteps
how toreal death. In particular they id insufficient
attention to the essential facilitating role of benzodiazepines a group

2).Most

important, these sources of information all lack a critical appraisal of

relsbleeyewitnes eportson both sucessul and fled aempsaa

humaneself tinafailed

planned death or possnbly in an unnecessarily difficult and even

painful death.3
by

comings. Numerous substances are known to be potentially lethal for

humans, but by no means i he advisd dose abwayssucesfl and
requires a high

of certainty that death will ake place in a state of decp sleep and with-

P
“how-to-books’ “Itis
doesn't”
(1996).
Lethal drugs. In: Batin, M. & Li (eds).

243).New York:
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In North America, a method of humane self-chosen death has re-
cently been developed which, rather than using medicinal drugs, uses
helium. The helium method leads toa quick death with no pain or di
comfort. Chapter 8 describes this method in detail and gives empirical
databased on eyewitness reports.

i dtothe
authors by eyewitnesses is quite small. These drugs have only been
included in this guide because there is independent toxicological evi-
dence on their efficacy, when used in the suggested dose with all the
precautions met.

5 Summary of contents

Chapter s not i b d

tions that have to be met for medicines to cause a humane self-chosen

death. The reader will find here the background knowledge he needs,
: Ficihae ; o

dose to complex aspects like drug tolerance, To help the reader a
detailed ith Chaprer 2as
i i prep. the final phase.

Chapers 3 and 4 (on barbiurates and opiacs)discuss drugs hat are
known as narcotics, and which are listed d substances. Bar-
bicurates and opiates are difficult to obtain for most people. Neverthe-
less they must be discussed, because many right to dic organisations
concerned with self-<chosen death have mostofthei experience with

<o prescribe them i small quantitesfor  competent adult in the tr-
minal cancer tional wish todic.

In Chapter 5, 6 and 7 (on chloroquine, some antidepressants and
orphenadring)drugsae discussed chat st no controlled substances
b ined withouta
prescription in many countries. Alzhough anudcpressants require a
prescription, it is usually not very difficult to obtain them if one pre-
sents the proper complaints overa period o time.
Atpresent, yetmany

planncd deaths using the drugs mentioned in these Chaprers The
rescarch committce concludes on the basis of the toxicological litera-




turethatendi ’slife wi icinesi i idedall
th ions di d in Chapter llowed. The few well-doc-

Chapter 8 describes in detail how inhaling helium gas is 2 non-drug
method that leads to a humane death. Over the past few years this
method has been increasingly used in North America with consistent
results. There are several preparatory steps in assembly of the helium
gas and balloon bag system, which may at first scem complex. Never-
theless for anyone with basic technical houschold skills, the prepara-
tion of an effective helium system is notdifficultatall.

Chapter i isted dyi d
routes. Some illnesses are so debilitating that the final phase of a self-
i th braveand

i assistance with rel where-

as health care workers or loved ones would encounter considerable
technical difficulties. We rely heavily here on experiences in Switzer-
land, the Netherlandsand Oregon.

Chapter 1o di dvise in this guide
because reports by credible eyewitnesses have established beyond
doubt that these techniques are either not usually effective o bring
seous riks o those present ot ned assstance by someone cse 10
i :
ing pills has a substantial rate of falure which has never before bccn
discussed broadly. Our Chapter aims up-
posedly effective methods that in practice can do harm to the person
e etectve :

Chapter Irisksfor relatives,friends and volunteers
of right to diesocieties whoare presentat a humane slf-chosen death.
Attendance at a self-chosen death places one at serious risk of being
subjected to police investigation and perhaps prosccution. This Chap-
ter offers suggestions of how one can reduce this risk and stay within
the boundaries of the law. This Chapter provides information drawn
from Canada, the Ut

Although the information in this guide has been checked by various
experts, improvements will be possible with wider sharing of knowl-

1

5
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dge and experis a indeathcaneverbe
given. The wozz welcomes information from toxicologists and phar-
and from indivi a
chosen death. Improved knowledgc in this area must overcome the |
secrecy of the past. Therefore we include a report form in Appendixz
which can be completed and anonymously sent o the addressgiven in
may wellincrease our human

sclr—choscn deathand might Teultina revised edition o hisbook.

Delft, the Netherlands, June 2006

The Board of the wozz consists of:

D., Chairman, retis berof

he the Royal Dutch

Society

Jaap Brienen M.D.,secretary, general practitioner

JanHuls,M.D., treasurer, general practitoner

Boudewijn E. Chabot M.D.,psychiatri in medical
sociology.

The Advisory Board of the wozz (as privateindividuals,
inalphabetical order):

Prof 1. Ph.D, of E Uni ity,
Rotterdam

T van Berkestijn, M.D. g theRoyal Dutch
Medical Association.

Prof E. van der Does M.D. Ph.D., emeritus professor of general medicine,
Erasmus Universit

ProfJ.H. Glerum Ph.D. i fclinical pl
hospital pharmacist, University of Utrecht

Prof.). Griffths, Ph.D. emeritus professor of law and sociology,
Groningen University
J.H.MulderM.D. Ph.D., retired Pop W i
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wozz Foundation

CHAPTER 2

Basicinformation concerning thelethal drugs
discussed in Chapters 3-7

2.1. Few drugs are both effective and humane

Itis essential that the greatest of care be taken in the preparation and
carrying outof a humane hastened death. All seps must be followed
diligencly. Thi

preparing the stomach with proper anti-cmetics, mkmg the drugs

Acham s only s strongasits weakest lnk and the Hutmane cading of
one’s lfe will have the greatest chance of success if every link is pre-
pared with cqual cae. lmpu]swc acsand dcvlztwns from the recom-
mended planned death,

Deviation,
We have documented cases in which a doctor advised changcs to the
combinations of drugs recommended here, which resulted in failures
to end life, or unpleasant and inhumane deaths. One instance is
described below.

Anillustration of ownot todo it
A 75 year-old woman suffered from a disabling, non-terminal lncss.
her, for ingherlife. The
doctor ing to give her di Th decided,
i i her doctor, that thelechal drugs
hapter 4 of thi i
combination with the sleep-inducing drugs flurazepam and ox-
azepam. The doctor discussed this combination with an internisc
friend. The incerni pposed the use of
because anoverdose can lead o epilepticatacks’ so hesaid.Tnstead of

cine that slows down the stimulus conduction m the heart musc]c. The

‘The woman and her daughter accepted this firm advice from a medical
specialist. The elderly woman used the drug he recommended and

nosignsofbeing

todeath. Theattempttoend herlife failed.



Analysisof thiscase
1. Ahighdose of acalci

But i the
lethal. Thereis asubstantial ch iving
theatte t. The i ist's i isolate
lackedani icological basis.
2.1t d inducean
But an epil byahigh
doseof dvised time
de. E if the tient
d thatheor she would
thoughiti: i i 1

witness an epilepticscizure.

e — i

For instance, itis often thought that natural substances, such as poiso-
nous plants, can be used in suicide. The death of Socrates from an
extract of hemlock (Lat. Conium maculatum) was romanticized by
Plato as a mild form of death. In fact, the poison in hemlock brings on

P
times) convulsions. Eventually the paralysis reaches the respiratory
muscles, causing aslow suffocation, a cruel death.

athasten-
ing death using natural poisons somerimes succeed but always with
ver Moreoften involve

pain. Rescarch into these naturally occurring poisons continues but
despite great efforts there are no usable results for a humane sclf-cho-
sendeath.

Tl area third sourc inki; humane
deffecti -
3 lin. Indeed, for elderly ina frail conditi
insulin can be lethal. we find in the toxico-
logical li i

effectofinsulin on healthy persons s uncertain.

The research committee that wrote this book in a collaborative
effort has unanimously decided not to include doubtful methods in
thisguide. Chapters  t08 discuss oy methods known toofera very
high probability of death wi
all the instrucions are followed. Morcover, these methods cause no
physical danger for relatives and friends present. The judicial risks for
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ary to country di dinasepa-
rate Chapter (Chapter 1).

With some lethal drugs there s an interval of more than 12 hours,
sometimes even more than 24 hours, before death occurs. Given the
scarcity of effective and humane lethal medicines, we decided to
include drugs like phenobarbital (Chapter 3) or fentanyl (Chapter 4)
though takealong time for death to occur. The
‘many hours of waitingcan be difficult for those present.

Our first priority is that the person carrying out the planned death
should be spared serious discomfort by the effects of the lethal drugs
aken. This goalisattained by way of a eepslecp withinan hour, some-

imeseven This
phase of deep sleep or coma sooner or later merges into death. Itis rec-
ommended that any persons who are present should be guided by an
experienced person who can explain any unexpected events that may
take i han 24 hours.

2.2. The preparation phase:
what to know and what to do

£

tradeor! g
Every medicine has a generic name and often several trade or brand
names. Because brand names vary from country to country, this guide
exclusively uses the generic name for cach drug. The reader can easily
find the trade names of the medicines discussed in this book by search-
ing the alphabetical Drug Table that is given as a fold out in the back
cover.

In this ical Drug Table of the generic names the reader will
find all the trade or brand names in 11 countries: USA, Canada, Australia,
New Zealand, UK, Germany, France, Italy, Spain, the Netherlands and
Belgium. In other countries the reader has to search for the brand
name, .g. by asking his doctoror a pharmac

Mostof in
prescription.

In this book we refer to ‘lethal drugs’ sometimes as ‘lethal medi-
cines’ or alternatively to‘drugs’ or ‘medicines’ for short.




2.2.2.Drugstoragelife
i alwags provide i ion on the
hich th beused.
Manufacturers guarantee tha the product will emain effetive until
the ‘expiry date’ under appropriate storage conditions. In the past, the
storage life indicated by pharmacists varied from 1 to 10 years. At pre-
sent, the maximum storage lfe is fixed at between 4 and 5 years and
this assumes that the medicines will be stored in unfavorable condi-
tions.

haelethal drugs be kept dry in i bot-
tles in a dark place. In thesc condiions the medicines discussed here
can be stored for at least 10 years. It is unnecessary to add moisture-
resistant granules. The storage lfe of lechal drugs is not pxo]ongcd
throug] Morcover, a refrigerator is a poor

because others may then have access to the drugs and may use them
accidentally or for an impulsive suicide.

‘The research committee recommends the drugs be kept in a safe
placeout of the reach of others. A bank safety deposit box or awell con-
cealed and securely locked safeare suggested.

1 case of doubtas to whethera paticula drugisstilleffctive an
expertcanb lied th gwith dig-
nity listed in Appendix 1.

Ieis recommended by some totesethe strengeh of tablets in alabo-

" that thisi

2.2.3 Body weight and drug dose

‘Thellethal dose indicated for cach drugin this guide applies to persons
withabody weightof b d

i kg i the
lethal fore traweight. Thelethal

deieciibe AR by R oE ey kg (22 pounds) under 60 kg (132
pounds)of body weight.

d one's life

When one has loved ones and close friends, it is of great importance to
share with them the decision to end one’s life. First, it is important to
ensure that this decision is not a mistake and that other possibilitics

wverlooked. nd, atl loved one
isimportant in order to prevent unwanted attempts atlife-saving res-
cueefforts (sce 2.2.5). Third, the dialogue with one's loved ones can be

21
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valuable for them to help them come to terms with your decision and
theirloss.

 Sometimes thee are no loved ones and no cose acquaintances

In such situations, it i toan

outsider with expeience in giving guidance o pcoplc with a wish to
di
in conducting discussions about this. One's family doctor may also be
opentosuchadiscussion.

Ifafter di he dec d one’s lif lyis
taken, one must then choose from the drugs and methods discussed in
this book. Practical considerations of availability (see Chapters 3 to 8)

P
the preferred drug can be obtained from the organizations listed in
Appendix1 (seealso Chapter 2.4).

2.2.5 Refusal of life-saving treatment
Arisk factor in a humane sclf-chosen death s discovery before death
occurred and atemps at unwanted lfesaving interventions: pump-
ingofth
tion and artificial respira[iom A handwritten refusal of treatment
which specifically names and forbids these interventions is legally
valid. The patient’s name must be clearly visible and the document
mustbecarefully signed and dated.

In practice, however, a written refusal of life-saving treatment put
in a clearly visible way, is casily overscen or ignored by ambulance
workers and doctors finding someone who s not dead. They ignore
such declarations becaus the saving of lives is their routine task and
they may doubt whether the declaration has been drawn up by some-
onclegally competent.

Unwanted life-saving treatment can be more effectively prevented
by naming an authorized person who will ensure that the written
refusal of treatment is observed. This authorized person must be
informed of the time and place of taking the lethal drugs and must
keep watch ator near thatlocation.!

1. Other
i Thisguideis

outofahumanesuicide.



2.2.6 Drug toleranceand withdrawal
After repeated exposure to a particular substance, the body learns to
breakit down more quickly. Thi is known as tolerance’ With alcohal,
for an drinker gets drunk a
regulardrinker. Thebod i
alcohol and metabolizes it more quickly to render it less harmful. To
achieve the same level of intoxication the regular drinker needs to
increase theamount of alcohol consumed.

Similarly, with regular use of some lethal drugs the brain becomes
less sensitive to them. Consequently, the effect of the drug in question
is weakened.

For these two reasons - faster removal from the body and reduced

ed to achieve the same effect, In the case of regular users the body can
sometimes render these lethal drugs harmless so quickly that death
willnotoccur evenatieradoubledose or more.

Notall ive for ending life are subject to the cff
of tolerance with regular use but some are. Especially subject to toler-
ance are opiates (painkillers, Chapter 4) and to a slightly lesser degree

ing pills - tranquilizers, his Chapter).
Because of tolerance, those who use any benzodiazepines, opiates
; i dli

withdrawal process and stop using them for some time. Stopping sud-
denly is dissuaded because of unpleasant reactions such as fear and
; ! ; provol

ancpileptic it.

Other drugs used to end life, particularly chloroquine, anti-depres-
sants and orphenadrine, do NOT lead to tolerance. Therefore, no with-
drawal period from these drugsis necessary.

Withdrawal from the medicines just mentioned takes several
weeks. Firstisa phase of gradual reduction which s followed by a phase
during which oneis ‘clean’ (no longer using the drug). Asa rule, a peri-
od of 2 to 4 weks is the recommended phase of gradual withdrawal.
For the ‘clean’ phase at least 3 weeks and with some drugs 4 wecks are
necessary. Only then can the plan to end one’s life be carried out effec-
tively.
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Tl isastandard ion for i period

for reduction and remaining clean’ i dben-
zodiazepines. There is no objection to taking longer to complete the
reduction phase.

Thestandard recommendationis:
period of atleast

uscofthedrug o zero;

— lean’period:for atleast deathuseof the
drug must be entircly stopped;

~ total it i i lus 3 week
‘clean’; which fortotal
withdrawal.

Ductod gularusers of piat

%
ly true with opiates and it will sometimes be much too difficult costop
them atleast

may fall into
ofupntcs ll four of the opiate painkillrs suitable for humane self
chosen death (Chaper 4)lead 1o tolerance. Therefore i i citcal 10
know whether
aking them and complete the processof withdrawal.

‘The necessary information about opiates can be obtained from one
of the organizations listed in Appendix 1. A doctor or pharmacist can
tell you if a painkiller is an opiate. The same information can be

Tosummariz: if one has been taking opiaces, arbiturate or benzodi-
therei

real chance that slt-chosen death with these drugs will fail. If one is
unable to stop taking these drugs another lethal substance must be
chosen.

Opiateand brbiturtes can e replced byone of the lerhaldrugshat
donotlead totol h -7) lained below, benzodi-

A e ikl

biturates). Therefore, to be certain that a humane ending of one’s life
will succeed, it is essential that one complete the withdrawal process
from benzodiazepines.




with

2.2.; it i

mostlethal drugs

There are at least 2o different medicines included in the benzodi-
d sleeping

pills Some e prescribed fo insomnia, others mainly releve anxicry,

areusually heavy doses. Itis
explained below that it is critical to use most lethal drugs in combina-
son with benaodisaepnes. This docs no apply tothe barbicracs
which hapter3).
Thelethal drugs dlscussed in Chap[exs 10540 ot laies long-
lasting sleep. They must always be taken together with benzodi-
azepines for three reasons. First, lethal drugs often have unpleasant

Benzodiazepines suppress many side-cffects, particularly muscular
: ; . : S

of azepi ides such a deep sleep that whatever unpleas-
ant side-effects may take place, they will not be experienced in con-
sciousness. Third, a high dose of benzodiazepines often reinforces the
lethal effect of the drug that s being used to end life.

Although thereare about twenty benzodiazepines on the market, only
a few ofthese provide a suffciently deep and long-lstng sleep The
working group en-
odiazepines lsted below.Inthe doses recommended, they w|]l pro-

crallyfalls aleep after 30 to 60 minutes, Variations from this are possi-

ble (faster

Recommended long ctng benaodiaacpines:
ee Dru
300mg(z0 (ablcrs ofls mgor 1o tabletsof somg);

5 mg, or 30 tablets of 10 mg);

1mgorio tablets
of2mg).

in his book.
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lcohol. Mr Verzele

hard liquorislethal provided the person i clan The rscarch
Thcrcforc we

Ho bined
withotherlethal dr i i ing pill most

illegal (¢.g. USAand Canada).

As a second choice to flurazepam, diazepam and flunitrazepam, the
research committee recommends oxazepam, a benzodiazepine that
works for asomewhatshorter time:

blets of 1o mgor o tablets of
somg).
& '8!
dncadd o ddGep Sen A Chigtas AT
lethal h
long-acting benzodiazepines.
All i betaken ime as the lethal drug. It

isquite ar:ccpmb]e tocrush them intoa powder so that they mix togeth-
erwith thelethal drug.

It is fairly easy to collect more than one benzodiazepine because
they are often prescribed for sleeping disorders and for stress or anxi-
ety. When two benzodiazepines are used, both in heavy doscs, death
generally occurs sooner. If it is possible to collect two, this is recom-
mended though not necessary. What is essential s that one of the ben-
zodiazepinesis long-acting.

If chloroquine is chosen as the lethal drug (Chapter s), it must be com-
bined with both a long-acting benzodiazepine and a benzodiazepine
that puts one to sleep quickly (within 30 minutes).+ The reason for this
is that an overdosc of chloroquine can act quickly, after about an hour,

3. Verzele, M.(1994). De Milde Dood(
P




and cause painful muscular contractions or an epileptic attack. The
concentration of the long-acting benzodiazepine is then sometimes
still too low pp! ffects. For this reason,
committee advises that with chloroquine one of the four fast-acting
benzodiazepines listed below should be used. Theeffects of thesedrugs
wear off quickly so they must always be used in combination with a
long-acting benzodiazepine.

After
after 10 to 30 minutes. With midazolam this can even happen afers
minutes.

Recommended fast-acting benzodiazepines:

g smgorotablets
of 15 mg);

~lorazepam: recommended 25 mg (25 tablets of 1mgor 10 tablets of
2.5mg);

mgor zocapsulesof z0mg);

1mgor 1o tablets
of 2mg).

long-lasting

sleep. However,itisdifficult o obrain.

Toavoid fall i drugs,itis better toswal-
tow the e -acting benzodiazepines only after all lethal drugs have
been taken. This is particularly true with the fast-acting midazolam,
whichaninducesleepin s minutes. When they s takena he ame

thelethal
drug.s
2.2.8 Anti-emeti omiting
The working group recommends thrce anti-emetics. These medicines
work to prevent th of th h. The first choice of anti-
emetics is metoclopramide:

Dose pri aperiodof 36 h 608

g, Thi
recommended as the most effective anti-emetic.

y
explain why they consider this advice to be mistaken.

27
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Second choice i
i tablet form withouta

prescription.
Dose prior toself-chosen deaths overa period of 36 hours, every 6 o0

Metoclopramide(first choice)
trade names
Australia Anagraine; Maxolon; Metamide; Pramin
Belgium  Dibercil; Movistal; Primperan
Canada  Apo-Metoclop; Emex; Maxeran; Maxolon, Reglan
France
Germany

Gastrotrop; Hyrin; MCP; MCPham; Metoclamid; Paspertin;
Regincrton
da; i ; Clopan; Cr

Ttaly
Nadir; Plasil; Pramidin; Randum; Regastro; Viscal

Netherl.  Primperan

NewZ.  Maxolon; Metamide

Spain  Acroflat;bsesal; Paidozim; Metagliz; Primperan
e - i
usA d Reclomide; Reglan

trade names
Motilium

Gastrocure; Motilium
Motilium;

Motilyo; Peridys

Motilium

Gastronorm; Mortilium; Peridon
Motilium

Motilium
Domperamol; Motilium; Vivadone




One must be aware that about 10 % of people experience drowsiness or
taking this anti-emetic, there is a risk that the proper procedure will
not be followed. During the preparation phase it is a good idea to test

2 i ide. If it d iti w0

switch to domperidon or cisapride.
Some people recommend drugs designed to prevent motion sick-
ness and car-sickness such as cinnarizine (Stugeron). These can be
bought from many pharmacics and they work against nausea by
dulling theorgan of bala they areNOT,
caused byl i For this
reason, we advise against the use of all medicines against travel-sick-
ness. They offer insufficient pmrecucn against drug-induced vomit-

ing. As another di they often may

begm using i idon or cis-
mpndc a leas 36 hours before carying out  humanc ending of one's
life blet or ke 6108 hours. The last

tablet or suppository should be taken one hour before the planned
ingesting of the pills.

o i il
drugs. After that, it any
i helethal P

Py
tion of these drugs into the body. One can continue to drink normally
and can take a biscuit or cracker 30 minutes before the swallowing of
thelethal combination of substances (sce 2.3.3.)

2.2.9 Alcohol: drinkin moderation
in i It
is tue chatalcohol he effect of lethal d dofbenzo-
di acwhich thi
Kninwn and i probiabl quite igh. it s belceed thae the effct. cccrs
only with a heavy dose (5 shot glasses of hard liquor or up to 250 m.).
The research committee sees at least three dangers in using this
amount of alcohol. First, this is an amount that makes most people
quite drunk and it can prevent the planned death from being carried
out with the necessary carefulnes. Second, a5 an even worse conse-
death. Finally,alco-
hol can cause vomiting when one is not used to it ~ even after taking
anti-emetics. Our advice i to use only the amount of alcohol that one
can easily take, Preferably, take the alcohol only when all lethal drugs
have been taken.
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2210 The preparation phase: a summary
h i

For
more or less in chronological order. The figures between brackes refer
to the Chaprer headings or Chapters under which cach point is dis-
cussed.

wish
i

ithad h atrained helper with
thi 4).Thi fon wil inucduring the
steps that follow. In the courseof these discussions it should

ied out. Any i bewillingand
being present: death

nding p
feel o ;
2. Choiceof particular method: a choice is made for a particular lethal
s o8 e o o S

(2:2.7)and ananti-emetic (2.2.8).
C e d

dth ).Ifthe
labl h her thati
casier to obt 1 helium tank (Chapte
8).

llected are kept

notaccessibletoothers (2.2.2).
. Arcfssalof ife-saving treatment s written (2.2.5).

deathis fixed, th ized per ).
7-Withdrawal period: The withdrawal period must be take
adi d i di

life. i i tesand

- e bouts
‘weeks)see 2.2.6 and i i helethal d
Withdrawal i i-dep
_ andorphenadrine

hol when taking the drugs

shouldknnw)usorhcrrezcuonwalcohol(z.z ) s Not
necessary to tak




2.3 The final phase: what to know and what to do

Afterall the steps in the preparation phase have been taken, it is not
ancommon to postpone the date for arrying out the plan, sometims
‘The certainty that deathii to bear
certain kinds of suffering. Recall that drugs collected will remain
usableforatleast 10 years f stored properly (2.2.2).

When the decision is later taken to carry out the plan, the prepara-
tion steps need to be rechecked. In parcicular, withdraval may once
again ifp usedin
theinterim.

231 The final phase: how to take the drugs

Thebasic guidanceis:
1 i & 'S
ne(or , custard oryogurt.
By bowl 1 soup-bowl i \
200 ml)of custard.

2.Stir them together well and usea spoon to swallow the mixture. To
Hen.e e & :

prepared fora bitter taste. Adding asweetener may improve the
bitcer taste.

3. Wash the bitter taste away with one or twogl applejuice,
ater or i

p

(ifavailable). Thisis d

ccmplcuon o thesteps o inordertoavod heriskof lling
thedrugs.s taking thedrugs,

alcohol may provid necantolerateit.

Variations on this basic advice are possible, depending on circum-
stances and individual preference. For instance, if one has very many
tablets to take one can grind them to powder in a mortar or in a coffee
bean grinder and sprinkle the powder in the applesauce, custard or
yogur. Some find it casier to swallow a large quantity of tablets when
they are finely ground. Grinding them also speeds up their effect. Do

5.

cacting

pi
minutes.
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not grind chloroquine tablets because this drug s extremely bitter in
powder formand can provoke recching.
Some try to make the taste less bitcer by adding concentrated

find this an improvement. There's no arguing about taste: everyone
must follow theirown prefrence.

Dissolving thed din‘De
is not necessary. Indeed, not all dmgs are dissolved by alcohol, The
advantage of dissolving is that drugs take effect faster. The disadvan-
tageis that it is not casy (and sometimes impossible) to dissolve drugs
well. Morcover, dissolved drugs can result in a nasty tasting solution.
Lastofall,

Others advise dissolving the drugs in water, Although dissalving
will help the drugs take effect sooner, this may also produce a nasty
taste. To find ity of drugsand try dissoly-
ing a single tablet in water or in alcohol but be aware this will not give
anyidea of how it will be witha large quantity of tablets.

Drugs that are sold in the form of a hard coated tablet cannot be
ground up.
peopleif theyare sprinkled into s oryogi iR P ey e
lowed oneby one.

The drug dextropropoxyphene (Chapter ¢) comsin capsules. To
achievea faster effect, totwist
and sprinkle the contents ino custard or yogurt along with the long-
actingbenzodiazepines.

Sometimes oneis advised to takea test dose tosec howone reats to

‘hereis, h r,verylit-
e mpone uscae CIgones ;: Y ke
toalethal dose. Only with th ; i
test tosee whether or nocone pill induces drowsiness. I so, oneshould

tryoneof the other anti-emetics (2.2.8).

2.3.2Thefinal phase: position to adopt when taking the drugs

‘The working group advises taking the drugs in a semi-upright posi-

tion, cither in a bed with pillows behind one's back or in a slightly
k chai -annot fall out

o[(hecha\rwh!lchlllngzsleep"lnkealog

sometimes fals forward which will impede breaching. A ardiac rrest
will then occur somewhat sooner. This may be accompanicd with



isnosenseof suffocation.
Anyone who prefers to lie down may certainly do so. The indicated
dose of the various drugs is such that death is certain provided the

33

2.3 The final phase: asummary

needtobe
taken in carrying out a humanc ending, oflie.This summary assumes
thatall steps of ion phase have been completed ful-
Iy (see2.2.10).

“Thi onitsown. It toread the

full account aboveas well as the information that comes with the lethal
drug chosen. Be aware that some drugs requite deviations from the
g donotgrind
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Thefinal phase: asummary

1. Thefinal
becn completed (2:26).
2.. i i

period has

tart36
1tablet. 1
every 6 or8 hours. The last oneis taken one hour before taking the
lethal drugs.
3.Ifonewishes togrind the drugs,itisa good idea ot toleave this
uncil chelast day.
4.Onthedayof self-chosen death, ingitemsin placef
uscat theintended moment:
~ thelethal pills and thesleeping pills;
- asmall bowl of custard or yogure (keep someextra custard or
urti sitis easier to takea fpills with
custard or yogurt than separately,one by one;
- abiscuitor cracker with fillings
- wateror milk to washaway the taste.

Thisis not

working group does not recommendit.
- alcoholasdesired provided one can take it well.
5. Nofood for12 hours. Thereis no objection to drinking wateror tea.
— One hour before the planned taking of the drugs take the last

anti-emetic.
Ifanhe racker with filling. This will
6. Theauthorized personis presentat,or close o, the placc of dyingin
order p ife-saving
i d dl pill mu::cus(ard
oryogurt, g if preferred. Sti i

without pausc and without speaking to prevent choking. I pills
remainin thebowl, thesccan be taken witha 1.:;1: exiracustardor
yogurt. Wash away

twoglasses of water or milk.

8.Ifone u: i ),

yogurtor llowed.
lcohol should be used only ifone can tolerateit(z.2.9).
tostartdri beforeor during the ingestion of drugs.

getmixed up, which could lead to makinga mistake.




2.4 Notes about collecting lethal drugs

Inguiries about the collecung of lethal drugs can be made through
wi life (for addresses

sceAppendix1).
The working group does not wish to provide specific addresses

where lechal drugs can be obained. Fits,concern for people with an

impulsive wish to di toby

this point. Furthermore, published addresses quickly become outdat-

iy S sy : b pre-

. ; NS0

Internet. T}
ofthillegalcharacter of those sales. Ay lis of addresses where lethal
drugs can be bought would therefore be out of date as soon as it was
published (scc2.4.3).

‘This book may offer guidance to people who have reached a well-
considered decision to end life in a humane way by providing practical
information on the options available, the required dose of particular
drugs and precautions to be taken. However, how to obtain the drugs
should be a matter of individual searching based on information from
right todiesocieties in one’s own country.

followed

in the Netherlands?

plored how peopl sk
of one’slife. I ivesof 3tindividu-
als who ended their lives humancly‘ Some of the deceased had fol-
lowed more than one route, therefore the numbers in Table 2.4 add up
toalitcle more than 31.

Table

from doctor whoisa friend of the family
with excuses given toa doctor or specialist
(notknowing the planned death)

with excuses given toadoctor or pharmacist abroad
from another professional helper

from relatives or friends in the Netherlands

from relativesor friendsabroad

witha forged prescription

e errwro

unknown

6. Chabot, B E. (2003). Aself-chosen death. In: Adams, M., Griffiths, J »

35
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death. did

reported as ‘natural cause’ sometimes as ‘unnatural cause (suicide). Of
i Abouthalf

specialist.
b

Ifthereisa
terminal illness which majority of
thegeneral i i il ibealethal d

The

.
B

death with barbiturates prescribed by a doctor.
From Tabl i e

the

practiceasthereisin Switzerland.

2.4.2Legal collection of lethal drugs
i X itislegal ichis

lethal in an appropriate overdose. It is obtainable without a prescrip-
tion in most countries. The Drug Table identifies the trade names of
drugsin i countries.

“To date, no research has been done into whether drugs that are not

)and
P hapter 6) could b byan individual

customer through avirtual pharmacy.

In Chapter 4, itis indicated that in the Netherlands there is a black
marketforon pi i h
death. An outsider who buys these streetdrugs can never be sure of

» &Hartogh, G.(Eds.) Euth
(pp.87-115). Kampen: Kok.
Ulrich, ., & Bir,W.(2003).
Swiss right to dic organization. Swiss Medical Weekly, 133,310-317.




g 3 lethal
dose of opates requires the help of a reliable middleman who is not
himself aseller but can put the buyer in contact with an authentic sel-
ler.

In North America, there are reports that veterinary Nembutal (liq-
uid pentobarbital) has been purchased from veterinary suppliers in
Mexico.

2.4.3 Collecting drugs through the Internet
Inline with ourgeneral policy not to discuss or include doubtful meth-
ods, we do not provide websites that might contain mistaken informa-
tion. The rescarch committee sees no point in referring people with a
serious wish to die to sources of information that are incomplete and
without instructions to separate the wheat from the chaff. A humane
self-chosen death with relatives and friends present should not be a
sceneof Russian roulette.

Some people presume thatlechal drugs can b ordered easily from the
Internet. Thi: or ‘may read
that someone obtained dextropropoxyphene (Chapter 5) through the
Internet, but after an intensive search, the website in question appears
to have been removed. The Dutch nvvE had a similar experiences: as a
test case this organization placed orders for opiates with dozens of vi
tual pharmacists. In very few cascs were the drugs delivered. In those
UL ; 3

This sort of experience is to be expected with drugs prohibited by
law. Opiates, for example, are only supplied with a doctor's prescrip-
tion that saisiesseict conditions. An Internet supplictis vlnerable

this reason will

address.
The ch

is small for an indivi ordersan
opiate for purposcs of hastening death, but this can be different for a
right to dic organization thatacts in order to supplyalethal drug toits
members.

th,C.K. (1995).Street drugs. In Smith, C.K.
Dock Hofsess,).(Eds), i i

of Canada.

9. Verbal report from Right o Die-NL'(NVVE).
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Cu i i ther countries.
nyone who buys lethal drugs abroad must be able o justifythe pos-
session of they arefor medical use. For

cample i ifonecan
show that they are medicines for one's own use. This can be demon-
strated when the name of the parient, the drug and daily dose are
. The total amounti
respond with the daily dose stated and the intended duration of one’s
travels.
If one has drugs sent by post, perhaps through people one knows
abroad, it is often not necessary for the sender to put his name on the
package.




2.5 The report form for eyewitnesses:
Astrategy to increase knowledge

Aftera hosen death it is desirable thatan re-

P
cases in Chapters 3-8 it will become clear that more detailed reports are

d d, thed:
toend life,and has i b

cumstances is even of greater importance to ensure that others do not
suffer the same misfortunc. Appendix z can be copied. It is important
that the witness of a self-chosen death be familiar with the form and
knows which details to document.

The form can L tect the identi-
ty of the person who has ended his or her life as well as the person sub-
mitting the form.

Please send the report form through the post to:

Russel Ogden (oneof theauthors of this guide).
207 Osborne Avenue

New Westminster, BC

Vv3L1Y7Canada
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2.6 Overview of Chapters3to7

‘This book has been put together with the greatest possible care. Even
s0, neithe its authors nor the wozz Foundation can guarantee that
death will beachicved. Itis p

from the instruetions given in this book if one hopes 10 achieve 2
humanedeath.

Chapters 3 (barbiturates) and 4 (opiates) discuss drugs that arc known
as narcoics and lsted as contelled subsiances. Organizations con-
cerned with their exp: these
two groups of drugs. Barbiturates, however, are rarely prescribed and
opiatesare difficult to obtain for most people.

In Chapter 5 (chloroquine), Chapter 6 (antidepressants) and Chap-
ter 7 (orphenadrine), drugs are discussed that are not controlled sub-
stances. They are less difficult to collect. Chloroquine can be obtained
without a prescription in many countrics. Although antidepressants
require a prescription, it is usually not very difficult to have them pre-
scribed if onepresents the proper complaintsovera period of tme.

Atpresent, yetmany
planned death using the drugs in Chapters 5-7. The authors conclude
on the basis of the wxxcologlcal literature that ending one’s life with

) 6)iseffec-
tive provided all he precautions are taken that have been discussed in
Chapter 2. The few well-documented cases known to the working
group confirm this. There i less information on orphenadrine (Chap-
tery).

Each of the following poi i ith regard

- causeof death
- availability of the drug

~ lethal dose

~ toleranceand withdrawal
- necessary sleeping plls

~ how o take thedrug

~ reported cases

~ summary



CHAPTER 3

Barbiturates and glutethimide

drugs that s on the inalpha-
peied order) seven varieties: amobarbital, brallobarbital, bu[ob:xbt-
al, an
barbituratesarecontrolled substances.

Ve
brallobarbital (so mg) and also contains the antihistamine hydrox-
yzine 50 mg. In total, Vesparax contains 150 + 50 = 200 mg barbiturate
per tablet.
i inchemical
truct habituation and effecti Therefore, it
discussed in this Chapter.

Causeof death
Death occurs through a combination of apnea (cessation of breathing)
and ardiacarrest.

Availability
Vesparax is no longer available in the Netherlands neither in many
other countries.2 See the Drug Tableat the end of this book for theavail-
ability of barbiturates in eleven different countries. For instance, Ves-
parax was still available in the UK, Italy and Belgium in 2003. But this
may change anytime. The reader needs o checlcwhich barbiturates are
prescribed in how many h tablet
contains.

Nembutal (pentobarbital in liquid form) can sometimes be
obtained froma veterinarian surgeon (¢.g. in Mexico).

‘The only barbiturate that is still prescribed (under different trade
names) in most European and Commontwealth countries is phenobar-

1. e.g. USA Contrlled Substances Act
Inthe past, theDutch

‘habor, B.E.

1996 Dyingadrift.(in Dutch)Nijmegen: SUN, pp. 210-214.

e
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bital. Phenobarbital is available in tablets of 2s, 50 or 100 mg. Doctors
prescribeitasaremedy against epilepsy.

With other barbiturates, death usually comes within twelve hours
(see Chapter 9). But phenobarbital acts more slowly than the other bar-
biturates and death may take as long as three days to occur. It is most

: : : P

least 300 mg of di In cases of
phenobarbial that have been reportedto us o lng acing benzodic

life-saving treatment (am(clal feeding and respiration) during these
threedays.

tablet: mg. Iti pre-

ribed for persistent insomni toother slecping
pills.Itisonlyavailablein Australia.

Lethal dose
In the Netherlands, doctors who offer to help with hastening death
provide a drink with 9 grams of pentobarbital or secobarbital.3 The
instruction for pharmacists on how to prepare this drink is given in
Chapter 9.1. The rescarch commiltee considers 9 grams a perfect dose
but, given the difficulty of collecting this lethal drug, 9 grams is not
really necessary. Nobody has ever woken up after ingestion of 6 grams
of a barbiturate if not tolerant to the drug and provided no vomiting
occurs.*

Depamng Drugssuggests 3.5 grams s the lethal dose for secobarbi-
alsTl doseof 30 tablets
of Vesparax (which contains & geams oF batbiates totally) is more
reliably effectiveinall cases.

3

‘The Hague:
Royal Dutch Pharmaceutical Society.
4 Inchaptero,
Barbara Insley Crouch,

Crouch, B.1(1996). i
Battin, M.P.&Li G.(eds).
211-222). New York: The Pharmaceutical Products Press.

K. (1993). Edinburgh:

vEss.



Forall barbiturates we recommend 6 grams as the lethal dose. Recom-
mended number of tablets necessary:
G d ;

3 mg.
0,50 0r 25 Mg
o

tablets. C ithalong
i least: bl 100
mg, 120 tablets of so mg, or 240 tablets of 25 mg S
5p totalof 6
gramsof barbiturates,
Glutethimide: lethal dose 8 grams, i.¢. 32 tablets of 250 mg.
Timetodeath
p th has learned that after f
i h pentobar-
bital, death he hapter 9). In some

other cases death occured within 24 hours. Very rarely did death take
longer than 24 hours.7%5:% When someonc ingests the recommended
dose and nolife-saving treatment is begun, he or she will die without
regaining consciousness. There is no need for worrying that the
planned death will fail.

Ino ;

has been reported though doub
i hap-
6.B.L
Neitherof
heblood >
started. Wi
7. Bosshard, G., Ulrich, E., & Bir, W. (2003).
Swissright to dicorganization. Swiss Medical Weekly, 133, 310-317.
5. Horikx A. & Admiraal, .. (2000).Toep i
patients, 1998-2000).Ned’ a4,
2497-2450.
5. Kimsma,G.K.(1996)
Netherlands. n: Battin, M.P.& Li (eds).

-210). New York:

10.1nOr

‘Oregon Department of Human Services, 2006.



wozz Foundation

ter .. Reatives should be aware that ime to dearh may take some-
‘hatlonge fo grams
is taken.

In cases where time to death has taken longer than a few hours,
Dutch physicians have reported that they sometimes end the stress of
waiting for the relatives. After about five hours have passed, they may
give an injection to hasten death, which by that time has become
inevitable.

Toleranceand withdrawal

lead to who regu-

arly uses any of these drugs must first stop taking them. For the total

length of withdrawal the standard recommendation of 2 + 3 wecks

applics. At leas two weeks of cutting the dose down to nil and at least
g clean’

P i i i barbi-
turates or glutethimide is planned, any use of benzodiazepines must
also be stopped. The reason for this is of a technical pharmacological
nature.'>

For withdrawal from benzodiazepines the same standard recom-

fon of 2 lics. The cutting-d alsobe
extended. Some people find 4+ 3 wecks easier to manage because of a

Withdrawal from i recom-
mendation. Epilepsy patients use this drug regularly so in their case
tolerance is well established. Anyone wishing to use this drug for has-
tening death musc be clean’ for atleast four wecks. The total withdraw-
al period for phenobarbital, therefore, lasts six weeks: two wecks cut-
ting down and four weeks dean. During thes x wecks an epileptic

artack  Thisis dwitha
nearclogist i order t switch to non-barbirate antiepileptic. This
alternative anti-epileric drug should not be a azepine for the
w
Underth

of barbiturate were taken.

2. Cr
place,since both operate on the GABA-receptors.



Necessary sleeping pills
For aself-ch death, th i do not nec-
b Ttis likely, the h,

that i combination with a benzodiazepine death il come faster. Up
till now, litle experience has been acquired on this.

In case ane uses phenobarbial, the combination with 300 mg of a
long-acting ! i 2.7 for differ-
entoptions).

How totake thedrug
‘The standard recommendation applies as given in Chapter 2.3.In case
uid pentobarbital is used, one might mix it with peach or apricot
nectar, which masks the taste.

d. North America in which
noasistance bya doctor wasgiven®s
In the reported cases in this section no recent prescription or other
assistance had been given by adoctor,Under those circumstancesthere
is somerisk that life i
stillalive.

‘The authors of this book have received eyewitness reports of 42
planned deaths by barbiturates without assistance from a doctor: 22
wich lquid pencobarbital (Nembutal) 8 with Vesparax which had
been collected years ago. O casc had tak
onchad swallowed phenobarbital.

hapter:
p arcofgeneral inter-

p g quid
often preceded by 160~ 360 mg propranolol (a beta-blocker). On
1 3 inless dan 6 i i

death i i of i ‘hours).

tion of ital with a beta-blocker like pr Jol, neither do
they have empirical data against using it. On clinical pharmaceutical

1.
o

chosen death.
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grounds an overdose of bea-blocker may in some people induce car-
Whatwedo
barbi

rate provided no life-saving treatment had been started. If the inten-
tion of the combination was to speed up death, the committee would
recommend cither to take more than 6 grams of barbiturates or to add
300 mgofa long-acting benzodiazepine (Chapter 2.2.7).
o tablets of themupto
= tablets), which amounts to 6-12 grams of barbiturates. Time to
leath i hours (i

3
bined this drug with ines. We

~3p
gramsof
discussedin Chapt ). Oneof them ook grams and another

gup.T! in

lethal dose of dextropropoxyphene.

& ; besiicollected

yearscarlieiniog) The tablets ad becn kepnnadryznddark
2:2) Even under thebest o i

difficul

i I
quickly

year-old iousil i death took 40 h
Aftert; h itted toa hospital. Her friend

any lifesaving
hedied hoursin hospital
After storage of more than 10 years,  grams of barbicuracs s ot
ldadviseoi ith 20% for every
year medicinesar presrved longer tha ten years. There i, however,
hif morethan

tenyears.

<5 pll

with1gram
ofbarbituratesin Vesparax) and died afte 4.5 hous. The ot
amountof

recommended.

8t



~1person died after taking 3 grams of barbiturates in Vesparax)
together wi an opioid that
hasalethal hapter 4). We
death.

- 3

given. Thisself-chosen death might well have failed
small quantity of barbiturates.
: dicd aftertak

together with
ubstances. Tis death is unk We
consideratleast6 grams necessary.

When i ill prescribed in ds, 8 grams of
itappeared i h h barbicu-
rates. It need not necessarily be combined with a benzodiazepine,

although that may hasten death.

Summas

Barbiturates and glutethimide are effective means for a sclf-chosen
deat] P 1 Butin i

lyimpossible o obain. The Drug Tableat the end of this book provides
the names under which they are obtainable in some of the countries
mentioned.

a icine against epilep-
sybut requires three precautions:
1. fora preceding period of used
(clean’ period);
; iationwithalong:
-saving atleast thr
days.

We have been informed that liquid pentobarbital can be bought from
veterinary suppliers in some countries.
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CHAPTER 4

Opiates'

‘This Chapter discusses four opiates tha can be used for a humane self-
chosen death. All are controlled substances. They are only available on
prescription.

— dextropropoxyphene also propoxyphene);

~ methadon;

~ dextromoramide;

i name: D i patch.

Morphine is not discussed here because tablets of morphine will only
partly be absorbed from the intestines into the blood, making it an
! : 3 Ha

ingitintoa muscle,and provided oneis lean, 500 milligramsof mor-
phine would be lethal. Ifinjccted into a vein, less than s00 milligrams
would be lethal in 2 clean person. But this guide docs ot recommend
drugs that need to be administered by injection because that often
requires the help of another person. A helper would be committing a
criminal offence by givinga lechal injection.
Heroin has the very same properties as morphine, which makes it as

i h. Thatis why we
do not discuss i in this book. Morcover, use of heroin by injection is
very unreliable because on the black market i s dilued into unknown
concentration. For a non-regular user it is impossible to find out what
dosc onc is buying. Smoking heroin s not an effective means of sclf-
chosen death because one gets drowsy before a large enough dose to
causedeathcan beinhaled.

Causeof death
hop fbreathing).
Availability
150 mg)is
with metastasis). It s less difficult to obtain
P ‘opioids’isreplaced:

current ermopiates”



onadoctor Do
will probably be removed from the market withina few years

available.

pi p
of the methadonein order tosell it and buy other drugs. Evenso,

b ily mi the black market. O
fakesubstance rescmblmg ‘methadone.*

mxddlemanfzmllmrwlrh thedrugunderground inblg ses. This

middleman wil putth
buyclmcomzctwuhabonaﬁdcscllenCollcmng!hclargc
quantity of ) may req

several separate purchases.

Dextromoramide (brand name Palfium)is still prescribed in Australia,
UK, Franceand Belgium.

Fentanylis i h(brand nam
Duragesic The patches varymsuengrh from 25,50, 75 r 100
550,75 OF

of fentanyl per hour toer

overa period of twoorthreedays. This drugs used o reatchronic
painandin cancer fficult ro
obtain.

Lethal dose

Dextrapropoxyphene: Experience has shown that 3 grams of dextro-
propoxyphene(zo capsules of 150 mg) s lethal if combined witha
least onclong-acting benzodiazepine (2.2.7). The rescarch

dating than getting lethal drugs from a physician”.

perml.
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it necessary to

i ‘has proved

effective.
Methadone: On li
50 1 smg] d L]
(2.2 itselfwill
Torprh dd2sslesoibich hil
moreor less conscious may occur.
bl provided the

personisclean’ from opiates. It must be combined with a long-

Fentanyl: ] perhouras
helerhal dose. b bined
doseof: b
i Al circulated skin. Usually isa
good place to put the patches.

i i skin patch, one may fall
I . Therefore, the 300mg
d i 5

deathid

Thi

4
ablylonger than with the other threeopiates. Iis essential that

during the first

reported

dermal pabs Onemight

acil by coveri withasmall

pieceof pl Apatchof 100

i heory be lethal upbutno

d i by hat these

. damarenor i
5 lfewithlessthan doseof.
H -470.




Toleranceand withdrawal
All opiates lead to a high degree of tolerance. Therefore, they are NOT
lethal for a regular user. Be aware that if any other opiate (e.g. mor-

Fait F; ich hasahigh risk of failure.

Pharmacotherapeutic reference works provide information as to
whether or not a painkiller is classified as an opiate. One may also get
this information from a member of one of the organizations listed in
Appendix 1, one’s doctor or a reliabl Medline Plus on
theInternet.#

‘The standard recommendation for withdrawal applies to all of
these drugs (2.2.6). At least five weeks prior to self-chosen death, one
must, over a two week period reduce the dose to zero. Then one must
stay ‘clean’ for at least three weeks. For all opiates, withdrawal takes
243=sweeks Asall ing oph
bring on very unpleasant symptoms. It is preferable to gradually cut
down use of the drug over several weel

I6icis impossibl o stop using : the opiate for at least chree weeks
prior ann pi Ey
doublingor tripling

for some toleran regular use.

Necessaryslecping pills
‘The opiates described have a sleep-inducing effect. But none of them
provides a suffciently long-lasting and deepsicep. Therefore, combina-
tion with This will
help to avoid experiencing the toxic phenomena produced by the opi-
atebeforedesth akesplace (.27 Ifoneis habitul s ofa benzo-
diazepine, wi

How to take the drug
For all of the opiates mentioned, it is necessary to take an anti-emetic
starting the planned death. This appliesalso to the use

of fentanyl transdermal patches because of the long-acting benzodi-
azepine that must be taken.

Dextropropoxyphenc is in some countrics available as granules-
containing capsules. These granules release the drug after some delay.

Byopenin yogurtorcus-
tard the delay can be partially reduced. Grinding up the granules (c.g.
inamortar)can even further reduce the delay.

e " ; -
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When taking a large number of tablets, as with methadone (200
tablets),

Reported cases

Dextropropoxyphene
7 tohave used 1outof73
died. Weshall first discuss the two failed attempts.

One failed planned death involved a woman who had cancer with
metastases that no longer reacted to chemotherapy. We suspect that
this failure was due to tolerance to an opiate painkiller that she used.
No withdrawal period was observed. Due to this tolerance for opiatcs,
dextropropoxyphenedid not resultin death.

‘The other failure involved some substance that was delivered by a

aforcign here the per oli-
day. The client asked the pharmacis for i painkiles et
forgotten totake

enough with her from home. The pharmacist asked the petson to come
back next morning. He then delivered 20 capsules that were not con-
tained in the original strips. The sclf-chosen death failed and was
reported to wozz. We suspect that the pharmacist had delivered some
other capsules containing a white powder. He possibly sold it as ‘dex-
tropopoxyphene’ wondering whether the ‘tourist-customer’ was
addicted tothis opiatc or planningaself-chosen death.

Th 1o Joss than ch doseof

3000 mg, which s 3 grams or 20 capsules
of isomg.

We subdivide the 71 reported cases that resulted in death into 6
cases that will be discussed below and 6 cascs in which the recom-
mended 300 mg of a long-acting benzodiazepine has been used (sc¢
Chaprer i

st of them (48 cass)used another bebzodinzeping as el
oxazepam(. id
am (2 cases), nitrazepam (1 case). Though we do not consider this sec-
ond benzodiazepine necessary, this may be useful as an extra help to
speedup death.

In17 out of 65 cases just one long-acting benzodiazepine was used
in (atleast)the recommended dosage.

Unfortunately, time to death was reported only in a quarter of the
65 cases. Among those where time to death was reported and that had




carried out their self-ch deathin ith the s i
this Chapter, ti i

14 hours.
2 it : ;
S d
bital 600 mg) instead ofa benzodiazepine. Weconsider oo mg.
i asl
~1person used )
nstead of ddied seven daysl
intensive-careunit. This self-chosen death mightwell have failed
orphine)
withairalongacting berzdisaspire.
—2p
1d properties.
o died hours,in theother case time todeathiis
unknown. Thecommitiestrongly sdvises aainst e el
4 s : 3 ng
(morethan lzhoursjdeepslccp
=% i d the
Thi peri
of a painful death b isnotals

azepine. Tramadol is notasedative.
- 1person died using dextropropoxyphene with an unknown
combination of sleeping plls.

Methadone
dofaplanned

Our argument that the recommended dose of this substance s
lethal if combined with 300 mg of a long-acting benzodiazepine, is
based on toxicological evidence. As long as no actual cases have been
reported to s, we cannot be certain that our advice i correct. The same
appliestodextromoramide.

Dextromoramide

received of a planned death using this drug.

Fentanyl
Fentanyl transdermal patches have been on the market since 199s. In
i i i i ntanyl
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One person, described by Kramer;s used 2 patches of 75 micro-
grams/hour each (total 150 micrograms/hour) plus diazepam and
cocaine. The authors conclude that death probably resulted from the
fentanyl overdose. We consider the dose of 150 micrograms very low
and thereforc uncertain toattaindeath.

‘The other person, described by Edinboro et al. used 3 patches of
100 each (total 300 mi ‘The authors
think that in this case, an 83-year-old woman, her metabolism may
havebeen slowed down and contributed todeath.

‘The working group has not received reports on the use of fentanyl
inplanned death.

‘The US Food and D1 ini i hi
dred fe 1 peryear. By h delib
erate self-chosen death, the majority of them are accidental deaths.
the lethal properties
offentanyltransdermal paches: prsons whoused theprescribed dose
of fentanyl died fever, going to th

tricblanket, awarm water bottle near the patch or

a humanc self-chosen d:a(h wnh Tess zhan the recomm:ndcd dose of

Summary
5

a.noopi i ]
b2 Fag T ing e

Methadone, dextromoramide and fentanyl cause intense respiratory
depression. According to the toxicological literature they are almost
cemmly Nechal providedhat:

bL

5. Kramer, C. & Tawney, M. (1998). A fatal d

85-386.
6. Edinboro, L.E.,Poklis, A, T D.L Backer, R. & H: M.
(
application. Journal of ForensicScience, 42, 741-743.




CHAPTER §

Chloroquine

Chloroquine is used as a medicine against malaria and for treating

thejoins, in
— asabase;

~ asasalewith sulphateor phosphate;
~ asahydroxyl compound.

knowis that chloro-
quine als and hydroxychlcroqum: are noc 3 seang a5 the hloro-

base abou( 3 extra grams of the salts and the hydroxyl compound are
required for the lethal effect.

Causeof death
Death occurs through cardiacarrest.

Availability

In countries of the European Union chloroquine can be obtained in

mzny pharmacies without a prescripion, for instance in Belgium,
inand land the UK. Outsic Europe, it can

be bought casily without a prescription in all countries where malaria

occursaswell s in many other countics.

more difficult to collect. It may be refused to people who mexely say
they are going to the tropics because the malaria parasite is resistant to
chloroquine in many regions. Other drugs are then prescribed by pub-
ic health authorities and by physicians or advised by pharmacists. To
receive chloroquine one should state the intention of traveling to a

. oG S e ne e
list of these countries changes every year which is why it is useless to
givemoredetailsin his book.

a

with another anti-malaria drug (e.g. proguanil, doxycycline, meflo-
quine). For travelers an emergency dose of chloroquine is sometimes
given (together with ¢.g. doxycycline) which s to be taken when the
drug of first choice in these countries gives insufficient protection.
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These other anti-malaria medicines (proguanil, doxycycline, meflo-
incet i dsendeath

For every week on travel, 300 mg of chloroquine is prescribed. At least
80 tablets of 100 mg of chloroquine-base are required (sce below).
Therefore, one should collect enough chloroquine for a journey of 6
months (or 2 people for 3 months).

Lethal dose
‘Thelethal doseis:
~8grams of chloroguine base (80 tablets of 100 mg);
- i
tablets of 100 mg)s
12 grams of hydrosychloroquine (60 tablets of 200 mg).

Toleranceand withdrawal
Chloroquine use does not lead to tolerance. People living in malaria
zones and who regularly use chloroquine do not have to stop using it
priortoa planned death.
Whe is used for a self-chosen death, the use of sleep-
ing pills is necessary (sce below). The standard recommendation for

Necessary sleeping pills
Chloroquine leaves the consciousness clear. For this reason, the combi-
nation with slecping il is necessary in case of a self-chosen death so
that one does not consciously experience cither the toxic effect on the
heart nor the muscular contractions and epileptic seizures that may
occurasasideeffect of achloroquine overdose.

According to Departing Drugs 11993), chloroqume shon]d not be com-
bined with b diaze-
pam) could negate the lethal effect of chloroquine and so are less suit-
able’(p.22). The wozz research committee questions this advice,

‘The background to the advice in Departing Drugs is that in cases of
overdose with chloroquine, diazepam (Valium)is recommended as an
antidote. The writers of Departng Drugs concluded from chis that

ehloroguine t end onc’s fe. Rescarchint thelteracure shows this
Diszepamisindecd sed hloro-
Butthis d lude that diazepam

|



is an antidote to the lethal effect of chloroquine on the heart.! Tests on
animals have not confirmed this:2 Also, on theoretical grounds
diazepam would not be expected to prevent cardiac arrest brought on
by chloroquine.

In our view, diazepam has been used by clinicians in emergency
cases against chloroquine poisoning because it suppresses muscular

and seizuresthatone will vant msnppressmzhcc«seuhchlowqume
pamand the other ben-

this. They
effect. ofchlomquineon theheart.

Instead of benzodiazepines, Departing Drugs (1993) recommends the
sleeping pill zopiclone, which has a different chemical structure from
that of the benzodiazepines. Zopiclone can be quite slow in inducing
sleep. After taking it, one may have to wait more than an hour before
falling aslecp. Two cases in which this happened have been reported to
wozz. Thisimlies tht there i th isk of sl being conscious when
painful muscular Thi

rience both for the person concerned and fox those present. We there-
foreadviseagainst the use of zopiclone.

Adviseof th
combination wuhchloroqum:

we ion of ines that work
quickly to pmvldc bcth a decp and long: lasung slecp when using

1. Demazicre,). J-M, Vitris, M., Seck, M., Ndiaye, M. Ma&
M M. (1992).
167.

cl J.L., Taboulet, 2, Hoffman, ). R., Hantson, B, Barriot, P, Bismuth,

&Baud, E.J.(s ine pois
experience. Crtcal CareMedicine, 24, 189-1195.
a 1,G., By W, Ndiaye, M., Le Brun, E, Julien, H.
Gallior, M., Vicaut, E., & Baud, E.J 1996). i

Medicint, 22,1400-1405.
ith,

J.,Dosen, B, &0'Connell, D. L. (1996). Effects of

thetised rats. Human & experimental oxialogy 15, 909-914.
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deep sleep but can sometimes take an hour to work so that one might

onby

P
h ine. To fall into a deep sleep quickly, th
Tong-acting benzodiazepines should be combined with another, fast-
acting benzodiazepine 2.2.7).

How to take the drug

Anti-emetics are essential and the first choice is metoclopramide

(See2.2.8).
a

an bri ingor vomiting. It
grind the tablets, but to itter taste by taking the
tablets with some custard or yogurt. Thebitter tastecan then be washed
yoith s : o
provoke vomiting.
‘Thelong-acti timeas
the chloroquine.

Itis better to take the fast-acting benzodiazepines last, to avoid falling
asleep while taking the chloroquine. With a very fast-acting benzodi-
azepine, such as midazolam, one risks falling asleep within 5 minutes
(2:2.7).
Reported cases
Janned death: d,allof them

successful.
— 1 person used 14 grams of chloroquinesulphate;

—1person used 8 grams of chloroquine base;
~ s persons: the doseis unknown.
Insp ~3h ases th
elapsed deathis
Thesleeping pills used were:
- 5 persons used zopiclone as a sleeping pill;
~20f them took 300 mg zopiclone;
for the others the dose is not known;
forz p piclonei hour o fall
hloroquine whi keso his death certainl

broughton
was not humane. For the relatives present, his wasa most
; 3 SBESSEHl Bl s 0asA L

theuseof zopiclone.



~1person ini mg barbitu-

p This
producedal p ‘muscular contrac-
tions.

-2p 3 tablets of ing pill; death took
placewi i Tl i g 59
2een " 08
i el ideal i The
useof 6 tabletsof i i
guaranteeof along-lasting decpsleep.
Z2p
« They died alone o it is unknown whether side effect
occurred. isnotal i iazepi
Theref i i
yuhi
lethal yet.
L . sslecpingpil-n o
Tt Tasend
P
i which 3|
death.
-1 3 wn i ill was used.

Summary

8 grams of ine base are effective ing death (11 grams of

the ine salts or 12 grams of In many

countries chloroquine is sold in pharmacies and drugstores without
Vet A i ;

ik L
Use of a sleeping pill in a sufficient dose is essential to repress the

p p
ing pills work fast enough to providea sufficiently deep and long-last-
ingsleep. Barbiturates are, however, very hard to obtain.
ket h 4 oon

g asafast-
actingbenzodiazepine (2.2.7).
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CHAPTER 6

Tricyclicantidepressants

This Chapter discusses cight antidepressants that can be used for
humane ending of lfe. Although other antidepressants may also be
lethal in heavy doses,
ical i
5 G R ; o

~ Amitriptyline: tablets of 10,25, 50and 75 mg.

~ Clomipramine: @ablets of 10,25 and 75 mg.

- Desipramine:coated abletof 25 mg.

- abletof 75 mg.

- Doxepine: capsulesof 10,25,50,75and 100mg.

~ Imipramine: tablets of 10 and 25 mg.

- Nortriptyline: tablets of 10, 25 and so mg.

- Trimipramine: tablets of 25 mg.

Causcofdeath
Death is caused by i ia), possibly in
with cessation of breathing.

Availability

In case of depressive complaints of some duration, physicians often
prescribe as a first choice antidepressants from another groups: ssRi-
antidepressants, ¢.g. Prozac or Seroxat. If no therapeutic response
occurs and the depression becomes more severe, th riyclic group of

isgivena ry,in particular

neor nortri ibed in case of insomnia
and chronic pain. Alchough available only on prescription, these anti-
depressantsare relatively casy to collect.!

1

Bijl, D. & Verhoeven, W.
)

M
Geneesmiddelenbuletin, 36, 51-59.




Lethal dose

For all tricyclic antidepressants the research committee advises a dose

of 6 grams. Combination with benzodiazepine(s) to induce a long and
- e,

he digestive process, slowing th of antide-
pressants. Death should generally occur 12 to 24 hours after taking
these lethal drugs.2 But one should be aware of the possibility that
death sometimes takes between 24 and 48 hours. For the self-chosen
death to succeed, it is essential that no life-saving treatment is started
during the first 48 hours.

Toleranceand withdrawal
‘Tricyelic antidepressants do not lead to tolerance. If they have been
used prior toa planned death, there s no need tostop taking them and
to go through awithdrawal phase. Butitis essential that one complete
withdrawal from any benzodiazepines thatare used (2.2.6).

Necessary sleeping pills

i gives a deep, long-lasting sleep. Combination with
benzodiazepinefs) s necessary to ensure that the toxic symptoms pre-
ceding death are suppressed and go unnoticed. These symptoms

We advise that together with these antidepressants at least one long-
£ Sopether Wit : -

How totakethe drug
Theuseof i~ i hour: i deathis
essential (2.2.8).

Avery f tablet: s g
custard or yogurt.

Capsules or coated tablets are sometimes prescribed. The former
can be opened and the contents sprinkled. Coated pills cannot be
ground up or opened ~ these must be swallowed wholly with yogurtor
custard. If a fast-acting benzodiazepine is used as well, it is important
to ensure that one does not fall asleep while taking the drugs. For this

2. Smith, C.K. (1995). i InC.K.Smith,
Docke Hofsess, J. & Dunn, B.(Eds.), Fi 39).

Victoria: Right to Die Society of Canada.
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reason the fast-acting benzodiazepine should be taken only affer all
antidepressant pills and the long-acting benzodiazepine have been
swallowed.

Reported cases
Onlyoneself-chosen death has been reported 10 w02z, using 4 grams
of It thatless than
6 grams can sometimes be lethal dose. To be certain, the authors rec-
ommend touse 6 grams.

The low dose of 120 grams of flurazepam was i this case probably
compensated by the sedative effect of amitriptyline. With the other

named, an insufficient dose of sleeping

pills can result in the person being conscious during the toxic symp-
toms. This makes the death inhumane.

Summary
There s toxicological evidence that tri i lethal
in a dose of 6 grams. For death to be humane they should be taken
togetherwith atleast the recommended dose of one long-acting benzo-
diazepine.

Tricyclic antidepressants are not difficult to collect in many coun-
ries.




CHAPTER 7

Orphenadrine
‘This Chapter discusses orphenadrine, a drug that is used to treat mus-
cle stiffiess caused by strains and sprains. It is also prescribed to treat
the trembling caused by Parkinson’s disease.

Cause of death

breathing).

Availabi

omg.In
rarely prescribed these days because there are more efective medica.
tions to treat Parkinson’s discase. Although difficult to obtain in some

p P
cian prescribes this drug because it’s the only one that relicves one’s
complaints.

Lethal dose

The working group advises 3.5 grams (70 coated pills of so mg) as the
lethal dose. Like the antidepressants, orphenadrine slows down the
cmptymg ofrhcsmmath :nd absorption from the intestines so a high
bl hed or kealong time
(mnr: [han 24 hours) to occur. Itis, (hcrcfm'e, essential that nolife-sav-

Tolerance and withdrawal
Ofvhenadei

usingthedrug

prior to the planned death there i ingit. wnhdnwzl
y iazepi used

Necessary sleeping pills

Orphenadrine leaves the consciousness clear. When using it for hasten-

withatleastonelk ing ben-
Kook

)so that
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Howtotake thedrug

Useofan this nec-

essary (2.2, Orphenadrine-coated pills cannot be ground up or
hole. To swallow

ime. They are somewhat casier to take if mixed into custard or yogurt

than ifraken individually.

a

Reported cases
The woring group hasrecived sx cports of planned dath ith
Two of persons

addicted to alcohol. We suspect e :he precautions may have been
carelessly followed whil nder the inflenceofalcohol. The causeof
fail ver, isavailable.

In one witnessed case, death was reported to occur 14 hours after
ingestion of orphenadrine.

Summat
From the toxicological literature it appears that orphenadrine can be
effective in adose of 3.5 grams provided all the precautions mentioned
re taken. Combi ; i i i
essential.
The

4 fail reat preci-
sio i eietying vt the plas: Whete peseiblethe lehal deugh dis
cussed in previous Chaptersare preferred to orphenadrine.




CHAPTER 8

Helium gas: anon-drug method

Heliumis thei used to mak floatin
the s, I has no odor of color and it i non-flammable, F hlium is
breathed in a confined space, such as inside a plastic bag, one can lose
consciousness due to lack of oxygen after a few breaths. Death will fol-
lowshortly afterward.

Many people will be familiar with the “Donald Duck” voice that can
be achicved by talking after inhaling 2 small amount of helium gas
from a balloon. For healchy people, this voice alering amusement is
relativel that nor-
mal breathing will reintroduce oxygen to the body’s circulatory sys-
tem.

Although rare, accidental deaths by helium inhalation can occur.
For example, in Japan, a 14-year-old boy died after he climbed into a
I: isil ith i 1

The breathing of helium gas is a relatively new technique for

humane planned death. Simply, onc breathes helium while one’s head

is fully enveloped inside  plastic bag. This method was first discussed

by right to die activists in 1999? and soon became a favored method for
h

lyp

Th f this Chapter are i i 119
sclf-chosen deaths from helium inhalation.

1. Yoshitome, K. Ishikawa,T. 0, Y., Miyaishi, 5., & Ishizu, H. (2002).

AdtaMedicaOyama, s6,53s5.

- phy
imperativeof the deathing counterculture. Death Stdie, 25, 387-4o1.

Fe 1

“how-to”

points with our argued preferences.
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People who do not wish to take any drugs, or who wish to die more
quickly than usally pasible wich oral medicaions, mighe consider
heliumasa

Causeof death
i % hich is not mixed

iddeath d

When
inside a plastic bag, unconsciousness follows after about s breaths. In
62 cases where “time to unconsciousness” was reported, the average
was 35 seconds (range 10 to 120 seconds). Death will often follow in
about 10 minutes,sometimes a quickly as s minutes. Elapsed “time to
death” in 108 cases. Tl

2t0 40 minutes).

: ; ; onandidls
ing. This is because the breazhmg of helium permits the lungs to con-
tinue exhaling carbon dioxide. The brain never rceives any warning
any otherinert gas).5

Death by helium inhalaion is not detectable through any known
toxicological test. Only a witness, or materials left at the scene can con-
firm helium inhalation as a cause of death.S This is because helium
rapidly dissipates i airand does inthe
body tissuesor blood cells.

Helium delivered into  plastic bag poses norisk to anyone breath-
ingair outside the bag. Even when the contents of a large tank of heli-
um are released into normal air space, the helium will quickly dilute
and presents noharm aslong as oxygen s present.”

4

siocaionhusbeomelnpoasle
5. Auwirter, V. P ch, H.(:

143,169175.
6. Ogden, R. D. & Wooten, R. H.(2002).

lasticbag i 237,
7

(seechapterio.2).



Availability

Helium gas is available in a number of forms. The most convenient

source is in small non-refillable tanks designed for inflating parcy bal-

loons. In the USA and Canada these can be purchased from many toy

stores. These “balloon kit” tanks usually comein 4.5, 8.9 and 14.9cu. f.

sizesand weigh between s and 9 pounds (2.5 to 4 kg.). The prices range
f g

ft. tank. If a larger tank isavailable, this i better.5

Helium balloon kits are less popular in Europe, but they are available.
Refillable tanks can also be rented or purchased through party equip-
ment suppliers. There may be a registration process that accompanies
renalofefllable helium anks.

Additional materi plastic tubing, a plastic bag, and
- - i

canbe purchased in st hadva sors A high et lasi bag

(ego y

Lethal dose

Nearly all of the 119 reported cases used non-refillable party balloon

Kits. A small tank (4.5 cu. fc.) contains enough helium to cause death

whenbreathed insidea plasticbag. This assumes the tankis fulland the

plast\c bag has no obvious leaks. We strongly advise an 8.9 cu. f. tank,
isnot complecely

With helium, one need not be concerned about any other medications
thatoneis taking.

Sleeping pills

pills are not recommended. In 31 reported cases, the patient took no
e S

tions arising from being drug frec. Average time to death is also
unchange

f)withaT-junction

Sizes of helium tanks may vary outside North America,
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How touse helium
deall

withapressure
gauge. Most tanks are set to a working pressure of about 260 psi
(pounds persquare inch). Some ofour informants havesaid s alsoa
od i h a flow meter

from the tank, et to allow a gas flow of o liters per minute. wozz does
not recommend this unless onc s quite handy with such equipment.
Fewer picces of equipment means fewer connections, and less chance
for leaking connections. 4 large (8.9 cu. ft.) tank set to a slow flow of
helium into a plastic bag secured around one’s neck will last at least 30
‘minutes before the tank is empty. A flow of 30 minutes before the tank
isempty is more than sufficient for death to occur.

Several right to di izationsin the Uni daha
members who are quite knowledgeable about the us of helium for
d b lnwnsmo

may wish f them.9 d

two tanks connected by a T-junction. This means five connections
instead of one, thus more risk of leaking helium at the junctions.
b Vi CI

39kuuu1u\u|4\' i helium and i
construct i i We
do not recommend a back up tank, as some do, because they fear the
firs ek may noebe fll. e svlse chat e by e k. More:

ver, p outof gas pr
maturely would necessitate active steps by other people which puts
themintoserious legal risks (Chapter 11).

Itis citical that one rehearse the steps for 2 planned death by helium

(but
1. Collect the following items:
2. Onelargehelium tank(8.9 cu. ft.).
b. O i inch; )

cery stores (do not substitute oven roasting bags with ones of
less strength).

referral to discuss this technique with a member.




. Soft plastic tubing, approximately 6 feet (2 meters). The tubing
must it snugly over the tank nozzle (Fig. 1. For most party bal.
Toon kits, this requires tubing with an inner diameter of cither
3/8inchors/i6inch.1

Terrycloth elasticathleticheadband.

e. Adjustable wrench or pliers(Fig.1.0n page71).

B

thehelium tankand

a j orpliers to
assembly from the helium tank (Fig. 1). This will expose a small
threaded metal nipple.

. Dip the tip (14 inch) of the tubing into hot water for a few sec-
onds. This should make the tube pliable enough to slip snugly
over the threaded metal nipple Fig.1).

. Allow the plastic tube to cool and check that the fitis snug. If it
is loose, use smaller diameter tubing. Secure the tubing to the
tank with tape.

. Inspect the bag carefully and blow it up like a balloon to ensure
there are no holes. Place the other end of the tube inside the
plasticbag. Secureit with tape (Fig. 2).

e. To preventaccidental tipping of the tank and dislodging of the

i in the box in whichitis deli

-

a

ed, itwith abed or chair.
3. Thehelium procedure:
Warnings:
. C youare
comfortable with each step in the procedure.
by
injury.
tankpressureand contents.
10.T
Final Exit
Nework,

areferraltothese suppliers (Appendix:).
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. Ifonchas long hai, tieit high upin a bun so thatall hair is well
v from e neckline. eisvery imporcanthac haie ot
inerfere

the neck (secFig. 6).

b.

p o

beterinbed propped up with pillows, which avoidsthe
necssity of later moving the body of dintobed.
Place the plasticbag on your head, covering the cars and

(Fig.3).
<. Openthevalve on the helium tank, and then close it
p (o %

more

i
control toadjust the helium flowin the nextsteps.
. Rollor withoneor
mostof theair. Thebag s overing che forchead,cars, and the
backof theheadac cap (Fig.3).
e P ve on the helium tank
flate Fig. 4). The flow of hould be hto
allow thebag to remain inflated. If the helium flow s too fast,
youmay run outofgas oosoon.

f. When the bagi itatthe by long with the
1l th

o

and under your chin, so that the headband wlll actas a m]lar to
al your neck. T

the pressure of the continuous helium ﬂow. anyairin the bag

will i bag.

p hese gaps.
& theb: I urlungs ofair
(Fig.)- Then hold your breath untilthe nflated bagis pulled
down overyour head (Fig.6). Your firstinhaled breath will bea
deepone,insid the heliuminflated bag Note that some
p d the neck.
Thisi ill keep the
baginflated.
h.C

ig.7).U

has been reported after the second breath.



The Helium Procedure

nippleon tankvalve

g3 ? Fi

upaboveneckline, Serunch bag toremoveair
Jfrom thebag

lungs clasticsitsat theneck

Drawings by Meghan Ogden

Fig 7 Breathe normally. Unconsciousness
willoccurvery quickly
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Reported cases

Over a 4 year period, reports on 121 planned deaths using helium have
been received. A plastic bag was used in all cases except two, in which
helium was delivered via a mask with the direct aid of another person.
Weadviseagainst that sort of assistance sce Chapter 1).

In 119 cases using helium with plastic bags, the following information is
ofimportance:

~Inabouts0% of leep med

de i turned on the

helmmA Ifdlscovered (hcsc actions risk prosecunon wozz advises

open thevalve on the helium tank and to pull down rhc bagunder
their chin. By ity for their
ndeathinstead i

which holdsa muchlarger supply of helium.

o 14 rather than
19x 24 inches). The witness reported that the helium tank took
longer than usual to run out. Thiss probably due to the reduced
volumein thesmaller bag.

~In62 cases where “time to unconsciousness” was reported, the

whe

¢

longer

improper seals between the bag and the neck (g, hair not tied upor
bagnot properly pulled down) Proper preparation and “practice
runs” would climinate most of thesediffculie.

~Elapsed “ b in 108 cases.T g
minutes (range was 2 to 4o minutes).

Ls.T!

Inarotal of ted

umdeaths. ]

1.

thissizeof tank.



T ase.TH
aca
They
3 on
noexperienceof discomfort.
~=In 11 (¢ 1
& AW deathi =
asms. In 18 of the 31 drug in1,no
spasmsinz,and noinformation provided in 13 cascs.
~Inmost i prior
of the death. C: deathi h i
attributed ingillness. wo
i ing evi 1f-chosen death. In ca
This i ion to make

sure the person really has died.

Summary
Helium gas inhaled inside a plastic bag is a highly effective means for
hastening death. ? It s available in disposable party balloon kits and in

ps.
d. T tobeused with heli-
um. If helium is to b d,
a e . it aaiip:
12. SeeOgden, R.D.&Wooten, R. H.
lasticb: ic 237,
Gallagher, K. E., Smith, D. M., & Mellen, B idal
i Report,
the Internet. 361:363.
Gilson, T., Parks, B. 0., & Porterfield, C. M.

306-308.
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CHAPTER 9

How doctors do it: physician-assisted suicide
inSwitzerland, the Netherlands and Oregon

Asoutlined in Chapter one, our basic rule for the methods discussed in
this book is that a person should be able to perform the actual life-ter-
minating actions without substantial help from others. During the
preparatory phase, however, some help from relatives or others may
well be necded because of terminal or crippling illnesses or frailty duc
tooldage.

‘The reason why we haveincluded this Chapterin this bookis that there
is one obvious exception o this basic rule. Ifa patient cannot move his
arms or cannot swallow anymore, for instance in ALS or Lou-Gehrig’s
diseise e ) phase of 2 selfchosen death e be perfarmed

indispensable. Many doctors still don't Yo exactly how to do e
Therefore this Chapter explains the technicalites of a slfchosen
death
land,a trained health care wo(kcr(fcr instancea volunteer of a right to
dicorganisation).
In the

itha self-chosen death a great
dealhasbeen ical aspects. We have collected the
: e =
ton of Zurich), the Netherlands and Oregon, USA. n Bc]gmm,
cuthanasia undersric was legalised in 2
ia performed

In this Chapter we will use the term “physician-assisted suicide” (PAS)
that has become standard in the literature. Because this Chapter dis-
; & i bow decoh do i

p than other Ch
In Chapter 9.1 we summarise data about the oral ingestion of drugs in
assisted suicide in Switzerland and physician-assisted suicide in the
Netherlands and Oregon. In Chapter 9.2 we give the technical aspects
ofthei based on data from




9.1 Physician-assisted suicide by a lethal dose of
barbiturates taken orally

Switzerland
Bosshard et al. (2003) analysed 748 case records of assisted suicide by
the Swiss right to dic organisation Exit Deutsche Schweiz over an cleven
year period (1990-2000).' OF the 748 deaths, 276 of Exit’ case records
were verified against official city records in Zurich. A total of 261 of the
276 took between 10- 12 grams pentobarbital. This is more or less dou-
bleche 6 gams weadvised in Chaptr 3 As we taed there nobody has
everwok ingestion of 6 grams of a barbi

tothedrugand ifnovomiting occurred.

the self-chosen death. Instead, a vnlunteerycf!EmDeumhz Schweiz was

present nallcases and then reporting death to the authoritics. Thisis

common practice in Swi Over the period

turates were prescribed by the attending or family-physician in 31% of

52%.In the xcmammg 17% it was unknown b;% whom the barbiturates
followed: hourin 88%of

Table 9-1,data from Bosshard 2003).

Tabeg Tinciamnullevenselingsionsf
ms pentobarbital and death (261 casts)

0-15min

Instead of pentobarbital, in 15 cases the prescribed drug was 10~
e 7

15 grams of

swallowed beforehand in all pentobarbital and secobarbital
cases. All 76 persons died asa resultof the overdose of barbitu-
rates.

1. Bosshard, G., Ulrich, ., & Bir, W.(2003).
Swissright to die organization. Swiss Medical Weekly, 133,310-317.
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‘TheNetherlands

Horikx and Admiraal (2000) have documented 6o cases of oral inges-
tion of o grams of cither liquid secobarbital or pentobarbital.# Below s
the recipe used by pharmacists to prepare a lethal drink of 100 ml (the
content of asmall glass), which is quite bitter. For patients who find 100
ml too much the same ingredients can be dissolved in a 75 ml mixture.

Usinga todrink has th the patient
4 5 g

Alcohol 96% 16.2g (20ml)

Aqua purificata 15g

Propylenglycolum 10.4g (10ml)

Saccharinumnatr.  250mg

Sirupus simplex 65g

Anisi aetheroleum ¥

g
Instruction for preparaion by a pharmacist:
o : ?

sirupusand anisi. This solution will be stable for one month.

We received unpublished data on 123 cases from A. Horik, staff mem-
ber of the Royal Dutch Pharmaceutical Society (these include the 60
casesin her publication with Admiraal).

Tables-2: Timetodeathafieroralingestion of 9 grams
pentobarbital (102 cases)or secobarbital (s cases)

0-15min 39 (32%
16-30 min 40 (33%)
30-60 min 21 (17%)
1zh 9 (7%)
Euthanasia by the physician B 7%
after 2or more hours waiting®

unknown B (4%)
total ) (100%)

Data froma. Horik

2. Horikx A& Admiraal, P.V. (2000).

patients, 1998-2000). Ned Tij L




W h life

Th
breathing impossible(see Chapter s.2).

All 2 paientsdiedaferingesting 9 grams of pento~orsecobarbial
thatin 82% of th death followed with-
in one hour after oral ingestion of 9 grams of liquid pentobarbital or
secobarbial. Note the similarity in registered time to death between
the data from Bosshard in Switzerland (Table 9-1) and from Horikx in
theNetherlands (Table g-2).
An anti-emetic, metoclopramide, was taken by 39 out of the 60
cases during the 24 hours preceding the planned time for self-deliver-
ance(every 68 hours a 10 mg able or 20 mg suppositon). None of

. Vomiting in
lopramide, butin spitcof his the; died.
Horikx i
tory s very unpredicaable, especially so in terminal paents. n the
the Royal Dutch
(2006), the uscof itories for assisted di
ageds
Orcgon
t, the O

rc]casu daaon physlclan rasisted suicide, For he perod 1998 2005
of

In i d b:

bital/amobarbital mixture and 1 used secobarbital and morphine
(Tableg-3).

» 144, 2497 i il have
Tables- (2004)

[inDutch}
Weekly, 139, 1322-3.

3
theseguidelinesin English.
4

Epidem
logy. (2006, March. i
Act.Oregon: DHS. Retricved May 23, 2006, from

hipy/www.oregon gov/DHS/ph/pas/ar-indesx.shuml
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Thefirst 3 years of or barbi-
ose thed

turate were prescribed do not di g
ribed, but liabl 9-10grams
of barbi i d
’ 1 reports d to the specific
drugs given. Therefor d

Table-: Time to death aficroral ingestion of pentobarbital or
)

Ti i i ange min: 0o 48 hiess
median 25 min. (17 unknown)

includes  “other”

Unlike the Royal Dutch Pharmaceutical Soclcry, she Oregon Board of
d suicide.
We are informed by rliable sources that it s common practice for
patients to take anti-emetic medications only 1 hour prior to swallow-
ing the barbiturate. In Chapter 2.2.8 we recommend that one begins
using anti i 36 he i

chosendeath.

Regurgitation has been reported in 12 (5%) of the 246 cases. wozz
eves thi cati 1d be reduced with an earlier startof the

usc of anti-emetic medication.

In Oregon there has been one failure reported that merits discus-
sion. In this instance, the patient awakened 65 hours after supposcdly
taking 910 grams of short-acting barbiturates. Two explanations for
this failure have been suggested. First, although 9 grams of Seconal
were prescribed itis not certin tht the patient ingested all ofi.Sec-
ond, th together with Lactulose (2
laxative) to sweeten the bitter taste. Lactulose is a laxative which may
well have caused some of the drug to pass through the bowel without
beingabsorbed.




9.2 Euthanasia by two consecutive injections

TheNetherlands
Horikx and Admiraal (2000) repor(ed on 152 cases | of euthanasia that
doutby thati y

the Royal Dutch Pharmaceutical Socicty.
Firstani ion s given of 1.5 gram:

um (Penothal®) 3 ampulesof .5 grams each, These 3 ampules can be
solved in 10 ml physiological NaCl but this solution should be used
within one hour (after one hour a precipitation may occur in the
synnge) Thiopental ampulesarstally aailblein hospal pharma-
cies(on

ologists. The purpose af this first injection is to put the patient into a

pslecp

by ion. In qui injec-
tion causes death by cardiac arrest (43 out of 140, see Table 9-4).In these
cases thereis no need fora second injection.

Only when the physician s absolutely certain that a deep sleep or
coma — which usually comes within 1-5 minutes~ has been attained,
then a second intravenous injection is given with a non-depolarising

Usually 2o mg; )
is given, butother drugs
times used instead (e.g. 45 mg alcuronium dicloride or Alloferin®).
These curare-like drugs (not curare iself) cause a respiratory arrest
instantly. It may then take up beat-
ing. In the ix cases (see Table o-4) where death took more than 15 min-
utes, there is serious doubt whether an intravenous injection was given
correctly, which can be very difficult in old cachectic patients. We sus-
pectthatin 8
resultinginalonger time to respiratory arrest.

Warning:

P
given with the
samesyringe nor through the same needle.

79
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‘Tableg-4:Time todeath in cuthanasia in the Netherlands
140cases 1998-2000).

15grams before the 21 injection wasgiven
Second injection of pancuronium 91 cases, death within 15 minutes
20mg,intravenous route:

1630 minute:

probablyintramuscular route:

Horikx and Admi thatiti Ittoind

coma by an intramuscular injection of thiopental instead of an intra-

venous one. On the other hand the second injection of pancuronium s

effective if given by intramuscular injection, though it will take more
time tocausedeath.

etal.(2000)h d clinical p ith the

i ician-assisted suicide. Horikx and

Admiraal (2000) etal. do not speci

cuthanatics were in fact used in the problematic cases, nor by which

Thedata
d

d pl

given areincomplete and for that reason p
fusing information.s

Switzerland
Bosshard ecal. (2003) mention 22 cass in the Canton of Zarich where
10-15 grams of entered the body i using an
i.v.drip. A doctor had prescibed

f the right to di isation had solved the pentobarbi
walintoadripbotle. Th ill patient whohad
wncein aself chosen death only had o openchetsb of thedrip whlch

trictDutch
tal caused death after 3 median time of 16 minutes (range 4-45 min)

5. 1. Groenewoud ide,B.D. K

suicidein the Netherlands. N Englj Med 2000:3423551°6.
6.

M. Crul: Dated data. In Dutch. Med.

2000:55:303.



by the paticnt hi PEG-

tubein Al
In these 22 cases an injection of 10-15 grams of barbicurates appar-
ently caused death without any necessity for asccond injection of mus-
standard practice in But one should

note that the dosage used i ten times the 1.5 grams of thiopental that

Oregon
Noscl death by drip of ital has
been reported from Oregon.

Belgium
‘Though cuthanasia has been legal since 2002 and openly practiced in
the Dut ing part of i i




v

wozz Foundition

CHAPTER 10

‘Well-known methods that are ineffective
or dangerous to others

10.1 Plasticbag with sedatives method

The use of a plastic bag as a supposedly effective suicide method was
madefamous by the ook Final it 1 theory death occurs by asphyxi-
ation
nesses who did not intervene at doubton the p g
of cases i i
reported cases below). We will try to untangle the knot of misunder-
standing that surrounds this method.

First, there is confusion about the effectiveness of the plastic bag

i i ion with one of

ly hapter 3-7).
isredundant.

Second, when the plastic bag is used after taking benzodiazepines
only, which usually are not lethal, choking will cause frantic move-
Thiswill
displace the bag even if it is properly closed or sealed at the neck. The
instinctive wrestling for air starts after unconsciousness has set in. As

again throughall psleepd

usually don't warn others about the plastic bag falure.
Third,aloved one wh If-ch
death with mild sedatives and a plastic bag will notice that the bag
‘moves aside due to the movements that accompany suffocation. The
witness realiscs how dearly the person with the bag longed for death

and may well yield pation t aroun

witness may try to hold the hands of the wrestling person, to prevent
the bag from being pulled away. Either way they may suffer lifelong

1. Chabot, B.E.and K. Gill: Tjdschrf
2. Ogden, R.D. (1994). Euth Westmi
Peroglyphics Publishing. ) (1996). Wh il: Assisted Death:
d chal drugs. In: Battin, M. P &Li (eds).Dr

243). New York: ] ical »




feclings of guilt asociated with a lethal action which has to remain a

cret. Even ion for murder.

 Sometimes the method does work without assistance, particularly

Test-

Tess movements s skipped. It cannot be predicted whether this wil
happenornot.

Inigosit itherbyabag

p large plas-

tic bag (60 x 90 cm; 24 x 36 in.) was designed, made of a sturdy plastic

Velcro, Thisis theso-called Exit Bag>No

reports by iable wi plastic

that it is a significant improvement of the traditional plastic bag
method.
o

isdone.
Tl I ith that. nsider any metl
stantial risk of fai the person who rati ided to
nd hislife i iti anyonew
tivelyassisted indying.
Reported cases
i o Siasitas oo oo

slecping i iazepi Onlyinsixcases
ported areliable wi

ADutch ich di breast cancer had asked

her physician for assisted suicide but he responded that her suffering
was not yet unbearable. She then decided she would try the plastic bag

f Valium, chough sh d this might fail She

lative t in pl it would not

close around her neck: Do let me wake up againt. The eltive did

notwantolet her ad not yet p his mind what
d n il T

the bag properly around her neck and fell zsleep Twoandahalfhours

» M R Exploringhe
2 .

3. Hofsess.J. (1995). S
customized ExitBag. InC. K.Smith, . G. Docker, & ). Hofsess eds.), Byond
FinalExit Victoria: Right o D Society of Canada.
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afier taking the pill,when she was in a decp siecp the relative put the
bagaround her
plastic bag was removed and a doctor was notified of her death. The
doctor reported a ‘sudden death'in a patient with disscminated brcast
He add forthe
thar going to die qui No

autopsy was performed.

Another report of ineffective use of a plastic bag was discussed
extensively in the Dutch press during a court case. An 8z-year-old
woman suffering a brain tumor used the plastic bag in combination
with three different sleeping pills: 71 tablets of Zopiclon (7.5 mg); 56
blets of nitrazepam (s mgl and 50 tablesof tmazepaim (0 ) To

tobewell sealed with
band around the neck. The woman died 35 minutes after closing the

A police i igatic he h d that ion had
formed on the inside of the bag suggesting the bag was not the cause of
death. Blood analysis showed that the overdose of zopiclone was the
1d woman was in very bad physical
ing that she dicd of a heavy dose of a
sleepingpill hacis sually o lchal.

Intwo
takenand thep icbagin place. Death
several hours. The oxygen in a large well sealed bag is used within 30
minutes. Therefore, in these cases death was not duc to suffocation but
tothedrugs taken.

Onlyintwoof|
it can be assumed that death did result from lack of oxygen due to the
plastic bag. Both took unspecified benzodiazepines, put the bag in
placeand died 15 minutes later.

Summary
Th liabl

reported b
highrisk of failure usi icbag wi i outof six).
Apart from these few cases, the authors of this book have taken into
account the reports by four researchers, independent from each other,
n i i 4

4
and R Magnusson (2002).




‘We advise against using this method to end life because it violates
two of our basic rules for a humane self-chosen death. First, ile] pre-

the final phase the series of acts that together induce a humanc dcaxh

If(Chapter1.1). Last but
not least, if one is present at the time of a self-chosen death involving
the plastic bag method, one risks being tempted to actively assist or
being under policesuspicion.

10.2 Carbon monoxide
Anewspaper reported (integral quotation):

Charcoal popular for suicide

‘Thesales of in

i of suicides. To commit uicide by burning
% yearsago.

Nowit’s th d i flat:

Acentr icid lled b

ketsto rcmovechzrcual from their shelves.

o . 3

gerous for athers in the same ar adjacent tooms. Burning charcoal pro-
d whichi

tration, flammable and explosive. €O is dangerous for others who
attend someone who uses it for suicide and in this respect differs com-
pletely from helium gas (Chapters).

To understand this, one has to know that oxygen s transported
from the lungs to the brain by hemoglobin. CO imperceptibly enters
into a chemical bond with hemoglobin that is so much stronger than
the bond of oxygen with hemoglobin that after some time CO com-

ofCOmthc room aftersome umewmmscanom.mhe brain, which
followed by a coma. The point is that this will not oy happen to the

s
much stronger base-Van der Waals-force.
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person with a death wish but als0 ©0 anyone present n the room.$
f CO the ithin 30 min-
utes) or later (within hours). If rescued before death one runs scrious
riskof permanent brain damage.
Suicide by piping automobile exhaust inside a car with the win-
led used to b d still i
from Japan on adolescent group suicides in a van. Older cars had high
R SR AYY : ;

gines p p
less CO th: i Death i isstill
possible, but it takes much longer and this means a greater chance of
discovery and rescue with serious risk of permanent brain damage.
There are also sad mmples of people liling themsclves in their

the and
kl[lmgs[eepmg children and family members.
Philip Nitschke h: d an hich prods
bon i hemical reaction between b h:
i s i “CO-Gen machine’

2 high concentration of CO directly to 2 person’s noserils via a nasal
prong. He claims the nasal prong reduces risks of inhaling the gas for
ues to pmduce €O afierthe person attached o the machine has died.
The CO the T} reports
byan mdcpendcm observer o the use of m: device in the presence of
loved ones.

Many variati the CO method exi report
bove). All & deadly risk for others pr
sent in the same or adj and the ch i
damagetoall concerned.

Summary

All known variations of the use of carbon monoxide share the same
dangers: the person wishing to die may end up an invalid and it pre-
sents serious risk to any other person who wants to be present. This
again violates basic requirements of a humane self-chosen death that
we havestipulated in Chapter 1.1.

6.

Whenalarge »



10.3 Debreather

In 1998, John Hofsess of the NuTech group produced a paper itled
“Introducing the Debreather,”as part of his series called TheArtand -
ence of Suicide. The Debreather was based on rebreather technology,
devices that underwater divers use to recycle oxygen. The purpose of
the Debreather, however, was to recycle nitrogen exhaled from the
lungs, eliminate fresh oxygen supply, and eventually induce death by
hypoxia.

In essence, the Debreather was a closed breathing system that con-
ined i A , hosendeath
would breath into a mask and with each breath the amount of oxygen
available in the system would decline as it was absorbed by the body.
Exhaled carbon dioxide, which causes discomfort when breathed in
concentration, would be absorbed in a canister of soda lime solution.
Exhaled nitrogen would be recycled and eventually would be the only
gaswithin thesystem.

Nine cases of sclf-chosen death by debreather have been reported,
resulting in eight deaths. In nearly al cases there were reports of diffi-
culties in getting an airtight seal around the mask, and outside air
leaked into the closed breathing system. Attendees reported that they
applied pressure to maintain the seal. Research on eliminating these
difficulties was abandoned after the helium method proved to be an

in which the final acts that causc death can be exe-
cuted by onesclf.
Summary
cause
dcthT‘ k h ibil s from the per-

son who wants to dic, which the authors consider to be an essential
characteristic of a humane self-chosen death. Apart from that, this
method brings seriouslegal risk (Chapter 11).

(Chapters).
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CHAPTER 11

Judicial risks for relatives and trained
lay persons in five countries

11.1 Introduction

With the exception of the role played by physicians in the methods
described in Chapter 9, the life terminating methods discussed in this
guide do not require active assistance from any other person. We fecl
that aself-chosen death is a good death if it occurs with moral support
of family or friends, or even in their company. When a death s planned

dsareincluded in
che decisi , but without performing any actions that

The information presented here s not legal advice. Readers who are
concerned about the specific laws in their counties will need 1o
research this.! Local
and general guidance on the relevant laws to individuals who are
S A el

formal legal opinion, but be warned that this processis usually expen-
orma :

fy them.
Interestingly, although helping someone with a self-chosen death
may be illegal, suicide itself, or as we prefer in this book, self-chosen
death is not a crime in most countris The legal status of asisting in
dying the world. Mar
ian) assisted suicide and euthanasia (killing by @ doctor on explicic
request) as compassionate and morally justifiable. Nevercheless, there
are legal and conceptual distinctions that define how a particular
action wil e interpretedin law. For example,whena lehal cockailis
provided byadoctor tosom:
assistance, this is ‘physician-assisted suicide’ according to the law in
many countrics. In the Netherlands, euthanasia in the strict sensc

1. FortheNetherlands see Griffiths,J., Bood, A., & Weyers, H. (1998)-

Discussion

fiths, H. Weyers
and M.Adams.



“...xefers to the situation in which a doctor kills a person who s suffer-
ing ‘unbearably’and ‘hopelessly’ at the latter’s explicit request (usually

a physician may legally administer a lechal injection if a patient has

Many countries (.g. Canada, Australia, UK, France, most of the

h i i chand the

maximum penalty is often in excess of 10 years. If a country does not

have a specific law against aiding in self-chosen death, this does not
Ko ;

‘Thescope of this Chapter islimited. Our aim
1. Togivela i fati
e

theUSA, Switzerl

2.0urfocus will beon thegrey between whatis p
and whatis not latives, fri i i
right o diesocieti

ill restri test. d distinguish b

thescenc of self-chosen death. Wewill not di
in i ici: likee.g.Jack: kian in the USA or
Mrs Postma i hich ked off th h
debacein their respective countries.

2. Griffiths exal (1998) p.17.
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1.2 Canada

In 1972, Canadian Parliament abolished the offences of suicide and
attempred suicide, but “counseling or aiding suicide” were kept as
i ! oo

pto14;

taok plce in 1995, when Sue Rodrigues,  terminally woman with
is petitioncd Canada’ Court for
h iancassh 1f-chosen death.3 She

argucd thatable-bodied people could take their own lves, but her dis-

ability made this impossible without assistance. In a s-4 ruling the

court rejected Rodriguez’s case. Undeterred, she died the following

‘year with the aid of an unidentified doctor, and in the presence of a

Member of the Federal Parliament, Svend Robinson. Mr Robinson

‘maintained that he was only a witness to the death and he refused to
h whohel Ny dicwithani

of seconal and morphine.

ASpecial as appointed to ine whether charges
should be laid. The Special Prosecutor concluded that under Canadian
law Mr Robinson had no obligation to provide the name of the doctor,
nor was he required to assist in the police investigation. Most impor-
tant for lay relatives and friends is what the Special Prosecutor said:
“Mere presence at a suicide, without proof of more, is not sufficient to
convicr.”

Inshort, the decision of the Special rwas
could be laid for aiding Rodriguez’s self-chosen death because there
was 0 evidence chat Mr Robinson had done anything more than be
present.andhehad “nolegal P thedoc-
tor”

Asecond case of interest s that of Ms Evelyn Martens, a member of

nada. I 4ajury found her“s no(guulzy”

chosen dehs of o women. I is nseucons o theJuy thejudge
followed thep in
self-chosen death P

p judge sai xhzr
for a crime to occur it needed to be shown that: i) Martens did some-
thing to “aid or abet” the self-chosen deaths, and ii) that she nfended

3. Rodrigucz v British Columbia Attorney General)1993]35.C.R.519.



that her words or actions would aid or abet the self-chosen deaths. In
other words aiding or abetting a suicide means actually helping or
facilitating in a significant way, such as encouraging someone to die or
providing the means (e.g. lethal drugs or helium equipment) to die.
Thejury di C had proven

sonable doubtand Ms Martens wasacquitted.

‘There has been only one case where a physician was prosecuted. In
1998, Dr. Genereux was pleaded guilty to two offences of aiding and
abetting suicide. He had prescribed lethal quantities of secobarbital to
cwo patients who were v positve, but had not yt developed symp-

toms of AID: suicid
and one died. Dr. Genereu was sentenced totwo o yearslessone day in
carsof probation. ! failingto

explore treatment alternatives that he knew would have helped his
patients.
thatdid in criminal charges, Marcel Trem-
blay publicly announced his plan to die. He hired a prominent lawyer
o ensure that none of his family members would be accused of iding
plantodie. Sever-
blay end his i i o

polics were on Band. No dharges viere lid because i was clear that
Tremblay was acting independently. Unfortunately, a police officer
counseled a family member to call 911 (emergency medical response)
and paramedics arrived. By law, the paramedics were obliged to
attempt resuscitation, which faled, bu it was very upsetting to al
involved. Thelesson
sen death should call a famdy physlclan to pronounce death, and not
emergency personnel.

‘The last cae ilutrates the potential legal conseqrae for family
members who directly member. Cha
from multiple sclerosis and asked his mother to help him die. He first
swallowed a cocktail of drugs based on a recipe he had found on the
Internet. Then, at his request, his mother, Ms Houle, put a plastic bag
o hishead and ted is handssotht he couldnot remove the bag,
After Charles died
later pleaded guilty to the crime ofaldmgsulclde and received a mm
year probation sentence.

9
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1.3 USA

‘The debate about physician-assisted-dying in the USA peaked in 1997
with twoSup icuti

to assisted suicide.4 The challenges failed to establish such a right, but
the nation’s highest court also ruled that individual states were frec to
pass their own laws tolegalizeaid in dying, if they wanted.

legisla-
tion that would permit physician-assistance in self-chosen death. Ore-
gon is the only state to have passed such a law. Since 1997, the Oregon

tion to mentally competent, terminally ill patients who meet the legal
riteria for a self-chosen death. A feature of the Oregon legislation is
that the patient must self-administer the lethal dose (usually orally
ingested barbiturates), and injections are not permitted. For this rea-
son, the law s often referred toas a“prescribing bill.”

Each US statesets ts own Jaw and policy on end-of-Jife decisions. It
would be a mistake to conclude that Oregon’s Death with Dignity Act
implies a tolerant environment throughout the country. In the past 10

ars p:
cideand three others have added civil penalties to their criminal sanc-
tions.

h thatwil id

aself-chosen death (see Appendix 1 for addresscs). For example, Com-
passion and Choices,s the largest right to dic organization in the USA,
hasa volunteer program to support people i the last phase of a termi-
nalill ider 2 selfich h. Thi =
medical model and does not support options such as the helium
‘method. Patients in the terminal phase of their illness are expected to
complece all preparations without assistance by experienced and
trained volunteers, who can be a comforting presence at a self-chosen
death. Another organization is the Final Exit Network (FEN) which
accepts the helium method asa client choice.

It i i and Com-
passion and Choices have supported several hundred self-chosen
deaths. None have resulted in any prosccutions. North American read-

4 . u.
5 i isati




s may consult with these organizations before deciding to become
involv
Although prosecutions of relatives for helping someone to die are
quite rare in the USA, they can still result in jail terms. In 1996, Mr
Delury of New York accepted a plea bargained sentence of six months
in jail after he helped his wife to die using drugs and a plastic bag. In
another New York case, M Bement was sentenced to two weeksinjail
- he fed hi illsand then placed
aplasticbagover her head (see Cthtcr 104).
In another case, in 2000, a South Carolina man admitted that he
rented a helium tank that his terminally ill wife used to take her life.
as not shedied, he with
aiding her suicide. The prosecutor later dropped the charge because it
was belicved that no jury would convict the man for his act of compas-
on,

Western Europe

The choice between assistance with suicide and cuthanasia varies

the Belgians have chosen doctors as the “stage managers” around
dying. Under strict conditions  physician s allowed to give a deadly
injection at the explicit, well considered request of a competent patient who is
suffering unbearably and hopelessly.S This is fndamentally different in

an option, but not cuthanasia. German people would rather avoid the
word ‘euthanasia’ because of its association with the extermination
program of the Nazis. This association is particularly strong in Ger-
many. It was suggested that replacing ‘euthanasia’ with other words,
forexample, Freitod’ or ‘Sterbehilf’, would ease the public debate.7

6. i
of them, see Griffichs etal 1998.

Least Oxford N
York, Oxford.
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1.4 Switzerland

N -
permits assistance in suicide pmvlded that such help is given without
any self-interest, such as financial motives. Several Swiss right to die
groups (e.g. Exit Deutsche Schwelz, Exit International, and Dignitas)
haveover practice

fers from a mediclly documented terminal or seriously debiltating

from a physican (ciher 2 family doctoror doctors who work for the
igh ith the patient to en-

ure that d 11 consi luntary. Theyarran-
g for dehvcry of the medication and accompany pauen(s and their
loved d. Nowadays, an ness is usualy

present as well The volunteer reporsthis desth o o the authorites

sendeath.® The docmrs ol has become restricted to prescribing 10 or
more grams of barbiturates. The “stage manager” role performed by
Bt A .S ks

g foroneof

P

Overthe past theyhad

(id o)kill loved ane cieherat his or her xplici ithout

request (' ). Sor d Avolun-

reavof Exit Deutsche Schweiz knll:d 5 people several hoursafter they
hadi S " i
Recently th h

" learivh h
Enghnd)whodanor I froma

terminallness. Although Digitas has een rcicizedfor offring ser-

(2003). i
study. TheLancet, 362, 345-350-




11.5 Germany

The German Penal Code prohibits killing on request (e.g. voluntary
cuthanasia) but asisance with suicde isnot prohibited s long s the
person had control over the acts and
without coercion from others. However, the policies and code of tl
of the German medical association do not allow doctors to provide any
assistance.
German legalscholars have argued that the Penal Code mposes a
duzy on physici P helifeofa
h ici 9Thc 1984 i ‘the Bun-
d::gzmhrhvf— the German Federal Court  helps toillustrate the point.
In this casea doctor found his patient in an unconscious state after she
had attempted suiide. He did nothing to revive he,and e argued his
thetimeh
arrived. The court accepted Dr. Wittigs “medical decision of con-
science” and acquitted him. At the same time, the court confirmed the
el oblizationon 4 ; o

revivean unconscious patient.®

ives. H

one party survived and was found to have committed an offence after

they had attempted suicide by breathing carbon monoxide from ex-
ter10.2). Th d

Iy lost consciousness. He was found guilty of “killing on demand” de-

In 1993, the former president of the German Society for Humane
Dying (GHs, Deutsche Gesellschaft fiir Humanes Sterben) was sen-
tenced to jail for selling cyanide and for tax evasion. For many years
inGer-
many. Prior to 1993 members of the DGHs could receive suicide infor-
mation from a book “Dying with dignity on your own responsibility.”

Facultyof

ProblematicMedical Behaviour,9,7-10.
11. Weinhold, S.(1994).
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Some combinations of drugs turned out to be wrong and the pGHs
stopped dissemination of this information. As of 1994, DGHS ~mem-
bers could after oneyear of membership order a German translation of

“Departing Drugs” (1993) and a loose-leaf edition called “Living and

dyinghumane.”
‘The conclusion drawn by an expert we have consulted is that it
would tostay

court will decide that there s an obligation to revive the patient. It
seems that, under German law, one may help the patient to make an
: eeCSen pemary : !

11.6 The Netherlands

1n 2002, Dutch Parliament passed “The Act on Termination of Life on
Request and Assisted Suicide’. This new law establishes an exception
for doctors in relation to Criminal Code article 203, which prohibits
Killing a person ac is request (‘cuthanasia)and articl 294, which pro-
Tnc latter arti
“Ap hoi to
in the suic prucumsfor
isliable toa term of i not mor
than threc years...” (art. 294, Criminal Code; translation from
Griffiths etal (1998) italics added).

Assisting a suicide by someone who is not a doctor thus remains a crime.
‘The problem that has haunted Dutch right to die socicties is whether
giving deailed information on how-to-do-it (such as is given in this
book), or being present at a suicide, amounts to criminal assistance ina

wants o die and takes the responsibility fo carying out the suicide,
relativeor
trained helper that do not fall under art 204,and criminal assistance?
Over the past 15 years Dutch courts have passed judgment on four
cases of assisting a suicide that are immediately relevant to this issue.
We will first summarise the two cases that went up to the Dutch
Supreme Courtand then give attention to theother two cases.




In 1991, Mrs Mulder, a doctor who worked for ‘Right 0 Dic-NL' (NvVE),
was present at the suicide of a 73-year-old man with a debilitating dis-
case who had asked her advice whether he could kill himself by using
the sleeping pills he had collected. She told him that the combination
of medicines he had collected was enough to cause death if taken in
combination with a plastic bag over his head. He then asked her to be
present when he would swallow the pills and he arranged for a plastic
bag. On the day of his suicide, about 15 minutes after he had taken the
pill, she noticed that he became drowsy and told him: “now put the
bagoveryourhead”.
doctor but as a compassionate human being. The courts considered
that (1) giving information on how to perform a suicide could not be

be regarded as a kind of moral support but, taken on itself, does not

imply ‘assistance’. But() when Mrs Mulder said ‘now put the bag over

your head:, ths amounted to giving the deceased an ‘instruction’.She

had put herself- a’

and thereby had provided criminal assistance. She was convieted to a
diti 1. ¢ il i 12

In 2001 Mr Muns, a humanist counselor affliated with a small and
somewhat radical right to die ociety known as De Binder’was present

. The Court of Appeals
inLeeuwarden| found shacsome time before, he had given hera wicen
list need

for her planned suicide. At the scene of her death he put the sleeping
pill within her reach, opcncd abottle of alcohol for her, puta plastic
her neck anc The Court held
that these actions (zho\lgh it did not draw a line between specified
actions) were forms of assistance that fall within the scope of art 294.
Th *

cidecannor b considered ‘sistance'inthesensefart. 294. The Court
rejected thi thati ’ or ‘con dskills
can be criminal forms of assistance irespective of the moment these are
provided. Muns was convicted to 12 months imprisonment of which 8
months were conditional. This interpretation of ‘assistance was
upheld by the Supreme Courtin 2005.

12. Thi ls, The Hague
Supreme Court(Dutch urisprudence 1996, n0322)
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Mrs Cornelisse, a psychologist who worked for ‘Right to Die - NL', was

consulted in hohada of psychi-
atric admissions. According to the therapists of the woman, she was
competent. The i Tethal medicines. Mrs

Cornelisse gave that information verbally (i.c. she did not hand over a
written list of lethal medicines like Mr Muns had done) while the
woman took notes of what was said about options for a deadly combi-
nation of medicines. About 6 wecks later, on the day of the actual sui-
cide, the woman phoned Mrs Cornelisse twice, the first time before she
swallowed the pills,the second time shortly afterwards. The court con-
sidered that Mrs Cornellisse had restricted herself to giving informa-
tion when she had met the woman and offering moral support on the
dayof heractual suxc\de There was no evidence that she had given any

o thewoman nor
had she acted as ‘stage manager’. Mrs C quitted by the
Court Den Bosch (2003).

Another recent case concerns Mr Hilarius, one of the founders of 'De
Einder), who was accused of providing some pills for a lethal mixture to
ayoung woman with a psyl ory who had asked for informa-
tion and assistance with suicide. Providing ‘the means to commit sui-
cideis explicidy listed asa criminal offence (sceart 294 quoted abov).

T ‘Hilarius for
ed the woman's general practitioner nor her therapists. He was convict-
o ayear, whichin isaheavysen-

tence. Hilarius’ casc s currently on appeal.



Discussion of Dutch cases

ince 20¢ there i in the
ditions under which doctors may give assistance to their patients to
carty out suicide. It has been suggested that this statute may have
caused judges to be more strict in cases in which trained professional
helpers were involved instead of doctors.’s However, this interpreta-
tion is premature. Allinall, these court decisisons have notyet clarified
under what conditions providing detailed information, such as given
in this book, will or will not be considered criminal assistance in aself-
chosen death.
o

dthat:
1.Being If-ch
amount tocriminal ad
i i i did) nor perform:
I i ion of aself-
h Mr i
only.
2.Giving ionon h do-itisNOT
‘manager’and as such Nosendesth
atthesceneor Dutch court
h: i i i into
boutand experi If-ch uses this knowledge
d experi P * aself-chosen death.
‘These distinctions between providing i ion, giving moral sup-

portand giving instructions are very delicate indeed. In the case of Mr
Muns, the Court of Appeal has not distinguished between the several
different acts that — taken together — formed the basis for its verdict.
Professional helpers affiliated with organizations which have stated
their policy to give information on a self-chosen death should remain
awareof what has been said under (s)and ().

Relatives and friends who are invited to be present at a self-chosen
death usually do not have superior knowledge and experience in this
field. Having superior knowledge and experience in the field of self-
chosen death or not appeared to be one important consideration in the
outcome of the four cascs that went to court. This may perhaps explain
why relatives and friends have so far never been prosccuted or convic-

13 V.M. Crul, 2003 8236

o
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ted for giving detailed information taken from a guide on how-to-doit
like this one, neither for being present at the scene of a sclf-chosen
death nor for providing smallitems like Mr Muns did.

11.7 Conclusion

words oracti ing up toa death can be unlawful. First, when
talking: i h

death,
hoices thata person makes. A disti
i ji hosen death inga person
thatheor die. For “Ithink

youshould ake yourlfe”or It wouldbeagood thing foryouto
exit,” could
criminalizethe a)dmgorabcmngasmcldc.

d, p!
quipment (¢
criminal behavi i ifi
Eor:xzmplC, providingsomeone wuhahcllumunk would not

heli i dasevid

1f-chosen ds

andofus:lf.lthasom:n common

self-chosen death, then this raises legal risks.

issues. Dy i G i dche
havea ibility to advi i proper use. If one passes
ipti they i

« if
considered “controlled substances” (.. barbiturates).




loved ones will p
obaining inding them up, or perh
equipment. Thiskind likely whe
pamcularlyfmlauu
tobeawar
(har(hxsarrxcslcgalnsks
Being pr death in Swii do
} issignedbya
h: i Neither
vy risk i inTl Belgium as lon;
uthanasia 1 thelawof one’s
1 here—thatisinall
= Haore
whenbeing p If-chosen death.
Ifonc has g hought to th d d

loved one dying alone, then the best thing todo would be tositon
one’shands. Bydcmgso,onepmucrsones:lfagamsx the
temptation the seri

death-Providedthatall cemenisof the ptcpaiszory phasc have

ou!all the necessaryacts n thefinal phase.

adearlyloved p
longing ordeath may beveryfaland there ightbea empration
whelp

risksalmost everywhere.
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APPENDIX 1

Addresses of organizations concerned with
humaneself-chosen death

ExitInernational
POBox 37781
Darwin, NT021
Tel:08 59832949

BELGIUM 103
Rechtop Waardigstervenvzw

Constitutiestraat 33- 2060 Antwerpen

Telfax +32(0)3 2725163

Emailinfo@rws.be

Association pour le Droit de Mourir dans1a

(saves)
RO.Box2151

KentTown
South Australia 071

Ruedu Président, 55
i Brucls

b Ci32op soz0uss

wesavesasnau.
Voluntary Euthanasia Society of New South

RO.Box25
Broaduiay, NSW 2007
Tel:02:92124782
Fx02:92111498

wuneadmdbe

canaDA

Dying ity
802,55 Eglinton AvenueEast
Toronto, OnuarioMaP 1G8

Tel: 416-456 3998 or 1-800-495-6156.

Voluntary Euthanasia Society of Queensland
16 Howard s
)

e dyingwithdignity.ca

‘TheRighttoDieSociety of Canada,

Tel:0500-855500

‘Toronto, MR 2A4 Ontario

169

Dying with Dignity Victoria Inc(owbv)

Email: contacttd@Righttobie.ca
wwnerighttodic.ca

Blackburn,Victoria 3130
Tel:03-98777677
Fax:03-98775077
e dwdvictoria.orgau

West Australia Voluntary Euthanasia Society

Tel:08-92769144 0r 93875126
Email:info@wavesorgau

PO.Box79521
KingswayRPO
Vamoure . (81526

60445
Eihehaeindingexcusace

‘DD Fundacion ProDerecho A Morir

Dignamonte
Cartera 11 No.73-44 Ofcina 508
330G er a7 es

Bogona



RANCE NETHERLANDS

(v
Postbus 75331
Leidsegracht 103
070AH Amstecdam
Tek:+31(0206200690
wwniadmd nee wwevvenl
cersmany Stichting DeEinder
Sterben(pans) Tel:09002211122
D-s6152 Augsburg Emailinfoqdecindet.l

wndedodernl

Stichting Vejwillig Leven
0.Box 5098

21502
Erlhnudghide

Fon oo ssseres
Emaikinfo@svleven.nl
W SVLeven.nl

1sRAEL

LiLacH: Thelsracl Society for the Right to

Liveand Die with Digs span

0.Box 14409, Tl Aviv 61143

Tel:9723 6200838 DerechoaMorir Dignamente
Fax:97235280619 Avda. Portaldel Angel7-49.B.
wwwlilach.org I Thmenam

@cutanasia.wsor
1ALy e S
wwweutanasia s

xir-Talia
CorsoMonte Cucco 134, 10141, Torino. swiTzeRLAND.
Tel:011-7707 126
Faxi330512712 ExitDeutscheschweiz
winwexicicl Postfach 476
80472
IaraN Tel0433433838
Fax0433433839
Watansbe Building 2002 wwexitch
2:29-1 Hongou - Bunkyo-Ku
Tokyo113 e e
Tel: 338156563 C.R.100, 1222 Vese
Fax:3-38186562 Tihod1 227587760

wnesongenshi-kyokai com

Postfachd
8127 Forch
Zirich
Tel:980

wozz Foundation

E
Email:dignius@dignius.ch
e dignias.ch



Dignityin Dying Youatsey Buthanaia oty New Zealind

13 Prince o Wales Terrace l'ouo 261
Kensingron, London W8SPG.

Tel:0870777 7568 Aok 1030

wwnves orgnz

17 Harsuce sovnn arnica
Edinburgh EH1 3RN
scotland South Afrca Voluntary Euthansia Society
Tek:0131556 4404 (saves)
wwwcuthanasiacc Kuazlu-Nal,South Africs
Emaiklivinguill@icoza

Fendsauhesod o)

estbourne Gardens
ChasgonSeoand 125K
T35
Emil he-end org.uk

info@fricnds-at
e fncmk-qz-xke-cnd.org, uk
usa

Compassion and Choi
POBex 101810, Derver CO80250

ek

Pspionessane
fo@compassionandchoices.org.

mmpmmmnd‘hmm org

Euthanasia Research & Guidance Organiza-
tion (ErGo)

s Noms Lane

JunctionCi
0ugvno|(50!)?7u39553
Tel:1(541)998 3
Fookoagse 1873
emailsergo@efn.org
g/ FinalExic.org

Final Exit Network (rEx)

Marietta, GA 30066
Tel:(800)524-EXIT (3945)
Email:info@fnalexitnerwork org
o inalexitnerwork.org

Compassionate Chaplaincy
1877 EXIT-AID (3948-243)
18773948243

105



APPENDIX 2

Report Form for Eyewitnesses toa Humane Self-Chosen Death

Russel Ogden, 207 Osborne Avenue, New Westminster, BC, Canada V3L 1Y7

1. Deceased personis Ofemale O male

5. Bst

3. Year of the self-chs death h

4. Countryof

5. Estimated weight: Okg/Olbs

6. Any recent loss of weight greater than 10 kg / 201bs?

7.1 b Sosen deat
- since =

since

8. Medical speciali ncologist,

Sedatives/sleeping pills

dose.
Painkillers
dose.
Other medicines
NN E—
10. Daily use of alcohol? O Yes ONo
More than 2 glassesa day? OYes ONo
11. Was helium used in this self-chosen death? 0 Yes O No

12. Medicines used to cause death (give number of pills and mg per pill)

medicineA: dose
medicine B: dose
medicineC: dose
psules, i OYes ONo.
in case of pills, were these ground toa powder? OYes ONo



O Yes ONo Name: tarted

alcoholused> O Yes O No Whichkind, how much?

13. Exact time for: selectappropriate ategory)

O swallowing medicine
e -

Hinbaiibgtliam za 107
4. i _—

S. Exact: h

6. i i anxiety, choking, vomiting)

18. Wasa plastic bag used?

With medications to cause death: OYes ONo
Anysigns of wrestling or discomfort> Oes ONo
(details?)

19, Whoestablished offici had d

20. Whatis your

O partner or spouse
O relatives

O friends

O physician or nurse

O volunteer from right to dic organisation
Dother

22. Doyourkn
Olillness
Osuicide
Dassisted suicide
Oother

wozz Foundation

23. Anyother matt




APPENDIX 3

How to order thisbook

wozz has decided not to publish this guide through a publishing
House, bookstore, or o the Internet ¢ will el this book to associa

tions of ph to

ous countrics, These socities and associations can develop their own
policies for distribution of this guide, in a manner that is consistent

with the practices and laws of their own countrics.

Pricelist September 2006

number curo’s
of copics  percopy

124 2500
2549 2250
5099 20.00
>100 1500

‘These prices excludeshippingand handling
(weightof one copy +225 grams)

2 .l

wozz,

Bank: ABNAMRO

Accountnr: 59.4 55 70.139

Name recipient: WOZ:

Cityand country: Delft, e Nechelands
IBAN code: NL17ABNA0596570139
SWIFT code ABNANL2A
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brand inel i

Bvery medicine has a generic name and often several trade or brand
names. Because brand names vary from country to country, this guide
exclusively uses the generic name for each drug.

S ;

‘namesin eleven countries:

Canada
Australia
NewZealand
UK
Germany
France

Italy

Spain

theNetherlands

Belgium.
Most of these medicines are available only on prescription. We must
warn that over time the brand names may change. Sometimes a medi-
cine is not available any more in a particular country. One may search
foritinanother country that is not mentioned in our Drug Table.

In this Drug Table we do not give the trade names of medicins for

injection discussed in Chapter 9.2, because these are impossible to
obrain forlay people.

Soldout -




il ikl

b Ll

el il

|

discussed followed by h medicine i

survey of thy

elever Canada, Australia, Ney Zu]and UK, Germany, France, Italy,

i d Belgium).

+ slgn means: nvmlablcby:}m

N-Zea, Fra, Spa, Neth.

Most of
available any more in one of these countries,
The brand names for

‘We must warn that over time a particular medicine may not be

ici ide and i iven in Chapter 2.2.8.




second expanded edition 2006

“Acarefully planned humane dying within the limits of
thelawis possible thanks to this book which is based
on reports from witnesses.

This can bring peace of mind toanyone ina desperate
d-of-lifesituation wishing to h 1

adeathofone’s own.”

Richard MacDonald, M. D.

This Guide to a Humane Self-Chosen Death offers scientifically based
information on how to achieve a humane, self-chosen death.

Ahumane and self-chosen death should take place with emotional
support and comfort from others. Suggestions are given for rela-
tives and friends who may wish to be present with a dying loved
one, without legal harm to themselves.

The methods in this book require careful planning in order to
achievea peaceful death. An individual can carry out the steps with-
out substantial involvement from other people.

This book will be sold to associations of physicians and to right-to-
die societies in various countries. These societies and associations
can develop their own policies for distribution of this guide, in a
manner that is consistent with the practices and laws of their own
countries.

The authors of this guide do not in any way wish to encourage
suicide. Someone with a wish to die should receive spiritual com-
fort, adequate palliative care or professional therapy to make life
bearable. But for some people who know they will die soon anyway,
the methods discussed provide just that piece of information that
brings a humane self-chosen death within reach.

For those individuals this book is written.

€25,00
9 }789075 581017




