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I. Hippocratic Objection
The Hippocratic Oath of 400 BC states, “I will give no deadly medicine to any one if asked, nor suggest any such counsel.”

1. On George Washington, the first President of the United States birthday, 22 February 2005, Linda Greenhouse of the New York Times wrote that the Justices would try physician assisted suicide under the Oregon Death with Dignity Act of November 1994 under which 171 patients have opted to use the law to administer lethal doses of federally regulated drugs since it went into effect in 1997.  In the petition for certiorari Ashcroft v. Oregon 9th No. 04-623 that was granted on 22 February 2005 the former attorney general maintained, “doctors who prescribe drugs for committing suicide violate the federal law and are subject to revocation of their federal prescription license under 21USC 824(a)(4).” The decision to revoke the license of all physicians practicing assisted suicide by Attorney General John Ashcroft was overturned by the 9th Circuit Court of Appeals whose judgment was entered May 26, 2004 and petition for a rehearing denied on August 11, 2004 in the Appendix to the Petition on the grounds of state sovereignty and lack of subject matter jurisdiction of the Attorney General as the Secretary of Health and Human Services should gain complete custody of the Drug Enforcement Administration (DEA) under federal statute.  The issue of standing was hypocritically introduced in the trial court by the Federal Attorney General whose involuntary judicial executions are so much more weighty and numerous that voluntary physician assisted suicide that the Oregon Death with Dignity might trade for its weight in corpses with Texas it is such a lesser crime that the Supreme Court should consider that nothing but the abolition death penalty in the entire USA would be a fair trade. The International Court of Justice should enjoin to abolish Dutch Euthanasia in hopes of teaching Oregonians of the right to life. The direct euthanasia of lethal drug overdoses exceeds the natural death standard of indirect euthanasia involved in disconnecting artificial life support systems after there was no hope of the patient becoming conscious” that is commonly accepted as the limit of a physician’s authority to cause a patient’s death under Washington v. Glucksberg 521 U.S. 702 (1997).  The Roper v. Simmons No. 03-633 (2005) decision to abolish the cruel and unusual practice of juvenile executions demonstrates the evolving standards of decency that mark the progress of a maturing society as the Eighth Amendment prohibition of the cruel and unusual treatment places a substantive restriction on the State's power to take a life compels the state legislature to amend the law for the voters under  Art. II Sec. 23 of the Constitution of Oregon who must not be counseled to vote for hypocrisy.  The State Health Licensing Board is likewise not reliant upon public opinion to abolish physician assisted suicide as it is a nationally condemned medical practice inconsistent with the Hippocratic Oath.  The State of Oregon is encouraged to abolish the practice of physician-assisted suicide as soon as possible.  Review of the literature turns a critical eye upon doctors in Oregon, Belgium and the Netherlands who are all enjoined to desist.  Physicians, institutions and their legislatures therefore have no recourse but to uphold of their own accord the Hippocratic Oath of 400 BC that states in all of its many classical translations, “I will give no deadly medicine to any one!!! if asked, nor suggest any such counsel.”

2. It is of merit that of the 30,000 Oregon residents who die every year only 20 or 25 have chosen euthanasia under the death with dignity act since it became effective in 1997.  At present only the state of Oregon has a statute permitting doctor-assisted/physician-assisted suicide and then only within very narrowly prescribed circumstances, i.e., for a terminally ill patient.  In the November 1998 elections, voters in Michigan defeated a ballot measure to legalize doctor-assisted suicide.   Earlier in the last decade, voters in California and Washington state defeated similar ballot measures.   A bill similar to Oregon's PAS law died in the Maine Legislature Judiciary Committee in February 2000 and the issue before Maine voters as a referendum in the November 2000 election and was narrowly defeated by some 51% of those voting [yeas 315,031; nays 332,280].    Such legislative measures although often introduced often die within committee hearings and seldom reach the floor of the full legislative body.   An example of such proposed legislation is California AB1592 THE DEATH WITH DIGNITY ACT, proposed early in 1999-- presented here in an analysis form.  Permissive doctor assisted suicide legislation is overshadowed by measures prohibiting the act under penalty of law. During the 2002 legislative session in Hawaii, several legislative observers believed that proceedings might finally yield enabling legislation either a bill to legalize DAS or a ballot initiative for voters--both, however, failed.   In the remainder of the states outside Oregon, thirty-nine states have a statute prohibiting assisted suicide.   Six states Alabama, Idaho, Massachusetts, Nevada, Vermont, and West Virginia prohibit assisted suicide through application of common law.   In spring 1999, Maryland was the latest state by statute to outlaw assisted suicide.   Four states North Carolina, Ohio, Utah, and Wyoming have neither a statute nor common law that prohibits assisted suicide. Professor Vollmar, Willamette University College of Law, has prepared a lengthy summary of recent developments in litigation and legislation on physician assisted suicide. The earliest American statute explicitly to outlaw assisting suicide was enacted in New York in 1828, Act of Dec. 10, 1828, and many of the new States and Territories followed New York's example.  A New York commission led by Dudley Field drafted a criminal code that prohibited "aiding" a suicide and, specifically, "furnishing another person with any deadly weapon or poisonous drug, knowing that such person intends to use such weapon or drug in taking his own life." By the time the Fourteenth Amendment was ratified, it was a crime in most States to assist a suicide although California, for example, codified its assisted suicide prohibition in 1874, using language similar to the Field Code's
3. There are many vantage points from which to consider doctor-assisted suicide.  Any serious consideration of the topic physician-assisted suicide inevitably draws from ethics and medical ethics, law, medical practices, philosophy, psychology, public policy, and religion as one explores questions surrounding the central issue of the right to die.  The selections gathered here provide varied points of view (pro and con), some history as well as currency in coverage, and include electronic as well as print sources.   On April 10, 2001 the Netherlands became the first country to legalize euthanasia and physician assisted suicide albeit within strict medical guidelines with Belgium following suit on May 16, 2002.  In this dispute regarding the Oregon Death with Dignity Act a distinction must be made between it and the 1 October 1976 bill signed by California Governor Edmund G. Brown, Jr. called, the Natural Death Act that passed the legislature on August 30, 1976 and was codified in the California Health and Safety Code div. 7 pt. 1 chap 3-9 secs. 7185-7195.  California became the first state in the nation to grant terminally ill persons the right to authorize, by prior directive, living will, the withdrawal of life sustaining procedures when death is believed imminent.  As of 1 March 1977 at least forty-nine death with dignity bills were pending in thirty six state legislatures such as Utah  HR 11 and Missouri HR 104.  Twenty eight of these bills were identical for example Texas Senate Bill 148.  Other states however wrote independently and the language of the Euthanasia Education Council appears only in Vermont HR 37.  In California the legislatures principle finding was that the words, “and an unreasonable emotional and financial hardship on the patient’s family” were stricken out.  The law was reliant primarily upon the living will that a person was expected to write while they were fully sapient.  The central paragraph directed that living wills uphold the guidelines that stated, “It at any time a person should have an incurable injury, disease, or illness certified to be a terminal condition by two physicians, and where the application of life sustaining procedures would serve only to artificially prolong the moment of death, and where my physician determine that death is imminent whether or not life-sustaining procedures are utilized such procedures may be withheld or withdrawn so that people might be permitted to die naturally (Ramsey 324).  The Death with Dignity Act that first took effect in 1997 is distinguishable from the Natural Death Act of 1976 because the Death with Dignity Act authorizes the physician to administer lethal doses of medication whereas the Natural Death Act merely permitted the physician to desist in the provision of life sustaining.  “Ceasing to oppose death” or “letting die” is considered indirect euthanasia as occurred in the Natural Death Acts of 1976-1977 while “intervening to start or hasten the dying process” as occurs in the lethal drug overdose administered by physicians under the Oregon Death with Dignity Act is considered direct euthanasia.  

This liberty interest in bodily integrity was phrased in a general way by then Judge Cardozo when he said, "every human being of adult years and sound mind has a right to determine what shall be done with his own body" in relation to his medical needs. Schloendorff v. Society of New York Hospital, 211 N. Y. 125, 129, 105 N.E. 92, 93 (1914). The familiar examples of this right are derived from the common law of battery and include the right to be free from medical invasions into the body, Cruzan v. Director, Mo. Dept. of Health, 497 U.S. 269  (1990) as well as a right generally to resist enforced medication established in Washington v. Harper 494 U.S. 210 (1990). 

4. Numerous health care experts have agreed that physician-assisted suicide is not a legitimate medical treatment. In Washington v. Glucksberg 521 U.S. 702 (1997), the Supreme Court upheld a state prohibition against causing or aiding a suicide against a challenge that, as applied to physicians assisting terminally ill, mentally competent patients, the prohibition offended the requirements of substantive due process. The Court began its analysis by examining "our Nation's history, legal traditions, and practices." The Court found that "in almost every State-indeed, in almost every western democracy-it is a crime to assist a suicide. The States' assisted-suicide bans are not innovations. Rather, they are longstanding expressions of the States' commitment to the protection and preservation of all human life" In Glucksberg, the Court noted that doctors, ethicists, lawyers, religious leaders and interested laypersons-had unanimously concluded that "legalizing assisted suicide and euthanasia would pose profound risks to many individuals who are ill and vulnerable”.  American Medical Association, American Nurses Association, and American Psychiatric Association filed a joint brief in Glucksberg taking the position that physician-assisted suicide is "fundamentally incompatible with the physician's role as healer." The Department of Health and Human Services' Health Care Financing Administration similarly has determined that physician-assisted suicide is not eligible for reimbursement under Medicare because it is "not reasonable and necessary to the diagnosis and treatment of disease or injury." The centrality of the concepts of "legitimate medical purpose" and medical "treatment" in the text and structure of the CSA leaves no doubt that those standards are to be established and enforced at the federal, rather than state, level.  Four years later, Washington passed its Natural Death Act, which specifically stated that the "withholding or withdrawal of life sustaining treatment . . . shall not, for any purpose, constitute a suicide" and that "nothing in this chapter shall be construed to condone, authorize, or approve mercy killing " Natural Death Act, 1979 Wash. Laws, Wash. Rev. Code Sec. 70.122.070(1), 70.122.100 (1994). In 1991, Washington voters rejected a ballot initiative which, had it passed, would have permitted a form of physician assisted suicide. Washington then added a provision to the Natural Death Act expressly excluding physician assisted suicide 1992 Wash. Rev. Code Sec. 70.122.100 (1994).  California voters rejected an assisted suicide initiative similar to Washington's in 1993. On the other hand, in 1994, voters in Oregon enacted, also through ballot initiative, that State's "Death With Dignity Act," which legalized physician assisted suicide for competent, terminally ill adults.  

5. The ethical prohibition against physician-assisted suicide is a cornerstone of medical ethics. Its roots are as ancient as the Hippocratic oath that a physician "will neither give a deadly drug to anybody if asked for it, nor . . . make a suggestion to this effect," and the merits of the ban have been debated repeatedly in this nation since the late nineteenth century. Most recently, the AMA has reexamined and reaffirmed the ethical prohibition against physician-assisted suicide in 1977, 1988, 1991, 1993, and 1996. AMA's Code of Ethics condemns physician-assisted suicide as fundamentally incompatible with the physician's role as a healer. AMA, Code of Ethics 2.211 (1994).  The American Nurses Association ANA that represents 2.2 million nurses nationally stated, the profession of nursing is built upon the Hippocratic tradition "do no harm" and an ethic of moral opposition to killing another human being. The ethical framework of the profession as articulated through the Code for Nurses explicitly prohibits deliberately terminating the life of any human being.  Nursing has a social contract with society that is based on trust and therefore patients must be able to trust that nurses will not actively take human life.  Nurse participation in assisted suicide is incongruent with the accepted norms and fundamental attributes of the profession while there may be individual patient cases that are compelling; there is high potential for abuses with assisted suicide, particularly with vulnerable populations such as the elderly, poor and disabled. These conceivable abuses are even more probable in a time of declining resources. The availability of assisted suicide could forseeably weaken the goal of providing quality care for the dying. Research indicates, however, that many people who request physician-assisted suicide withdraw that request if their depression and pain are treated. And suicidal, terminally ill patients "usually respond well to treatment for depressive illness and pain medication and are then grateful to be alive" H. Hendin, Seduced by Death: Doctors, Patients and the Dutch Cure 24-25 (1997). 
6. In the 1990’s legislatures and courts around the globe wrestled with the dillemna of physician assisted suicide. The Supreme Court of Canada rejected a claim that the Canadian Charter of Rights and Freedoms establishes a fundamental right to assisted suicide in Rodriguez v. British Columbia (Attorney General) 107 D. L. R. (4th) 342 (1993).  The British House of Lords Select Committee on Medical Ethics refused to recommend any change in Great Britain's assisted suicide prohibition in the House of Lords, Session 1993-94 Report of the Select Committee on Medical Ethics, 12 Issues in Law & Med. 193, 202 (1996) that reported "We identify no circumstances in which assisted suicide should be permitted".  New Zealand's Parliament rejected a proposed "Death With Dignity Bill" that would have legalized physician assisted suicide in August 1995 according to Graeme, MPs Throw out Euthanasia Bill, The Dominion (Wellington), Aug. 17, 1995, p. 1.  The Northern Territory of Australia however legalized assisted suicide and voluntary euthanasia in 1995 according to Shenon, Australian Doctors Get Right to Assist Suicide, N.Y. Times, July 28, 1995, p. A8. As of February 1997, three persons had ended their lives with physician assistance in the Northern Territory. Mydans, Assisted Suicide: Australia Faces a Grim Reality, N. Y. Times, Febr. 2, 1997, p. A3. On March 24, 1997 however, the Australian Senate voted to overturn the Northern Territory's law according to Thornhill, Australia Repeals Euthanasia Law, Washington Post, March 25, 1997, p. A14 under Euthanasia Laws Act 1997, No. 17, 1997 (Austl.). On the other hand, on May 20, 1997, Colombia's Constitutional Court legalized voluntary euthanasia for terminally ill people. Sentencia No. C 239/97 (Corte Constitucional, Mayo 20, 1997) reported in Colombia's Top Court Legalizes Euthanasia, Orlando Sentinel, May 22, 1997, p. A18.  

7. The Dutch government's own study revealed that in 1990, there were an extraordinary 2,300 cases of voluntary euthanasia defined as "the deliberate termination of another's life at his request", 400 cases of assisted suicide, and more than 1,000 cases of euthanasia without an explicit request.  In addition to these latter 1,000 cases, the study found an additional 4,941 cases where physicians administered lethal morphine overdoses without the patients' explicit consent. All this in a nation of 16.3 million people  There is, however, a substantial dispute today about what the Dutch experience shows. Some commentators marshal evidence that the Dutch guidelines have in practice failed to protect patients from involuntary euthanasia and have been violated with impunity as H. Hendin, Seduced By Death 75-84 (1997) that notes many cases in which decisions intended to end the life of a fully competent patient were made without a request from the patient and without consulting the patient.  In J. Keown Euthanasia Examined 261, 289 1995 guidelines have "proved signally ineffectual; non voluntary euthanasia is now widely practiced and increasingly condoned in the Netherlands"; This evidence is however contested. And "Dutch physicians are not euthanasia enthusiasts and they are slow to practice it in individual cases" Noting fear of "doctors' rushing patients to their death" in the Netherlands "has not been substantiated and does not appear realistic"; Van der Wal, Van Eijk, Leenen, & Spreeuwenberg, Euthanasia and Assisted Suicide
8. It is significant to note that there is evidence that a significant number of physicians in the United States also support the practice of hastening death in particular situations. A survey published in the New England Journal of Medicine, found that 56% of responding doctors in Michigan preferred legalizing assisted suicide to an explicit ban. Bachman et al., Attitudes of Michigan Physicians and the Public Toward Legalizing Physician Assisted Suicide and Voluntary Euthanasia, 334 New England J. Med. 303-309 (1996). In a survey of Oregon doctors, 60% of the responding doctors supported legalizing assisted suicide for terminally ill patients Lee et al., Legalizing Assisted Suicide--Views of Physicians in Oregon, 335 New England J. Med. 310-315 (1996). Another study showed that 12% of physicians polled in Washington State reported that they had been asked by their terminally ill patients for prescriptions to hasten death, and that, in the year prior to the study, 24% of those physicians had complied with such requests Back, Wallace, Starks, & Perlman, Physician Assisted Suicide and Euthanasia in Washington State, 275 JAMA 919-925 (1996) and also Doukas, Waterhouse, Gorenflo, & Seld, Attitudes and Behaviors on Physician Assisted Death: A Study of Michigan Oncologists, 13 J. Clinical Oncology 1055 (1995) that reported that 18% of responding Michigan oncologists reported active participation in assisted suicide.  Slome, Moulton, Huffine, Gorter, & Abrams, Physicians' Attitudes Toward Assisted Suicide in AIDS, 5 J. Acquired Immune Deficiency Syndromes 712 (1992) reported that 24% of responding physicians who treat AIDS patients would be likely grant a patient's request for assistance in hastening death.

9. A need for improved federal regulation regarding the ethics medical practices is evident.  The Health Care Financing Administration now called the Centers for Medicare and Medicaid Services (CMS). CMS maintains the, Medicare Benefit Policy Manual, ch. 16, 20  that states, A health care item or service for the purpose of causing, or assisting to cause, the death of any individual (assisted suicide) is not covered. This prohibition does not apply to the provision of an item or service for the purpose of alleviating pain or discomfort, even if such use may increase the risk of death, so long as the item or service is not furnished for the specific purpose of causing death.  Physician assisted suicide is not considered reasonable and necessary.  Federal acts have failed to uphold Second Optional Protocol to the International Covenant on Civil and Political Rights, aiming at the abolition of the death penalty Adopted and proclaimed by General Assembly resolution 44/128 of 15 December 1989. The pre-eminent federal bill is the Pain Relief Promotion Act of 2000, passed by the House and received in the Senate on 19 November 1999 and was Amended by Chairman of the Judiciary Committee Senator Hatch on 23 May 2000 to amend the Controlled Substances Act to promote pain management and palliative care without permitting assisted suicide and euthanasia.  It states, “Nothing authorizes intentionally dispensing, distributing, or administering a controlled substance for the purpose of causing death or assisting another person in causing death”.  The Administrator of the DEA is directed to Collect and disseminate protocols and evidence-based practices regarding palliative care, with priority given to pain management for terminally ill patients, and make such information available to public and private health care programs and providers, health professions schools, and hospices, and to the general public. The term `palliative care' means the active, total care of patients whose disease or medical condition is not responsive to curative treatment or whose prognosis is limited due to progressive, far-advanced disease. The purpose of such care is to alleviate pain and other distressing symptoms and to enhance the quality of life, not to hasten or postpone death. The Secretary of Health and Human Services, in consultation with the Administrator for Health Care Policy and Research, (and/or Drug Enforcement Administration) may make awards of grants, cooperative agreements, and contracts and should do so to the better incorporate the DEA with the state and federal agencies of the Department of Health and Human Services for better regulation of the health professions without any judicial interference or need for funds from the Attorney General who hasn’t conducted census of the jails in five years and should not be burdened with complex medical issues that need to be addressed by the medical establishment.

II. Oregon Death with Dignity Act 

10. According the Oregon Department of Human Services the Oregon Death with Dignity Act, a citizens' initiative, was first passed by Oregon voters in November 1994 by a margin of 51% in favor and 49% opposed. 2003 Annual Report on the Death with Dignity Act, states, “the three drugs dispensed pursuant to the DWDA are secobarbital, pentobar-bital, and amobarbital, all of which are Schedule II depressants”; 21CFR1308.12(e).  It is clear to that controlled substances provide the best and most reliable means for terminally ill patients to painlessly take their own lives according to Gerrit K. Kimsma, Euthanasia and Euthanizing Drugs in The Netherlands, 198-204 (1996). Immediate implementation of the Oregon Death with Dignity Act was delayed by a legal injunction. After multiple legal proceedings, including a petition that was denied by the United States Supreme Court, the Ninth Circuit Court of Appeals lifted the injunction on October 27, 1997 and physician-assisted suicide then became a legal option for terminally ill patients in Oregon. In November 1997, Measure 51 (authorized by Oregon House Bill 2954) was placed on the general election ballot and asked Oregon voters to repeal the Death with Dignity Act. Voters chose to retain the Act by a margin of 60% to 40%. The Death with Dignity Act allows terminally ill Oregon residents to obtain from their physicians and use prescriptions for self-administered, lethal medications. The Act states that ending one's life in accordance with the law does not constitute suicide. However, we have used the term "physician-assisted suicide" rather than "Death with Dignity" to describe the provisions of this law because physician-assisted suicide is the term used by the public, and by the medical literature, to describe ending life through the voluntary self-administration of lethal medications, expressly prescribed by a physician for that purpose. The Death with Dignity Act legalizes physician-assisted suicide, but specifically prohibits euthanasia, where a physician or other person directly administers a medication to end another's life.  Oregon Revised Statutes 127.800 to 127.897  states,

Definitions: The following words and phrases, whenever used in ORS 127.800 to 127.897, have the following meanings:

"Informed decision" means a decision by a qualified patient, to request and obtain a prescription to end his or her life in a humane and dignified manner, that is based on an appreciation of the relevant facts and after being fully informed by the attending physician of:

(a) His or her medical diagnosis;

(b) His or her prognosis;

(c) The potential risks associated with taking the medication to be prescribed;

(d) The probable result of taking the medication to be prescribed; and

(e) The feasible alternatives, including, but not limited to, comfort care, hospice care and pain control.

(8) "Medically confirmed" means the medical opinion of the attending physician has been confirmed by a consulting physician who has examined the patient and the patient's relevant medical records.

127.805. Who may initiate a written request for medication.

(1) An adult who is capable, is a resident of Oregon, and has been determined by the attending physician and consulting physician to be suffering from a terminal disease, and who has voluntarily expressed his or her wish to die, may make a written request for medication for the purpose of ending his or her life in a humane and dignified manner in accordance with ORS 127.800 to 127.897.

127.815. Attending physician responsibilities.

(1) The attending physician shall:

(a) Make the initial determination of whether a patient has a terminal disease, is capable, and has made the request voluntarily;

(b) Request that the patient demonstrate Oregon residency pursuant to ORS 127.860;

(c) To ensure that the patient is making an informed decision, inform the patient of:

(A) His or her medical diagnosis;

(B) His or her prognosis;

(C) The potential risks associated with taking the medication to be prescribed;

(D) The probable result of taking the medication to be prescribed; and

(E) The feasible alternatives, including, but not limited to, comfort care, hospice care and pain control;

(d) Refer the patient to a consulting physician for medical confirmation of the diagnosis, and for a determination that the patient is capable and acting voluntarily;

(e) Refer the patient for counseling if appropriate pursuant to ORS 127.825;

(f) Recommend that the patient notify next of kin;

(g) Counsel the patient about the importance of having another person present when the patient takes the medication prescribed pursuant to ORS 127.800 to 127.897 and of not taking the medication in a public place;

(h) Inform the patient that he or she has an opportunity to rescind the request at any time and in any manner, and offer the patient an opportunity to rescind at the end of the 15 day waiting period pursuant to ORS 127.840;

(i) Verify, immediately prior to writing the prescription for medication under ORS 127.800 to 127.897, that the patient is making an informed decision;

(j) Fulfill the medical record documentation requirements of ORS 127.855;

(k) Ensure that all appropriate steps are carried out in accordance with ORS 127.800 to 127.897 prior to writing a prescription for medication to enable a qualified patient to end his or her life in a humane and dignified manner; and

(L)(A) Dispense medications directly, including ancillary medications intended to facilitate the desired effect to minimize the patient's discomfort, provided the attending physician is registered as a dispensing physician with the Board of Medical Examiners, has a current Drug Enforcement Administration certificate and complies with any applicable administrative rule; or

(B) With the patient's written consent:

(i) Contact a pharmacist and inform the pharmacist of the prescription; and

(ii) Deliver the written prescription personally or by mail to the pharmacist, who will dispense the medications to either the patient, the attending physician or an expressly identified agent of the patient.

(2) Notwithstanding any other provision of law, the attending physician may sign the patient's death certificate.

127.820. Consulting physician confirmation. Before a patient is qualified under ORS 127.800 to 127.897, a consulting physician shall examine the patient and his or her relevant medical records and confirm, in writing, the attending physician's diagnosis that the patient is suffering from a terminal disease, and verify that the patient is capable, is acting voluntarily and has made an informed decision.

127.885. Immunities; basis for prohibiting health care provider from participation; notification; permissible sanctions. Except as provided in ORS 127.890:

(1) No person shall be subject to civil or criminal liability or professional disciplinary action for participating in good faith compliance with ORS 127.800 to 127.897. This includes being present when a qualified patient takes the prescribed medication to end his or her life in a humane and dignified manner.
III. Interpretative Rule 9 November 2001 66 FR 56608
11. John Ashcroft began the battle regarding the Oregon Death with Dignity Act with the release of an interpretive rule on 6 November 2001 that was published in the Federal Register 66 FR 56608 9 November 2001 that  stated, the Attorney General has determined that assisting suicide is not a ``legitimate medical purpose'' within the meaning of 21CFR1306.04 (2001), and that prescribing, dispensing, or administering federally controlled substances to assist suicide violates the Controlled Substances Act. Such conduct by a physician registered to dispense controlled substances may ``render his registration . . . inconsistent with the public interest'' and therefore subject to possible suspension or revocation under 21USC824(a)(4). The idea was in conceived by the Justice Department in the 27 June 2001 Memorandum for the Attorney General by Deputy Assistant Attorney General Sheldon Bradshaw which Representative Henry J. Hyde, Chairman of the House Judiciary Committee, and Senator Orrin G. Hatch, Chairman of the Senate Judiciary Committee, wrote to the Administrator of the DEA, Thomas A. Constantine, requesting a determination whether the CSA prohibits the use of controlled substances for the purpose of assisting in a suicide.  Administrator Constantine replied on November 5, 1997, concluding "that delivering, dispensing or prescribing a controlled substance with the intent of assisting a suicide would not be under any current definition a 'legitimate medical purpose'"…Thus, it should be possible to identify the cases in which federally controlled substances are used to assist suicide in Oregon in compliance with Oregon law by obtaining reports from the Oregon State Registrar without having to review patient medical records or otherwise investigate doctors. 

12. Within a month, the Oregon Deputy Attorney General, David Schuman, wrote to the United States Department of Justice on December 3, 1997, arguing that "the CSA is addressed to the problems of the abuse and trafficking of controlled substances. In enacting and later amending the CSA, Congress had no intention of regulating medical practices that are legal under state law and that have no relation to drug abuse or trafficking."6 Deputy Attorney General Schuman concluded that the DEA had no authority to regulate medical practices authorized by state law.  On June 5, 1998, Attorney General Janet Reno reversed the interpretation of DEA Administrator Constantine, concluding that "the CSA does not authorize DEA to prosecute, or to revoke the DEA registration of, a physician who has assisted in a suicide in compliance with Oregon law." Specifically, Attorney General Reno stated: "There is no evidence that Congress, in the CSA, intended to displace the states as the primary regulators of the medical profession, or to override a state's determination as to what constitutes legitimate medical practice in the absence of a federal law prohibiting that practice."
13. Because former Attorney General Reno concluded that the CSA has no application to the Oregon Act, Representative Hyde introduced two bills in the House of Representatives to specifically address the Oregon Act. The first bill, the Lethal Drug Use Prevention Act of 1998, would have amended the CSA to directly authorize the suspension or revocation of a practitioner's DEA registration if the registrant intentionally dispensed or distributed a controlled substance for the purpose of assisting the suicide or euthanasia of another individual. The second bill, the Pain Relief Promotion Act, attempted to clarify the CSA to provide that the alleviation of pain is a legitimate medical purpose, but that the CSA did not permit the use of controlled substances to cause death or assist in a suicide. While the second bill passed the House, neither bill passed the Senate, and neither was signed into law.  The Pain Relief Promotion Act of 2000, passed by the House and was received in the Senate on 19 November 1999 with one hypocritical and bill killing Amendment by Chairman of the Judiciary Committee Senator Hatch on 23 May 2000 intended to amend the Controlled Substances Act to promote pain management and palliative care without permitting assisted suicide and euthanasia, and for other purposes.  That states, “Nothing in this section authorizes intentionally dispensing, distributing, or administering a controlled substance for the purpose of causing death or assisting another person in causing death”. And directs the Administrator of the DEA to Collect and disseminate protocols and evidence-based practices regarding palliative care, with priority given to pain management for terminally ill patients, and make such information available to public and private health care programs and providers, health professions schools, and hospices, and to the general public. The term `palliative care' means the active, total care of patients whose disease or medical condition is not responsive to curative treatment or whose prognosis is limited due to progressive, far-advanced disease. The purpose of such care is to alleviate pain and other distressing symptoms and to enhance the quality of life, not to hasten or postpone death. The Secretary of Health and Human Services, in consultation with the Administrator for Health Care Policy and Research, (and/or Drug Enforcement Administration) may make awards of grants, cooperative agreements, and contracts to health professions schools, hospices, and other public and private entities for the development and implementation of programs to provide education and training to health care professionals in palliative care.  

14. The primary holding of the memorandum was that, where a physician dispenses controlled substances without a "legitimate medical purpose" under 21CFR 1306.04(a), the physician violates several provisions of the CSA, including 829 and 841(a)(1). If such dispensing without a legitimate medical purpose is proven in a (board of health) case, the physician may be subject to criminal penalties under 21USC841(a)(1) (felony). Under 842(a)(1) (misdemeanor) holding that registered physician can be prosecuted and convicted under 841(a)(1) for dispensing controlled substances outside the usual course or conduct of professional practice. Even without a criminal prosecution or conviction, the DEA may initiate administrative proceedings with the state license bureau to suspend or revoke the registration of a physician based on evidence that the physician dispensed controlled substances without a legitimate medical purpose under 21CFR 1306.04(a). In an administrative proceeding, the Government must prove, by a preponderance of the evidence, that the physician dispensed in violation of 21CFR 1306.04, and that, as a result, the physician's continued registration would be inconsistent with the public interest. 
IV. Oregon v. Ashcroft USDC Or. No. 01-1647-JO (17 April 2002)

15. On 17 April, 2002 District Judge Robert E. Jones made a temporary restraining order, issued on 8 November 2001 permanent with a referral to the 9th Circuit Court of Appeals based for want of jurisdiction.  The initial strategy of the federal attorney general was to hypocritically argue that the State of Oregon did not have “standing” to resist the federal directive although the federal government was itself at that time engaged in illegal, unnecessary and excessive warfare in Afghanistan although investigation later revealed that the 9-11 attacks were indeed an inside job of the federal government.  Needless to say the reluctance of the federal attorney general to use the “standing” argument at the trial again on 22 March 2002 indicates that neither party prevailed in the standing dipute.  Judge Jones’ opinion was formulated in citation of Washington v. Glucksberg 521 U.S. 702 (1997) quoting "throughout the Nation, Americans are engaged in an earnest and profound debate about the morality, legality and practicality of physician-assisted suicide." The Court recounted the various states' "serious, thoughtful examinations" of the issues in this difficult debate, including Oregon's 1994 enactment of the Oregon Act and the Court declined to "strike down the considered policy choice" of the State of Washington, deferring instead to that state's resolution of the debate. Justice O’Conor stated, “there is no reason to think the democratic process will not strike the proper balance between the interests of terminally ill, mentally competent individuals who would seek to end their suffering”.  The citizens of Oregon, through their democratic initiative process, have chosen to resolve the moral, legal, and ethical debate on physician-assisted suicide for themselves by voting-not once, but twice-in favor of the Oregon Act.  The Glucksburg and Ashcroft decisions are similar in that the 9th Circuit court of Appeals upheld Washington statue however mortally different in that although Washington statue prohibited direct physician assisted suicide the Oregon statute permits and regulates the singular state medical practice of physician assisted suicide. 

16. The CSA makes it unlawful for any person to manufacture, distribute, or dispense any controlled substance "except as authorized by the CSA" 21USC841(a)(1). As pertinent in this case, physicians who prescribe controlled substances and pharmacists who fill the prescriptions are considered "practitioners" who "dispense" controlled substances 21USC802(10) and (21). To obtain authorization to do so, practitioners must register with the Attorney General and obtain a Drug Enforcement Agency ("DEA") certificate of registration. 21USC822.  Under the CSA as originally enacted, state-licensed practitioners were entitled to be registered with the DEA as a matter of right 21USC823(f) (1983).  "Practitioners shall be registered to dispense controlled substances in schedule II, III, IV, or V if they are authorized to dispense under the law of the State in which they practice". The Attorney General could suspend or revoke a practitioner's registration only if the registrant (1) materially falsified an application; (2) was convicted of a felony relating to controlled substances; or (3) had his or her state license or registration suspended or revoked 21USC 824(a) (1983).  

17. In November 1994, Oregon voters enacted the Oregon Act through the initiative process. Having survived legal challenges in Lee v. State of Oregon 891 F. Supp. 1429 (D. Or. 1995) vacated in 107 F.3d 1382 (9th Cir. 1997), and an initiative that would have repealed it was , the Oregon Act went into effect in October 1997.  The Oregon Act provides a detailed procedure by which a mentally competent, terminally ill patient may make a written request for medication "for the purpose of ending his or her life in a humane and dignified manner." O.R.S. 127.805(1). Once a valid request has been properly documented and all waiting periods have expired, the attending physician may prescribe, but not administer, medication to enable the patient to take his or her own life. Physicians and pharmacists are immune from civil and criminal liability and any adverse disciplinary action for participating in good faith compliance with the Oregon Act O.R.S. 127.805-.885.  
18. The legitimacy of legislative history as a means of interpreting statutes, at least when they are unclear, is, rightly or wrongly, well established.  Federal prosecutors have never possessed the power to define what constitutes “legitimate medical practice” and the vagueness of the reference would render any alleged violation based on a prosecutor's subjective views about medical practice patently unenforceable. The determination of what constitutes a legitimate medical practice or purpose traditionally has been left to the individual states. State statutes, state medical boards, and state regulations control the practice of medicine. The CSA was never intended, and the USDOJ and DEA were never authorized, to establish a national medical practice or act as a national medical board. To allow an attorney general-an appointed executive whose tenure depends entirely on whatever administration occupies the White House-to determine the legitimacy of a particular medical practice without a specific congressional grant of such authority would be unprecedented and extraordinary.  

V. Oregon v. Ashcroft 9th Cir. No. 02-35587 (11 Aug. 2004)
19. Oregon v. Ashcroft 9th Cir. No. 02-35587 was Argued and Submitted May 7, 2003
and Filed May 26, 2004.  Circuit Judge Tallman rendered the majority decision of the three judge panel upholding the injunction of the District Court in support of a doctor, a pharmacist, several terminally ill patients, and the State of Oregon challenging an interpretive rule issued by Attorney General John Ashcroft which declares that physician assisted suicide violates the Controlled Substances Act of 1970 ("CSA"), 21USC801-904. This so-called "Ashcroft Directive," published at 66 Fed. Reg. 56,607, criminalizes conduct specifically authorized by Oregon's Death With Dignity Act, Or. Rev. Stat. 127.800-127.897. The majority held that the Ashcroft Directive is unlawful and unenforceable because it violates the plain language of the CSA, contravenes Congress' express legislative intent, and oversteps the bounds of the Attorney General's statutory authority under 5USC706(2)(C), (D). Petition for review was granted and then revoked.

20. Under the CSA, it is unlawful to prescribe or dispense controlled substances without a federal registration. 21USC841(a)(1); 823(f), 822(a)(2). The CSA originally provided automatic federal registration for state-licensed health-care practitioners.  The Attorney General could revoke a practitioner's federal registration only if the practitioner falsified his or her registration application, was convicted of a felony related to a controlled substance, or had his or her state license suspended or revoked.  In 1971, pursuant to his new authority to issue rules regulating controlled substances under 21USC871(b), then Attorney General John Mitchell promulgated the following regulation:

A prescription for a controlled substance to be effective must be issued for a legitimate medical purpose by an individual practitioner acting in the usual course of his professional practice. . . . An order purporting to be a prescription issued not in the usual course of professional treatment . . . is not a prescription within the meaning and intent of . . . the Act and the person knowingly filling such a purported prescription, as well as the person issuing it, shall be subject to the penalties provided for violations of the provisions of law relating to controlled substances.    

21. In 1984, Congress amended the CSA to give broader authority to the Attorney General. The Attorney General is now authorized to revoke a physician's prescription privileges upon his determination that the physician has "committed such acts as would render his registration . . . inconsistent with the public interest" 21USC824(a)(4). Although this provision gives the Attorney General new discretion over the registration of health care practitioners, Congress explained that "the amendment would continue to give deference to the opinions of State licensing authorities, since their recommendations are the first of the factors to be considered. When determining which acts are inconsistent with the public interest, the Attorney General must consider the following factors:

(1) The recommendation of the appropriate State licensing board or professional disciplinary authority;

(2) The applicant's expertise in dispensing . . . controlled substances;

(3) The applicant's conviction record under Federal or State laws relating to the manufacture, distribution, or dispensing of controlled substances;

(4) Compliance with applicable State, Federal, or local laws relating to controlled substances;

(5) Such other conduct which may threaten the public health and safety.
22. To the limited extent that the CSA does authorize federal regulation of medical practice, to the Secretary of Health and Human Services. The 9th Circuit Court of Appeals ruled that the Attorney General may not define the scope of legitimate medical practice in citation to the Center for Substance Abuse statute 42USC290bb-2a that the "requires" an agency most professionally represented by the (Center for Substance Abuse) Secretary of Health and Human Services "to determine the appropriate methods of professional practice".  To the extent that it authorizes the federal government to make decisions regarding the practice of medicine, those decisions are delegated to the Secretary of Heath and Human Services, not to the Attorney General. The Attorney General's unilateral attempt to regulate general medical practices historically entrusted to state lawmakers interferes with the democratic debate about physician assisted suicide and far exceeds the scope of his authority under federal law. The authority of the Secretary of Health and Human Services is reinforced in 21USC811(b) that guarantees that the recommendations of the Secretary to the Attorney General shall be binding on the Attorney General as to such scientific and medical matters, and if the Secretary recommends that a drug or other substance not be controlled, the Attorney General shall not control the drug; 21USC823(g)(2)(H)(i) further ensures state rights in medical practice that nothing in . . . regulations or practice guidelines may authorize any Federal official or employee to exercise supervision or control over the practice of medicine or the manner in which medical services are provided.
23. On 11 August 2004 Judges Lay and Tallman voted to deny the petition for panel rehearing with Judge Wallace dissenting.  Contrary to the promise of 26 May 2004.  The International Meteor Organization reported the Perseid Meteors to have fallen at rates of more than 100 per hour on 11 August 2004, 25% more than normal.  The dismissal was positively construed as the exhaustion of the remedy of the circuit court who perceived further proceedings of less merit than staying up all night catching meteors for $1 a piece.   To fully appreciate the circuit court amices must note that the 9th Circuit Court of Appeals located in San Francisco, California is delinquent in the forfeiture of the White Collar Prison as it is inappropriate to detain or even try corporate/financial/fraud defendants who could be simply removed from their office(s) of trust by the State or Federal Treasurer should the Security Exchange Commission rule upon the findings of at least two independent accountants that such a person is insolvent for reasons of incompetence or judicial corruption in contravention to Article 11 of the International Covenant on Civil and Political Rights 999 U.N.T.S. 171, of Mar. 23, 1976 states, “No one shall be imprisoned merely on the ground of inability to fulfill a contractual obligation” and Art. 11(2) of the Universal Declaration of Human Rights 217 A (III) of 10 December 1948 states, “No one shall be held guilty of any penal offence on account of any act or omission which did not constitute a penal offence, under national or international law.”  The white collar prisoners must be released with $100,000 compensation and the hypothetically opulent correctional facility repopulated with the prisoners from an ordinary prison that needs to be knocked down or sold under the supervision of the Red Cross, Security Exchange Commission and Deputy Attorney General in order to eliminate the fraud prosecution that has caused 3% of the population of that town to flee in 2004 Hamilton County, Ohio came in second place with an emigration of 2.7% in flight of the Free Insider Trader Settlement of Stewart, Erpenbeck & Wiederhorn (9th) et al  v. USA HA-2004 (doc) all detainees therein need to be released from their prison cells scattered across the nation under Art. 29a of the Federal Rules of Criminal Procedure for an insufficiency of evidence to sustain a “criminal” conviction and compensated under Art. 14(6) of the International Covenant on Civil and Political Rights 999 U.N.T.S. 171, of Mar. 23, 1976 for a case where the government failed its responsibilities too severely to make claims under US v. Moore 423 US 77 (1975).

VI. Ashcroft v. Oregon No. 04-623 Petition for Writ of Certiorari 

24. In Ashcroft v. Oregon No. 04-623 Petition for Writ of Certiorari the question presented is,” has the Attorney General has permissibly construed the Controlled Substances Act, 21USC801 et seq., and its implementing regulations to prohibit the distribution of federally controlled substances for the purpose of facilitating an individual's suicide, regardless of a state law purporting to authorize such distribution.” Petitioners are Attorney General Alberto Gonzalez succeeding John Ashcroft, Former Attorney General of the United States; Karen Tandy, Administrator of the Drug Enforcement Administration; Kenneth W. McGee, Assistant Special Agent-in-Charge of the Portland Office of the Drug Enforcement Administration; the United States of America; the United States Department of Justice; and the Drug Enforcement Administration. Respondents are the State of Oregon, Peter A. Rasmussen, David Malcolm Hochhalter, Richard Holmes, James Romney, Melissa Bush, and John Doe #1. 
25. When the CSA was enacted in 1970, Congress made an initial assignment of controlled substances to the schedules it believed appropriate under 21USC812(c). Congress authorized the Attorney General, in consultation with the Secretary of Health and Human Services, to add or remove substances or to transfer substances from one schedule to another based upon statutory criteria that take into account changes in medical and scientific understanding and shifts in patterns of abuse. 21USC811, 812. In addition, Congress provided the Attorney General with broad authority to promulgate "rules and regulations relating to the registration and control of the manufacture, distribution, and dispensing of controlled substances," 21USC821, and "any rules, regulations, and procedures which he may deem necessary and appropriate for the efficient execution of his functions" under the CSA, 21USC 871(b). The Attorney General has delegated his functions under the Act to the Administrator of DEA. 28CFR0.100(b). States remain free to enact their own laws relating to controlled substances, such as their own criminal penalties, but state laws are preempted to the extent of any "positive conflict" between a provision of state law and the CSA such that the two "cannot consistently stand together." 21USC903.

26. When the CSA became effective in 1971, DEA's predecessor (the Bureau of Narcotics and Dangerous Drugs) issued regulations through notice-and-comment rulemaking to implement the Act. One of those regulations, now found at 21 CFR 1306.04(a), requires that a prescription for a controlled substance "must be issued for a legitimate medical purpose by an individual practitioner acting in the usual course of his professional practice." A purported prescription that is not issued "in the usual course of professional treatment or in legitimate and authorized research" does not qualify as a "prescription" for purposes of 21USC829 and, if issued knowingly, will subject the practitioner "to the penalties provided for violations of the provisions of law relating to controlled substances." 21CFR1306.04(a).  The legitimate medical purpose requirement is implicit in various provisions of the CSA, such as 21USC829, but is made explicit by virtue of the implementing regulation in, 21CFR 1306.04(a)
27. The Health Care Financing Administration in the Department of Health and Human Services had determined that physician-assisted suicide is not eligible for reimbursement under Medicare because it is "not reasonable and necessary to the diagnosis and treatment of disease or injury." The memorandum reviewed the position of leading organizations of the medical profession, including the American Medical Association, American Nurses Association, and American Psychiatric Association, all of which took the view that physician-assisted suicide was "fundamentally incompatible with the physician's role as healer”.  Having formulated there from a model “legitimate medical interest” the Attorney General determined that "assisting suicide is not a 'legitimate medical purpose' within the meaning of 21CFR1306.04," and therefore that "prescribing, dispensing, or administering federally controlled substances to assist suicide violates the CSA." The Attorney General made clear that these conclusions "apply regardless of whether state law authorizes or permits such conduct by practitioners or others." The State of Oregon and others challenged the interpretive rule in the United States District Court for the District of Oregon. That court held the interpretive rule invalid and enjoined its application. The Attorney General and the other federal parties appealed. On the merits, a divided panel granted the petitions for review.
28. The majority concluded that the interpretive rule was invalid absent an "unmistakably clear" indication of congressional intent to regulate physician-assisted suicide, because, in the majority's view, the rule "invokes the outer limits of Congress' power" by altering "the usual constitutional balance between the States and the Federal Government." The court also held that the interpretive rule violated "the plain language of the CSA," which, according to the majority, (1) only addresses "drug abuse," (2) entrusts medical decisions to the Secretary of Health and Human Services (not the Attorney General), and (3) requires the Attorney General to address all five statutory factors in Section 823(f) that are relevant to registration of a physician under the CSA, in particular whether the physicians action comply with state law;

(1) The recommendation of the appropriate State licensing board or professional disciplinary authority;

(2) The applicant's expertise in dispensing . . . controlled substances;

(3) The applicant's conviction record under Federal or State laws relating to the manufacture, distribution, or dispensing of controlled substances;

(4) Compliance with applicable State, Federal, or local laws relating to controlled substances;

(5) Such other conduct which may threaten the public health and safety.
29. Senior Judge Wallace dissented. Pet. App. 25a-63a. He relied upon the presumption that Congress does not make the application of federal statutes dependent on state law, and noted that, while a physician's compliance with state law is relevant under the CSA in determining whether his or her registration would be consistent with the public interest 21USC823(f)(3) and (4), other factors, including whether the physician's conduct "may threaten the public health and safety," are not dependent on state law 21USC823(f)(5). The dissent further noted that, while the Secretary of Health and Human Services is specifically delegated certain functions under the CSA, responsibility under the Act for determining whether a physician's registration serves the public interest is assigned to the Attorney General alone. The dissent also rejected the majority's suggestion that application of the CSA to the dispensing of controlled substances to assist suicide is at the limits of Congress's power or would alter federal-state relations and pointed out that, to the contrary, Congress's authority under the Commerce Clause to regulate the distribution of controlled substances is well-established.  Finally, the dissent observed that the Attorney General's conclusion that physician-assisted suicide is not a legitimate medical purpose is well supported by an "overwhelming historical, legal, and medical consensus." 
30. In the interpretive ruling under challenge here, the Attorney General concluded that dispensing drugs to assist another individual in taking his or her life does not constitute a "legitimate medical purpose" in the course of medical "treatment." 21CFR1306.04(a). Because the Attorney General has primary responsibility for enforcing the CSA, his interpretation of the Act is entitled to deference.  The Attorney General clearly acted reasonably in concluding that dispensing drugs to assist a person to commit suicide is not for a "legitimate medical purpose" or for "treatment" within the meaning of the CSA. As the Court noted in Washington v. Glucksberg 521 U.S. 702 (1997), "in almost every State-indeed, in almost every western democracy-it is a crime to assist a suicide." With specific reference to Oregon's DWDA, the Court made clear that the Oregon statute was contrary both to longstanding historical practices and to contemporary trends in the law. Thus, contrary to the dominant theme of the court of appeals' decision(s), the Attorney General did not ignore the laws of the States in interpreting the CSA to bar the dispensing of controlled substances to facilitate suicide. His interpretation is consistent with the position of the overwhelming majority of the States however acting alone with or in conjunction with the Supreme Court fails to have standing to forcibly overrule the decision of Oregon’s voters who, itself must be added, fails to have the standing to do more subject the populace to yet another referendum.

VII. Ethics at the Edges of Life 1980

31. Paul Ramsey’s book, Ethics at the Edges of Life. Yale University Press. 4th Printing 1980 conspicuously has no bibliography and is totally reliant upon footnotes however it is quite informative and was founded in the theory espoused by Charles Fried in An Anatomy of Values. Harvard University Press 1970 pp 15 who wrote, “the conviction that one should always choose life lies at the heat of the practice of medicine and nursing.  In that sense, medical ethics must be pro-life.  To choose death as an end is to throw the gift back in the fact of the giver, it is for this reason that suicide and murder are called “mortal sins” deadly states of the soul”  Arthur J. Dyck. An Alternative to the Ethics of Euthaniasia: Live or Die. Springer-Verlag 1973 pp98-112 wrote “choosing how to live while dying” stands in diametrical opposition to actions that “have the immediate intention of ending life that repudiates the meaningfulness and worth of one’s own life irrevocably severing any actual or potential contact with others”.  In The Indignity of Death with Dignity Hastings Center Report 2 No 2 (May 1974) pp47-62. Paul Ramsey wrote, “I believe it was Blackstone who said that suicide is wrong for two reasons. First, it is a crime against the king, because it deprives him of a subject.  Second, it is a sin against God, because one rushes precipitously into the Lord’s presence without being summoned.”  On Dying Well: An Anglican Contribution to the Debate on Euthanasia. Church Information Office. London. 1975 pp. 2  determined that the choice of one’s own death or that of another as an end is now the meaning packed into the word euthanasia.  Therefore it occurs to us, when discussing the morality of the matter of mortality, to attack certain predicates that describe the manner in which death is brought about or the means to death as a chosen end.  We speak of “active” or “passive euthanasia, of “directly” or “indirectly” disposing a patient to death, of whether death came by acts of omission or by acts of commission, by action or by abstention (Ramsey 146). A patient’s right to refuse treatment treatment enthrones an arbitrary freedom.  It ascribes to the subjective decision the power to make medical interventions right or wrong.  Choosing or refusing treatment is submitted to voluntary determination (Ramsey 157).  Robert M. Veatch Death,Dying and the Biological Revolution .Yale Univerity Press. 1977 maintains that a patient has a legal right to refuse any treatments proposed exclusively for their own good (Ramsey 162) and “Death is most appropriately thought to be the irreversible loss of the embodied capacity for social interaction (Veatch 42 and 64).

32. The word, “Euthanasia” has come to mean choosing death as one among life’s choices.  To balance the immorality of euthanasia and the morality of “dying well” it is important to distinguish between “direct” and “indirect” euthanasia.  “Ceasing to oppose death” or “letting die” is considered indirect euthanasia while “intervening to start or hasten the dying process” would be direct euthanasia.  Any physician knows whether he or she is trying to relieve suffering or trying to bring on death.  His or her aim is the former, even if he knows that he might do the latter but the projected benefits of medication or surgery outweigh the possible risk (Ramsey 149).  There is a clear distinction to be drawn between rendering someone unconscious at risk of killing him and killing him in order to render him unconscious.  There is a decisive difference between a medical practitioner whose patient dies as the result of an increased dosage of a pain-killing drug and who would use a safer drug had it been available, and that of a public executioner in state which employ this means of carrying out the death penalty who chooses drugs for their death-inducing properties (Ramsey 150).

33. In the case regarding Karen Ann Quinlan 70 NJ 10 (1976), who was kept alive only 

by the grace of both a respirator and IV, Chief Justice Richard J. Hughes for the court 

urbi et orbi accepts those religious upholding (1) freedom of religion (2) protection 

against cruel and unusual punishment and (3) privacy stating, the thread of logic in the 

distinctions may be elusive to the non-medical lay mind, in relation to the supposed 

imperative to sustain life at all costs related to medical decisions.  Judge Robert Muir Jr. 

for the New Jersey Supreme Court 137 NJ Super. 227 (November 10, 1975) had written, 

“There is no constitutional right to die that Can be asserted by one person for another 

voiceless person.”  Neither Judge Muir nor the Supreme Court had found sufficient 

probative weight on which to base a court ordered substitute judgment to remove the 

respirator invoking the law’s role as parens patriae.  John F. Kennedy Memorial Hospital

v.Delores Heston and Hane Heston 279 A 2d 670(NJ Sup Ct. 1971) the supremacy of 

temporal interest was considered to justify a non consensual blood transfusion to an 

unconscious adult.  The doctrine of substituted judgment is quite consistent with respect 

for persons and need not expand into judgments based actually on other people’s interests 

put in place of the incompetent’s (Ramsey 276-279).  In Ruth Russel’s book Freedom to 

Die. New York. Human Sciences Press. 1975 . 216 nonvoluntary euthanasia was found 

to be appropriate in the case the seriously deformed babies.  Karen Ann Quinlan was 

moved from Siant Clare’s Hospital in Denville NJ to the Morris View Nursing Home in 

Morris Plains-the first comatose patient admitted to that nursing home where she would 

receive the same level of care as anyone else.  It was revealed that Quinlan had been 

“weaned” from the respirator and would be put back on a respirator if she needed it 

again.  An ethics committee was formed at the nursing home whose members consisted 

of the chairman of the Morris County Welfare Board, a physician on the staff of Morris 

View, an associate minister of the Chatham United Methodist Church, the minister of the 

First Memorial Presbyterian Church in dover, and the supervisor of social work at Morris 

View.  This committee ruled unanimously on June 10 1976 that Karen was in irreversible 

coma with no reasonable possibility of recovering a “cognitive, sapient state” and that 

normal levels of nutrition and antibiotics should be administered.

34. In Jones v. Saikewicz No. 711 (sup. Jud. Ct. Mass. 1976) Civil Action No. 76-173 on 

direct appellate review from the Hampshire County Probate Court that ruled that life-

prolonging treatments could be withheld from a 66 year old severely retarded person with 

a disease that was expected to be fatal within the month and due to his mental defects was 

incapable of making the decision himself.  Ironically the judgment could not be fully 

rendered until after his death.  Judge Jekanowski of the probate court, like the guardian 

ad litem, was at first inclined to give treatment however after oral arguments weighed 

that the quality of life possible for him even if the chemotherapy treatment was successful 

in remission was not positive enough to justify such measures.  The decision of the

Probate Court was appealed directly to the supreme judicial court.  The Attorney General 

of Massachusetts Francis X. Belloti entered the case on the side of administering 

treatment finding that the probate court had equity jurisdiction, but once the court 

determined that the therapy would more likely than not extend the life of Joseph 

Saikewicz it then was without authority to withhold treatment.  If the consultative body 

agrees that the patient is not more likely to live longer with available treatment than 

without it or that the potentially life extending treatment amounts to no more than 

prolongation of an irreversible dying condition, the treatment may be withheld and said 

action shall be without any civil or criminal liability therefore on the part of any

participant.  The Probate Court is a “court of equity”.  As such it is empowered to stretch 

forth its own hand or action in  whatever direction its aid and protection may be needed.  

By virtue of its equity jurisdiction the lower court could pass upon purely personal rights.  

In the exercise of such power, a court of equity has the enormous power to make 

whatever orders it may deem necessary for the benefit of those not capable of looking 

after themselves.  In their amices brief the association for retarded citizens did not take a position on the correctness of the probate court’s specific decision however argued strongly for a life biased ruling.  Without being explicitly disciplined by the amices the Massachusetts Supreme Court overlooked the obvious and failed their judicial responsibility to overturn the homicidal decision of the Probate Court to withhold treatment and the judiciary only made further in roads breaking the law that they cited (Ramsey Final Decision).

35. On 1 October 1976 California Governor Edmund G. Brown, Jr. signed into law the Natural Death Act that passed the legislature on August 30, 1976 and was codified in the California Health and Safety Code div. 7 pt. 1 chap 3-9 secs. 7185-7195.  California became the first state in the nation to grant terminally ill persons the right to authorize, by prior directive, living will, the withdrawal of life sustaining procedures when death is believed imminent.  As of 1 March 1977 at least forty-nine death with dignity bills were pending in thirty six state legislatures such as Utah  HR 11 and Missouri HR 104.  Twenty eight of these bills were identical for example Texas Senate Bill 148.  Other states however wrote independently and the language of the Euthanasia Education Council appears only in Vermont HR 37.  In California the legislatures principle finding was that the words, “and an unreasonable emotional and financial hardship on the patient’s family” were stricken out.  The law was reliant primarily upon the living will that a person was expected to write while they were fully sapient.  The central paragraph directed that living wills uphold the guidelines that stated, “It at any time a person should have an incurable injury, disease, or illness certified to be a terminal condition by two physicians, and where the application of life sustaining procedures would serve only to artificially prolong the moment of death, and where my physician determine that death is imminent whether or not life-sustaining procedures are utilized such procedures may be withheld or withdrawn so that people might be permitted to die naturally (Ramsey 324).
VIII. Neutering the Federal Attorney General (FAG) 

36. The position of Federal Attorney General (FAG) that was established in the Judiciary Act of 1789 originally set his salary at $1500, one-half the rate of the other cabinet officers, with the clear expectation that his would be a part-time job only and that he could more than make up the pay differential from his private clients. The Office of Solicitor General and the Department of Justice were created in 1870. Ostensibly to uphold the unconstitutional section 4 of the XIV Amendment to the US Constitution of 1868 most conspicuously prohibits settlement for the emancipation of slaves but seems to establish a system of supporting only the suppression of any so called rebellion or insurrection better known as civil strife although the XIV Amendment is better known for establishing the principle of equal rights in the USA that section 4 so boldly defies.  All told, between 1864 and 1869 the United States spent well over $700,000 procuring outside legal services. The Solicitor General is the only officer of the United States required by statute to be learned in the law.  He is one of only two people (the other being the Vice President) with formal offices in two branches of government. The Solicitor General is of course an Executive Branch officer, reporting to the Attorney General, and ultimately to the President, in whom our Constitution vests all of the Executive power of the United States.   Clinton Solicitor General Seth P. Wexman wrote in the Address to the Supreme Court Historical Society of 1 June 1998, “in the nearly thirteen decades since the Office of the Solicitor General was created, its core litigation functions have largely remained the same.   During the past Term, for example, the office handled approximately 2800 cases before the Supreme Court.   The office filed 30 petitions for a writ of certiorari and participated in oral argument in 75% of the cases the Court heard on the merits”.  During that same one-year period, the Solicitor General decided whether to authorize appeal or to appear as an intervenor or amicus in over 2300 cases, covering subjects as varied as the activities of the government we represent.  Since creation of the office of Deputy Attorney General in 1953, the Solicitor General has largely been relieved of the administrative and policy functions he served during the first hundred years. The Solicitor General is not a neutral, he is an advocate; but an advocate for a client whose business is not merely to prevail in the instant case, it is not to achieve victory, but to establish justice.  
37.  The Attorney General, as head of the Department of Justice and chief law enforcement officer of the Federal Government, represents the United States in legal matters generally and gives advice and opinions to the President and to the heads of the executive departments of the Government when so requested. The Attorney General appears in person to represent the Government before the U.S. Supreme Court in cases of exceptional gravity or importance.  Alberto R. Gonzales was sworn in as the nation's 80th Attorney General on February 3, 2005.   In his initial remarks to Department of Justice employees, Attorney General Gonzales reminded them of their mission and noted they have "a special obligation to protect America against future acts of terrorism. We will continue to make that our top priority while remaining consistent with our values and legal obligations. That will be the lodestar that guides us in our efforts at the Department." Prior to serving at the Department of Justice, he was commissioned as Counsel to President George W. Bush in January of 2001. Prior to serving in the White House, he served as a Justice of the Supreme Court of Texas. Before his appointment to the Texas Supreme Court in 1999, he served as Texas' 100th Secretary of State from December 2, 1997 to January 10, 1999. Among his many duties as Secretary of State, Gonzales was a senior advisor to then Governor Bush, chief elections officer, and the Governor's lead liaison on Mexico and border issues.  Prior to his appointment as Secretary of State, Gonzales was the General Counsel to Governor Bush for three years. Before joining the Governor's staff, he was a partner with the law firm of Vinson & Elkins L.L.P. in Houston, Texas. He joined the firm in June 1982. While in private practice, Gonzales also taught law as an adjunct professor at the University of Houston Law Center. Among his many professional and civic activities, Gonzales was elected to the American Law Institute in 1999. He was a board trustee of the Texas Bar Foundation from 1996 to 1999, a board director for the State Bar of Texas from 1991 to 1994, and President of the Houston Hispanic Bar Association from 1990 to 1991. He was a board director of the United Way of the Texas Gulf Coast from 1993 to 1994, and President of Leadership Houston during this same period. In 1994, Gonzales served as Chair of the Commission for District Decentralization of the Houston Independent School District, and as a member of the Committee on Undergraduate Admissions for Rice University. Gonzales was Special Legal Counsel to the Houston Host Committee for the 1990 Summit of Industrialized Nations, and a member of delegations sent by the American Council of Young Political Leaders to Mexico in 1996 and to the People's Republic of China in 1995. Among his many honors, in 2003 Gonzales was inducted into the Hispanic Scholarship Fund Alumni Hall of Fame, was honored with the Good Neighbor Award from the United States-Mexico Chamber of Commerce, and received President's Awards from the United States Hispanic Chamber of Commerce and the League of United Latin American Citizens. In 2002, he was recognized as a Distinguished Alumnus of Rice University by the Association of Rice Alumni and was honored by the Harvard Law School Association with the Harvard Law School Association Award. Gonzales was recognized as the 1999 Latino Lawyer of the Year by the Hispanic National Bar Association, and he received a Presidential Citation from the State Bar of Texas in 1997 for his dedication to addressing basic legal needs of the indigent. He was chosen as one of the Five Outstanding Young Texans by the Texas Jaycees in 1994, and as the Outstanding Young Lawyer of Texas by the Texas Young Lawyers Association in 1992. Gonzales was honored by the United Way in 1993 with a Commitment to Leadership Award, and received the Hispanic Salute Award in 1989 from the Houston Metro Ford Dealers for his work in the field of education. Gonzales was born in San Antonio, Texas and raised in Houston. He is a graduate of Texas public schools, Rice University, and Harvard Law School. Gonzales served in the United States Air Force between 1973 and 1975, and attended the United States Air Force Academy between 1975 and 1977. He and his wife, Rebecca Turner Gonzales, have three sons. 
38. The charge that the Attorney General is asked to address in this brief is the transfer of authority under the CSA to the Secretary of Health and Human Services to permit the Attorney General to focus on judicial regulation.  The Attorney General is charged under the CSA, 21USC811(a), with assigning a controlled substance to the appropriate "schedule" according to whether it has a "currently accepted medical use in treatment in the United States," 21USC812(b), as well as with ensuring that there is an "adequate * * * supply" of Schedule I and Schedule II substances "for legitimate medical, scientific, research, and industrial purposes," 21USC823(a)(1). Those substances for which the Attorney General has determined there is "no currently accepted medical use in treatment in the United States" are placed in Schedule I, 21USC812(b)(1)(B), and may not be prescribed or dispensed except pursuant to a research protocol specifically approved by the Attorney General and the Secretary of Health and Human Services with respect to the medical merits of the proposal and its security against diverting the substance from "legitimate medical or scientific use," 21USC823(f). Substances in other Schedules may be dispensed by practitioners only because they have "a currently accepted medical use in treatment in the United States," 21USC812(b)(2)-(5), and a legitimate "medical use" in "treatment" therefore is a prerequisite to such dispensing.  The Secretary of Health and Human is clearly a better and more institutionally qualified representative of the interests of drug consumers and distributors and the Drug Enforcement Administration (DEA) for that matter.  The Attorney General should not even be sought as counsel in the legislation as the Secretary of Health and Human Services is far better equipped to make decisions regarding “legitimate medical purposes” under 21CFR1306.04(a).

39. This day and age, the product of 20 years of judicial delinquency, when 20,000 right wing extremists have just been disbarred by the American Bar Association, the issue of standing moves into pre-eminence.  The use of the death penalty and world record rates of slavery in the US judiciary coupled with the failure of the federal government to keep the international peace and balance their budget makes the claim of the Department of Justice and Supreme Court very weak against protests of state and agency sovereignty.  The ethical dilemma regarding physician assisted suicide brings the hypocrisy of the CSA into light – the Attorney General, as the supreme judicial officer, fails to professionally represent a “legitimate medical purpose”.  In fact 350,000 people are falsely arrested and unjustly detained in prisons on drug charges as the result of this short circuit in the CSA that must in fact be amended to “change the name of the Attorney General to the Secretary of Health and Human Services in the CSA”.  Although the Attorney General of the United States might take it upon himself to represent other ministries for a short while before they rise to speak for themselves it is foolish to rely upon the Attorney General on issues affecting other recognizable and politically represented professions in the federal government.  To hope to achieve any progress in the deplorable state of the judiciary the Attorney General must represent himself, as defendant in every case not affecting the judiciary, armed officers or the military that are the only pockets of society corrupt enough to support the Federal Attorney General as a plaintiff.  Thus, in brief, the Attorney General must represent himself as defendant in civil society and as plaintiff in criminal society that is clearly delimitated as the judiciary and military.  In fact due to our nation’s justice system’s standing with the United Nations the USA itself should be remanded for use only as defendant in the federal courts that must abolish criminal prosecution in order to improve the oversight of the state courts and correctional facilities with “clean hands” Case Concerning Oil Platforms Islamic Republic of Iran v. United States of America 6 November 2003 No. 90
40. Can the USA then ever be a plaintiff in litigation when they are the most homicidal, genocidal, falsest and all around most penal of all nations? Although one might immediately be inclined to deny the US any credibility the case of Ahmed Omar Abu Ali presents a case where the US can honestly make a claim as a plaintiff in the International Court of Justice under Art. 36 of the Statute of the Court and International Convention against Torture and Other Cruel, Inhuman or Degrading Treatment A/39/51 (1984) for a reasonable settlement from Saudi Arabia for false imprisonment and torture to protect US citizens abroad from future abuse. To be eligible for relief from Saudi Arabia the Attorney General must compensate Ahmed Omar Abu Ali from the US Treasury in order to have a claim at all.  Eric Lichtlau on Feb. 22 reported in the New York Times that Ahmed Omar Abu Ali had been accused of supporting Al Quaida by Saudi police who arrested him during final exams at the Islamic University of Medina on June 11, 2003 without even consulting US officials.  Mr. Ali demonstrated enough scarification to the press to indicate that he was indeed whipped while suffering interrogation in the custody of a Saudi detention center is entitled to a civil tort from the Saudi Arabian Embassy to the Untied States where his father was formerly employed.  A case titled, Ahmed Omar Abu Ali v.Alberto Gonzalez, Attorney General US (US v. Saudi Arabia 2003-2005 ICJ) written by the Foreign Claims Settlement Commission would be nice as the Department of Justice could collect an estimated $12,000 a year for an arbitrary two years under 28 U.S.C. 515(b) from Saudi Arabia for each year Mr. Ali’s false imprisonment although they would have to pay the witness themselves in order to protect the witness from the potential retaliation from Saudi Arabia.  His parents seem to be the only protection he needs.  Justifying settlement from Saudi Arabia to the United States of course requires a considerable amount of justification as the United States has totally failed to exercise any fiscal responsibility for their own crimes.  In fact in their $20 billion settlement to Iraq the US neglected to compensate Afghanistan Bank Afghanistan Day (BAD), the poorest nation in the Muslim world, and included an off budget $66 billion in support of the armed forces to ensure chaos would significantly undermine Iraqi Sovereignty HA-30-6-04.   The author himself was the victim of torture in a United States psychiatric hospital where strange admixtures of drugs are concocted to inflict pain, injury and possible death upon involuntary patients who plead that they are not crazy.  Although the District Court found itself quite amusing by wiping the State Mental Institution Library Education (SMILE) buildings off the Probate Judge in retaliation for crimes of slavery and torture they failed to settle the $75,000 civil tort that would have settled as medical malpractice if the author’s mail had not been pilfered to disrupt communication so as to prevent him from making the deadline and subsequently stealing an expired passport Sanders v. Kravetz USDC S. Ohio C-98-466 (1998).  Further similar experiences indicate that it is indeed the District Court that is the source of the abusive unlawful searches and seizures, mail frauds and bank frauds and that it is the state, ie federal government, that is the source of negligence in the settlement of legal settlement and major frauds that disrespect the opinions of the account holders and belittle degree programs to illiteracy and persecution to tolerate their employment in an increasingly fascist and totalitarian (fat) society.  It seems that when the state and federal government is not involved in a crime of their own they engage in discrimination against witnesses in cases affecting the other.  In a rude and perfunctory manner the Assistant Attorney General for Health and Human Services did indeed grant the petitioner a recommendation for social security disability that he was later forced to enjoin because the American system as explained in has been increasingly interpreted to mean that the party that prevails in the laws must pay the genocidal lawbreakers who take what they want.  However even that small compensatory settlement is threatened with unlawful severance $60,000 from fulfillment in contravention to the principle that a person must be gainfully employed for 9 months before discontinuing disability insurance.  Therefore the price of possibly earning an honest $12,000 a year for two years from Saudi Arabia in behalf of Ahmed Omar Abu Ali has doubled to $24,000 a year due to outstanding non-retroactive claims of Hospitals & Asylums to uphold the doctrine of reciprocity required for the settlement of international treaties under Art. 36 of the Statute of the International Court of Justice, and in this case under the International Convention against Torture and Other Cruel, Inhuman or Degrading Treatment A/39/51 (1984) that is far more enlightening that either federal or mistakenly sought after state statutes, for two years at which time the work of Mr. Ali and the author Mr. Sanders could be reviewed by the Attorney General for sufficiency of evidence to warrant further employment as a special assistant, ie. Informant/ Rappateur / Scholar, under 28 U.S.C. 515(b)       

41. The Drug Administration Yield (DAY) Act of 2005 breaks for the transfer of the physician and pharmaceutical markets of the DEA from the Department of Justice, ie the Attorney General, to the Department of Health and Human Services in 2006 or 2007 if the transfer cannot be satisfactorily performed on paper to relieve stress created by 350,000 drug detainees in need of provisional release in co-ordination with a revision of Chapter II Attorney General Education (AGE) this July 2005 and purported update of the census in Chapter VI Correction Conviction every January.  To ensure that this public intellectual property is developed to the fullest extent possible the Attorney General is recommended to immediately commission the author, Anthony J. Sanders, and compensate the Saudi torture victim with an un taxable unless gross income exceeds the federal poverty guidelines supplement $12,000 a year, for two years, $1,000 a month per capita securely administrated by the Secretary of Treasury in accordance with the approval of the Attorney General under 28 U.S.C. 515(b).  Speedy receipt of the Security Income would greatly increase the chances of satisfactorily updating both the DAY and AGE Chapters in time for July 2005.

42. It is highly recommended that the US Supreme Court make peace with the people of the State of Oregon by supplementing the testimony of the Federal Attorney General (FAG) Alberto Gonzales with the testimony of the new Secretary of Health and Human Services (SHHS) Michael Leavitt regarding the evidence provided in this brief demanding the US Supreme Court case be neutrally and arbitrarily titled Secretary of Health and Human Services Medical Director Michael Leavitt v. Alberto Gonzalez Attorney General 9th Cir. No. 04-623(2005).  The unethical practice of euthanasia in Oregon is principally attributed to having the nation’s highest rate of unemployment estimated as high as 10% by my sister, who is an Oregon Resident.  It can be speculated that the State of Oregon may have evolved a almost Dutch singularity in the United States with respect for granting their people with enough free time to petition for physician assisted suicide although these terminally ill patients might be better served with the counsel of Gonzalez, Juan of the Department of Labor HA-19-2-05 to make their final days productive and employed in such a way that accommodates the life style and support groups involved in pain relief and palliative care.  

1. the Department of Justice and Supreme Court shall be independent enough to claim responsibility for taking census of US prisons and jails after 5 years of delinquency and recognize the supremacy of the Secretary of Health and Human Services regarding issues of medical ethics and judgment;

2. the Department of Health and Human Services shall be therapeutically jurisprudent enough to recognize the supremacy of the State and Federal Attorney Generals regarding judicial ethics and judgment and independent enough to hold and publish the medical malpractice and bio-terrorism trials of facts regarding physicians and medical agencies and corporations by the County Board of Health and/or Red Cross.

IX. Swearing in the Medical Director of Health and Human Services

43. The Department of Health and Human Services (HHS) is an executive department of the U.S. government that deals with social welfare, public health, income security, regulation of the health, food and pharmaceutical industries and mental health that includes the treatment of drug addiction. Founded in 1953 as the Department of Health, Education, and Welfare (HEW), the agency was reorganized and renamed HHS in 1979. It is the second largest federal agency after the Military Departments.  The office of the Secretary of Health and Human Services (SHHS) and predecessor supplanted the Surgeon General in the role of most important official and cabinet advisor to the President on agency decisions.  It is feared that like so many of the federal offices the Secretary of Health and Human Services (SHHS) was founded in an unconstitutional reaction to add insult to the amendment of the time, the XXVI Amendment of 1971 that established a regime of age discrimination by laying down the law permitting only people over the age of 18 to vote although it would be wiser to permit children their right to vote from the time they can read a ballot.  The XXVI Amendment was unfortunately accompanied with the insidious injury of the prosecutorial CSA Act that is the subject of controversy in this brief.  The CSA singled out the largely youthful drug consumers and dealers for serious prosecution by the Attorney General Executive (AGE) at the expense of the therapeutic and common sense regulation of the Food and Drug Administration and Secretary of then Health, Education and Welfare and now Health and Human Services.  It was however not until after the SHHS became institutionalized in 1979 to insult the young and federal outsiders that the prosecution of drug “crimes” began to take on alarming proportions under mandatory minimum sentencing statutes of Congress beginning in 1984.   Whereas there is now, after the reign of Tommy G. Thompson, who committed all the crimes of his office, primarily enforcing confidentiality with fines although the silence renders the financial claim moot and empowers the kidnappers and thieves that abound in the war and slavery torn US, and went on to commit the crimes of the Department of Homeland Security, a large amount of dissatisfaction and outright fear regarding bio-terrorism and fraud in the provision of health and welfare benefits by the state and federal governments under DHHS it is highly recommended that the counsel of the state, local and national chapters of the International Committee on the Red Cross, three time winner of the Nobel Peace Prize and largest known administrator of health and welfare benefits to over 350 million people around the world although China might benefit more poor, be sought as trustees under the Additional Protocol II relating to the Protection of Victims of Non-International Armed Conflicts of 1977 to repel the fascist armed forces to overcome the totalitarian society that has evolved from the institutionalization of secrecy and discrimination inherent in such privacy of the public domain that has become so severe that a large portion of the budget is simply missing in the same probative fashion as psychiatric patients whose mistreatment seems to have inspired this cosmetic society that must focus on developing their medical education for the public to generate the peace of mind needed to process the unusual practices of the US medical establishment in the best interest of the public health.
44. Michael O. Leavitt was sworn in as the 20th Secretary of the U.S. Department of Health and Human Services on January 26, 2005. As secretary, he leads national efforts to protect the health of all Americans and provide essential human services to those in need. He manages the largest civilian department in the federal government, with more than, 66,000 employees (please amend this figure immediately we must desist in these numerological prophesies of the abyss), and a budget that accounts for almost one out of every four federal dollars. Prior to his current service, Leavitt served as Administrator of the U.S. Environmental Protection Agency and Governor of Utah. While at EPA, Leavitt signed the Clean Air Diesel Rule, implemented new, more-protective air quality standards for ozone and fine particle pollution and organized a regional collaboration of national significance to clean and protect the Great Lakes. The people of Utah elected Mike Leavitt governor three times. Prior to leaving the statehouse to work in the Bush Administration, he was the nation's longest-serving governor. During his eleven years of service, Utah was recognized six times as one of America's best managed states. He was chosen by his peers as Chairman of the National Governors Association, Western Governors Association and Republican Governors Association because of his ability to solve problems across partisan lines. Sec. Leavitt is widely recognized as a health care innovator and welfare reformer, and his record of achievement in Utah bears this out. In 1994, the Utah legislature passed Gov. Leavitt's "Healthprint," a comprehensive, incremental approach to health care improvement in the state. A decade later, Utah has more than 400,000 additional people with health insurance, marked increases in the number of children with health care coverage, dramatically improved immunization rates and per capita cost of healthcare 25% below the national average. He was chosen by the nation's governors to represent the states in Congress on welfare reform, Medicaid and children's health insurance. The application of technology is a passion for Sec. Leavitt. During his tenure as Governor of Utah, the state's website was awarded "Best of Web," offering more than 110 services online. As Secretary of Health and Human Services he is committed to unleashing the power of technology to improve the quality of care, reduce mistakes and manage costs. In Leavitt's previous public service he has always pursued three goals: to leave things better than he found them; to plant seeds for the next generation; and to give it his all. These are his goals as leader of the U.S. Department of Health and Human Services. Born February 11, 1951, in Cedar City, Utah, Leavitt graduated with a bachelor's degree in economics and business from Southern Utah University. He served as president and chief executive officer of a regional insurance firm, establishing it as one of the top insurance brokers in America. He is married to Jacalyn S. Leavitt; they are the parents of five children.
45. Medicare has been adjusted by the Office of Management and Budget and no longer suffers any surpluses or deficits at the federal level although Medicaid remains unregulated in the 2004 HI and SMI Trustee Report that should better account for state Medicaid matching funds this 2005.  Medicare is divided into two trust funds the Hospitals Insurance (HI) Trust Fund and the Supplementary Medical Insurance (SMI) trust fund managed by the Center for Medicare Medicaid and SCHIP (CMS) with a total budget of $228 billion in 2003, $247 billion in 2004, within the Department of Health and Human Services whose total revenues were set forth in Section 4 of the Historic Budget at $505 billion in 2003, $547 billion in 2004 and $580 billion in 2005.   The budget must be restrained to no more than $580 billion and should in fact go down to $500 so that Health and Welfare (HaW) will find federal price stability at exactly $1 Trillion 2006 – 2010. 
(i) In 2003 CMS had a budget of $228 billion, paid $172 billion in benefits and a combined surplus of $8 billion and had a total trust fund balance of $275

(ii) In 2004 CMS has a budget of $247.3 billion, paying an estimated $286 billion in benefits, earning a $5.5 billion surplus with a combined fund balance of $281.8 billion.

(iii) In 2004 CMS runs a SMI account deficit of only -$4 billion in 2004 that must be purchased by the HI Trust that runs a $9.5 billion surplus for an adjusted HI Trust fund balance of $256 billion and SMI Trust Balance of $24.8 billion. 

(iv) In 2005 both CMS trust are balanced and CMS has a budget of $261 billion, pays an estimated $325 billion in benefits, earns a $17.8 billion surplus with a combined fund balance of $291.8 billion.
46. The Hospitals Insurance (HI) Trust Fund claimed $175.8 billion in tax revenues and $151.2 billion in benefit payments and $153.7 billion in total expenditures.  At the end of 2003 the HI Trust claimed $251,126,758 in assets a $22 billion account surplus.   OMB reports in 2003 the HI Trust had a budget of $147 billion with benefit payments of $151 billion, a surplus of $21.9 billion and a trust fund balance of $251 billion

(i) In 2004 the HI Trust made a budget request of $150.5 billion, pays an estimated $156 billion in benefits, earning a $9.5 billion surplus and fund balance of $261 billion.

(ii) In 2005 the HI Trust makes a budget request of $165 billion, pays an estimated $181.5 billion in benefits, earns a $10.6 billion surplus and achieves a fund balance of $271 billion.

47. The Balanced Budget HA-2005 is compared with the Bush Budget in this table for improved recognition of reciprocating systems of the Military Departments (MD), the International Trust (IT), Health and Welfare (HaW) and Education.  There is also a column for the total federal budget, deficit and GDP.  In the Budget it is explained what sort of dynamism is required of agencies to achieve perfect price stability so that Office of Management and Budget can balance the budget and begin to make progress paying our nations $7.2 trillion government debt. 

	
	MD 
	IT
	HaW
	Ed
	Rev
	Bud
	  Def
	GDP

	2003
	515
	32
	1,028
	82.6
	1,782
	2,157
	-375
	10,828

	2004
	521
	41
	1,081
	87.2
	1,798
	2,318
	-520
	11,466

	2005
	490
	30
	1,154
	89.0
	2,036
	2,399
	-363
	12,042

	2006
	511
	33
	1,271
	88.9
	2,205
	2,473
	-268
	12,641

	2007
	534
	34
	1,286
	87.8
	2,350
	2,592
	-489
	13,279

	2008
	558
	35
	 1,361
	87.7
	2,485
	2,724
	-242
	13,972

	2009
	582
	35
	 1,436
	88.0
	2,616
	2,853
	-237
	14,702

	 Adj.
	Mil.
	AID
	HaW
	Ed.
	Rev
	Budget
	Def
	GDP

	2003
	515
	  32   
	1,028
	82.6
	1,798
	2,157
	-376
	10,828

	2004
	 499
	  41    
	1,081
	87.2
	1,798
	2,218
	-420
	11,466

	2005
	 365   
	75
	1,000
	89.0
	2,036
	2,005
	+31
	12,042

	2006
	365
	  75    
	1,000
	88.9
	2,205
	1,999
	+297
	12,641

	2007
	365
	100
	1,000
	87.8
	2,350
	2,021
	+329
	13,279

	2008
	365
	100
	1,000
	87.7
	2,485
	2,054
	+436
	13,972

	2009
	365
	100
	1,000
	88.0
	2,616
	2,051
	+566
	14,702


48. We shall not immediately concern ourselves with more than the recent sabotage of the state Medicaid System in a major fraud against the United States for which the President claimed $4.5 billion of criminal responsibility in the State of the Union Address HA-2-2-05 however local officials have also been quite free with the money that needs to be evaporated as the result of straying from the law it was printed to serve.  Under Sec. 120 of Chapter 5 Health and Welfare (HaW) the board of commissioners determines from the quarterly reports filed by the trustees with the county auditor that the levies made by the respective townships for poor relief purposes will be insufficient to provide free and available money during the following year for poor relief purposes.  Under Sec. 122 The Managing Trustee may determine that borrowing authorized under 42USC(7)401(k-1)is appropriate in order to best meet the need for financing the benefit payments.  Under 42USC(7)IVA606 the Secretary of Health and Human Services (SHHS) may also makes loans, repayable in 3 years, particularly in anti-welfare fraud cases.  When encountering such frozen assets it is recommended to adjust funding from grants to anti-welfare loans of the Secretary of Health and Human Services so that Red Cross trustees representing the, duly informed, International Committee of the Red Cross, can be afforded as members of state and local boards of trustees of the federal department of health and human services, with the interest earned from these loans.  The Department of Health and Human Services needs to address the lack of credibility in the Medicare/Medicaid system that was reported by Tommy Thompson in 2003.  The Thomsen principle, applicable to the third law of thermodynamics regarding enthalpy that states “every chemical change accomplished without the intervention of an external energy tends toward the production of the body or the system of bodies that sets free the most heat.  In other words, all spontaneous reactions are exothermic” took hold in the Department of Health and Human Services after the United States got into hot water with Afghanistan, founded the Department of Homeland Security to avoid settling reparations with Afghanistan, and began to boil in Iraq.  Fame, Famine and Fascism HA-10-2-05 dictated that Tommy G. Thompson be removed from offices of trust and given a reasonable retirement plan that included supervision by the Secretary of Treasury to prevent private access to large sums of stolen government assets in the future.  As he was leaving Thompson seems to have sabotaged State Medicaid in retribution for being punished with $666 reimbursement by the county and state health professionals in behalf of beneficiary(ies) who had been involuntarily garnished $66.60 in a one page letter of the Secretary of Health and Human Services around Thanksgiving 2003.  Secretary Leavitt unfortunately has continued cursing in his biography and must take greater responsibility for the “more than 66,000” employees of his agency who do not want to suffer political schism like their beneficiaries did last year.  Sec. Leavitt must choose a luckier number if he hopes for his society to succeed.   On August 30, 2004 Jo Anne B. Barnhardt Social Security Commissioner and Mark B. McClellan MD CMS Administrator wrote to eliminate controversies regarding Medicare that now needs to be enforced. 

First, the poverty line for automatic eligibility for both Medicare Part A and B was determined on 30 August 2004 to be an income of less than $1,068 as an individual or $1,426 married and under 42USC(7)I407a their benefits cannot be garnished through legal process, or other.  Due to the proportionately high cost of living for people living below this poverty line it is a crime to deprive individuals of their relief benefits if they belong to the identifiable class of people living below the poverty line 18USC(13)246. The August 30 brief estimated that $800 a year can be afforded for the health of every person in the USA. Premiums may only be charged to individuals making more than poverty line All individuals must be afforded annual preventive medical, dental and laboratory check ups to avoid expensive emergency room care and the debilitating effects of treatable illnesses.  The goal is to provide free Medicare Part A and B to all people living below the poverty line and offering safe state health insurance to people making more than the poverty line for reasonable premiums.  

Second, for CMS customer relations to prosper in an atmosphere of mutual trust CMS must send a notice of payment to the patient at the end of the quarter rather than merely subjecting them to an unsatisfied bill after the end of the month as called for in 42USC(7)XVIII1395b-7.  Let there be no mistake, tell the patient that the state has paid at the end of the quarter rather than informing them of just the monthly memorandum.  This will lend CMS credibility with state and local agencies as the public health demands becomes satisfied in opinion polls regarding government health care.   

Third: the Thomsen principle, applicable to the third law of thermo-dynamics regarding enthalpy that states “every chemical change accomplished without the intervention of an external energy tends toward the production of the body or the system of bodies that sets free the most heat.  In other words, all spontaneous reactions are exothermic” shall cease to apply when the office of the Secretary of Health and Human Services makes the intrinsic decision to desist to incite genocide, ie major fraud, by prohibiting bestial numerological, psychological nihilism and bio-terrorism references in agency correspondence and legislation.  As a former beneficiary I cannot consider Medicare fit for consumption until Sec. Leavitt is publicly sworn in with the Hippocratic Oath by the best Health Committee that can be mustered in the US Legislature by the many agencies of the Department of Health and Human Services and American Medical Association in hopes that Sec. Leavitt will be the Secretary to make the positively dynamic decision to change the name of his office from the suppressive title of “Secretary of Health and Human Services (SHHS)” to a more intellectually inspiring and socio-economically supportive “Medical Director (MD) of Health and Human Services”. 
49. The Hippocratic Oath of 400 BC states in part, after directing physicians to respect and remunerate their teachers, I will follow that system of regimen which, according to my ability and judgment, I consider for the benefit of my patients, and abstain from whatever is deleterious and mischievous. I will give no deadly medicine to any one if asked, nor suggest any such counsel; and in like manner I will not give to a woman a pessary to produce abortion.  Into whatever houses I enter, I will go into them for the benefit of the sick, and will abstain from every voluntary act of mischief and corruption.  In Gorgia Plato wrote, and after such training in common together, then at last, if we think fit, we may enter public life, or we may take counsel together on whatever course suggests itself, when we are better able to take counsel than now.  For it seems to me shameful that, being what apparently at this moment we are, we should consider ourselves to be fine fellows, when we can never hold the same views about the same question-and those too the most vital of all-so deplorably uneducated are we!  Then let us follow the guidance of the argument now made manifest, which reveals to us that this is the best way of life-to live and die in the pursuit of righteousness and all other virtues. 

50. The training in the petition for a writ of certiorari Ashcroft v. Oregon 9th No. 04-623 and Appendix to the Petition lies, not in what but who constitutes a “legitimate medical interest”? The tendency is to agree with the Oregon District Court and 9th Circuit Court that neither the Attorney General nor Justices of the Supreme Court should be plaintiffs to the action and that the judges and attorney general’s are themselves lacking in standing to render any decision disfavor able to the living will of Oregon voters whatsoever!  The only person more a-SHaHSMD is of course this assistant to the Secretary of Health and Human Services (SHaHS) Medical Director (MD) Michael Leavitt as the Federal Attorney General (FAG) Speedy Alberto Gonzalez (AG) even escapes Hospitals & Asylums with his cajones by serving as defendant in this civil action titled Secretary of Health and Human Services Medical Director (MD) Michael Leavitt v. Attorney General Alberto Gonzalez 9th Cir. No. 04-623 (2005).  My old friend’s newborn boy Thomas Elliot Knock, weighing 9 lbs 1 oz, on 28 February 2005 was not so lucky as he recently suffered the cruel and unusual procedure of male genital circumcision in seeming retribution for the painful childbirth that caused some female genital mutilation causing a so called “’terror’ between the vagina and anus” that is disqualified for such extrinsic punishment under the medical purposes of labor and birth principle of 18USC116(b)(2).  For the purpose of peace of mind required for good judgment under Art. 1 of the Basic Principles on the Independence of the Judiciary (1985) we must direct Congress to dismiss the Attorney General from office of trust in Title 21 US Code Chapter 13 Drug Abuse Prevention and Control in favor of more professional representation of legitimate medical purpose by the Secretary of Health and Human Services (SHHS), his possible decedent Medical Director of Health and Human Services (MDHHS) and the American Medical Association (AMA) in general, for peace of mind sufficient to answer questions regarding Medical Ethics publicly.  The advisory opinion of the World Health Organization (WHO) is also highly sought, as always.  The net gain of this legislative transaction shall be not more than to transfer the agency accounts of the Independent Drug Enforcement Administration (IDEA) to the administration of the Department of Health and Human Services (DHHS) to lend the Secretary of Health and Human Services (SHHS) federal regulatory authority regarding the licensing of physicians and pharmacists for the distribution of controlled substances by means of prescriptions reliant upon the recommendation of the Food and Drug Administration (FDA).  Revocations of professional licenses could be informally appealed to state license boards rather Circuit Courts of Appeals that would also be accessible to the ex-relator.  All law that need be done by Congress and Senate Hospitality (CASH) is to change reference to the name of the Attorney General in the CSA to read Secretary of Health and Human Services.  Work of not more than a day!!!  

51. The Physician-Assisted Suicide Cases and Comparative Law Methodology in the United States Supreme Court, in Law at the End of Life: The Supreme Court and Assisted Suicide 125, 129-130 (C. Schneider ed. 2000) founded the examination of our Nation's history, legal traditions, and practices in Washington v. Glucksburg No. 96-110 (1997) that demonstrated that Anglo American common law has punished or otherwise disapproved of assisting suicide for over 700 years; that rendering such assistance is still a crime in almost every State; that such prohibitions have never contained exceptions for those who were near death; that the prohibitions have in recent years been reexamined and, for the most part, reaffirmed in a number of States; and that the President recently signed the Federal Assisted Suicide Funding Restriction Act of 1997, which prohibits the use of federal funds in support of physician assisted suicide. Pp. 5-15. Washington law provides: "A person is guilty of promoting a suicide attempt when he knowingly causes or aids another person to attempt suicide." Wash. Rev. Code 9A.36.060(1) (1994). "Promoting a suicide attempt" is a felony, punishable by up to five years' imprisonment and up to a $10,000 fine 9A.36.060(2) and 9A.20.021(1)(c). At the same time, Washington's Natural Death Act, enacted in 1979, states that the "withholding or withdrawal of life sustaining treatment" at a patient's direction "shall not, for any purpose, constitute a suicide." Wash. Rev. Code 70.122.070(1).  A panel of the Court of Appeals for the Ninth Circuit reversed, emphasizing that "in the two hundred and five years of our existence no constitutional right to aid in killing oneself has ever been asserted and upheld by a court of final jurisdiction." Compassion in Dying v. Washington, 49 F. 3d 586, 591 (1995). 
52. In light of that history, this Court's decisions lead to the conclusion that respondents' asserted "right" to assistance in committing suicide is not a fundamental liberty interest protected by the Due Process Clause, in fact, I must insert, it would be more polite to deny people the “right to die” on the grounds that such a “right to die doesn’t exist” because of the supremacy of the purpose of the “right to life” renders “liberty to die” more truthful. The Ninth Circuit's and respondents' various descriptions of the interest here at stake--e.g., a right to "determine the time and manner of one's death," the "right to die," a "liberty to choose how to die," a right to "control of one's final days," "the right to choose a humane, dignified death," and "the liberty to shape death"--run counter to that second requirement. Since the Washington statute prohibits "aiding another person to attempt suicide," the question before the Court is more properly characterized as whether the "liberty" specially protected by the Clause includes a right to commit suicide which itself includes a right to assistance in doing so. This asserted right has no place in our Nation's traditions, given the country's consistent, almost universal, and continuing rejection of the right, even for terminally ill, mentally competent adults. 
53. The constitutional requirement that Washington's assisted suicide ban be rationally related to legitimate government interests, see e.g., Heller v. Doe 509 U.S. 312, 319 -320, is unquestionably met here. These interests include prohibiting intentional killing and preserving human life; preventing the serious public health problem of suicide, especially among the young, the elderly, and those suffering from untreated pain or from depression or other mental disorders; protecting the medical profession's integrity and ethics and maintaining physicians' role as their patients' healers; protecting the poor, the elderly, disabled persons, the terminally ill, and persons in other vulnerable groups from indifference, prejudice, and psychological and financial pressure to end their lives; and avoiding a possible slide towards voluntary and perhaps even involuntary euthanasia. The relative strengths of these various interests need not be weighed exactingly, since they are unquestionably important and legitimate, and the law at issue is at least reasonably related to their promotion and protection. Pp. 24-31.  The future prosperity of our nation is reliant upon the author to draft a Hospitals & Asylums (HA) Chapter 9 Public Health Department (PHD) to renovate Chapter 9 Hospitalization of Mentally Ill Nationals Returned From Foreign Countries within 5 years under 1USC(3)§202(c). 
X. 9-11 Memorial Walls

54. Hospitals & Asylums (HA) 24USCode Chapter 7 Sec. 295a. Arlington Memorial Amphitheatre that states a) Recommendations of Secretary of Defense for memorials and

Entombments. The Secretary of Defense or his designee may send to Congress in January of each year, his recommendations with respect to the memorials to be erected, and the remains of deceased members of the Armed Forces to be entombed, in the Arlington Memorial Amphitheater, Arlington National Cemetery, Virginia.

(b) Specific authorization from Congress No memorial may be erected and no remains may be entombed in such amphitheater unless specifically authorized by Congress.

(c) Character of memorials. The character, design, or location of any memorial authorized by Congress is subject to the approval of the Secretary of Defense or his designee.

55. The conviction of Ossama bin Laden and Al Queda for the suicide attacks on the World Trade Center and Pentagon by the National Commission on Terrorist Attacks Against the United States (9-11 Commission), is largely discredited.  The Independent Panel Report On DoD Detention Operations Abu Ghraib Abuses discovered that much of the evidence contained therein had been obtained from prisoners detained by the Department of Defense who are reported to have been tortured and are not very credible under the best of circumstances for the risk of non-persuasion and disreputable source under the Federal Rules of Evidence.  The Former Solicitor General of the United States (2001-2004) Theodore B. Olson, was both born on September 11, 1940 (9-11-40) lost his wife, Barbara Olson, in Flight 77 that crashed into the Pentagon.  Olson’s rule as the representative of the Government to the US Supreme Court was rife with the death penalty, unregistered prisoners, planted evidence, false arrests, cover-ups, demands to put the government in the best light, white-collar crime, extremely excessive sentencing and the persecution of Muslims and others accused of being terrorists.  This conspiracy is supported by the continued presence of the Terrorism and Violent Crime Section of the Criminal Division of the U.S. Department of Justice that does nothing but oversee the execution of juvenile offenders convicted of murder as directed by 9-8.001 in flagrant violation of Art. 6(5) of the International Covenant on Civil and Political Rights 2200A (XXI) 1966. The hypothesis that Mrs. Olson was a hijacker remains a possibility.  The motive, to make a war, is plausible because Olson was a great supporter of the Bush Administration that was coming under fire for defense overspending that lacked (and continues to lack) justification shortly before the September 30, 2001 budget deadline. They needed a war to continue the large deposits in their investment corporations and a Terrorist Attack on the United States was the only way to convince Congress to stage a war that would establish the necessity for such a large surplus of money after the initial bid for war on Iraq was rejected.  The question seems to be, as it so often is in the United States where the lies are nearly so numerous as the prison beds, who committed the crime, the accused fugitive or the former Solicitor General whose birthday occurred on September 11 1940, or his wife Hamdi v. Rumsfield No. 03-6696 (2004)?
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