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1 444. The Nevada Supreme Court's denial of this meritorious claim on the basis

2 that it was procedurally defaulted was contrary to and an unreasonable 

3 application of clearly established federal law. See Vanisi v. Nevada, No. 50607, 

4 2010 WL 3270985, at *2 (Nev. April 20, 2010). 

5 

8 

10 

11 

12 

13 

445. The purported justifications for using the three-drug lethal injection method

under any circumstances, which were relied upon to uphold the method in Baze, 

have been shown to be false. The use of a single drug, sodium thiopental, to 

produce death has been successfully adopted in Ohio, without any of the negative 

consequences predicted or considered in Baze. Under the Baze analysis, the use of 

the three-drug method violates the Eighth Amendment, because the only effect of 

that method is to impose a substantial risk of pain that is totally unnecessary. 

446. Petitioner acknowledges that the Nevada Supreme court has held that an

14 
attack on the method of execution is not cognizable in habeas corpus proceedings. 

15 
McConnell v. State, 125 Nev._, 212 P.3d 307, 310-11 (2009). Petitioner alleges 

16 
this claim, however, because the McConnell ruling amounts to an unconstitutional 

17 
suspension of the writ, Nev. Const. art. 1 § 1, based merely upon construction of a 

18 
statute. 

19 447. Petitioner also alleges this claim because it is not clear that he can litigate this

20 claim in federal habeas corpus proceedings without first raising it in the state 

21 courts. The representatives of the state in federal habeas corpus proceedings have 

22 not conceded that exhaustion of this claim in state proceedings is not necessary to 

23 obtain federal review, 28 U.S.C. § 2254(b ), and have continued, post-McConnell, to 

24 argue that federal courts cannot address a claim that lethal injection is 

25 unconstitutional if it is not raised in state proceedings first, ( and that the claim can 

26 be procedurally defaulted if it has not been raised in state court). Ex. 195 at 8-9. To 

27 the extent, therefore, that this claim contains new facts not originally presented to 

28 the Nevada Supreme Court, Mr. Vanisi thereby re-alleges this claim. 
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1 448. Unless and until the state ceases to invoke the federal doctrines of exhaustion

2 and procedural default the attempt to bar this claim because it has not been raised in 

3 state court, petitioner must raise this claim here. 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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1 CLAIM TWELVE 

2 449. Mr. Vanisi's conviction and sentence violate the state and federal

3 constitutional guarantees of due process, equal protection, a reliable sentence, and 

4 international law because Mr. Vanisi's capital trial, sentencing and review on direct 

5 appeal were conducted before state judicial officers whose tenure in office was not 

6 dependent on good behavior but was rather dependent on popular election, and who 

7 failed to conduct fair and adequate appellate review. U.S. Const. art. VI, amends. 

8 VIII & XIV; Nev. Const. art. 1 §§ 1, 3, 6 & 8, and art. 4 § 21; International 

9 Covenant on Civil and Political Rights, art. XIV. 

10 

11 

12 

13 

SUPPORTING FACTS: 

A. The Nevada Supreme Court's review of Mr.
Vanisi's sentence was unconstitutional

14 
450. Section 177.055(2) of the Nevada Revised Statutes requires the Nevada

15 

16 

Supreme Court to review each death sentence to determine whether there was 

sufficient evidence to support the aggravating factors found by the sentencing body 

17 
and whether Mr. Vanisi's death sentence was imposed under the influence of 

18 
passion and prejudice. The Eighth Amendment requirement of reliability likewise 

19 
mandates such a review. U. S. Const. amend. VIII; see Gregg v. Georgia, 428 U.S. 

20 
153, 195 (1976). The Nevada Supreme Court has never enunciated the standards it 

21 

22 

23 

applies in conducting its review under this statute. The complete absence of 

standards renders the purported review unconstitutional under state and federal due 

process standards. 

24 451. Due to the complete absence of any standards that could rationally direct the

25 conduct of the litigation or control the outcome, Mr. Vanisi could not possibly 

26 litigate the issue of the excessiveness of his sentence, or whether the sentence was 

27 imposed under the influence of passion and prejudice, to his prejudice. In fact, Mr. 

28 Vanisi's case is no more egregious than other cases in which Nevada juries did not 
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1 impose the death penalty, or where the State did not even seek the death penalty or 
2 agreed to negotiate it away. Compare, Evans v. State, 28 P.3d 498, 117 Nev. 609 
3 (2001) ( four murders where original jury found three aggravating factors, including 
4 torture or mutilation and sentenced Evans to death) with State v. Evans, Clark 
5 County Case No. C-116071, sentencing agreement, February 4, 2003 (state's 
6 agreement to sentences of life without possibility of parole for four murders, 
7 following reversal of the death sentence for new penalty hearing), Ex. 51, and State 
8 v. Powell, Clark County Case No. C-148936, verdicts, November 15, 2000 (jury
9 verdicts for life without possibility of parole for same four murders as in Evans

10 case, with three aggravating factors as to each murder and no mitigating factors
11 cited), Ex. 54, and State v. Strohmeyer, No. C l44577, Court Minutes, September 8,
12 1998 (minutes of change of plea to guilty in return for withdrawal of notice of
13 intent to seek death sentence and imposition of four consecutive sentences of life
14 without possibility of parole, in case involving kidnaping, sexual assault and
15 strangulation murder of seven-year-old girl), Ex. 52, and State v. Rodriguez, Clark
16 County Case No. C-130763, verdicts, May 7, 1996 (jury verdicts of life without
17 possibility of parole for two murders, each with four aggravating factors where the
18 only mitigating factor cited by the jury was "mercy"), Ex. 55, and Ducksworth v.
19 State, 942 P.2d 157, 113 Nev. 780 (1997) (jury verdicts of life without possibility of
20 parole for two defendants, based on two murders with total of thirteen aggravating
21 factors, including robbery, sexual assault, and torture or mutilation); and State v.
22 Daniels, Clark County Case No. C-126201, verdicts, November 1, 1995 (jury
23 verdicts of life without possibility of parole for two murders, each with four
24 aggravating circumstances), Ex. 53. 
25 

I I I 

26 
I I I 

27 
28 / / / 
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1 

2 

3 

B. Because Nevada _iudges are elected, they cannot
provide a fair trial before a fair tribunal as the due
process clause of the Constitution mandates.

452. Nevada Supreme Court justices are popularly elected and thus face the

4 possibility of removal if they make a controversial and unpopular decision. This 

situation renders the Nevada judiciary insufficiently impartial under the state and 

6 federal due process clause to preside over a capital case, compounding the 

7 constitutional inadequacy of the Nevada Supreme Court's review. At the time of the 

adoption of the Constitution, which is the benchmark for the protection afforded by 8 

9 the due process clause, see, e.g., Medina v. California, 505 U.S. 437, 445-46 

lO (1992), English judges qualified to preside in capital cases had tenure during good 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

behavior. 

453. Almost a hundred years prior to the adoption of the Constitution, in 1700, a

provision requiring that "Judges' Commissions be made quamdiu se bene gesserint . 

. . .  " was considered sufficiently important to be included in the Act of Settlement, 

see W. Stubbs, Select Charters 531 (5th ed. 1884); and in 1760, a statute ensured 

judges' tenure despite the death of the sovereign, which had formerly voided their 

commissions. See W. Holdsworth, History of English Law 195 (7th ed., A. 

Goodhart and H. Hanbury rev. 1956). Blackstone quoted the view of King George 

III, in urging the adoption of this statute, that the independent tenure of the judges 

was "essential to the impartial administration of justice; as one of the best securities 

of the rights and liberties of his subjects; and as most conducive to the honor of the 

crown." W. Blackstone, Commentaries on the Laws of England *258 (1765). The 

Framers of the Constitution, who included the protection of tenure during good 

behavior for federal judges under Article III of the Constitution, would not likely 

have taken a looser view of the importance of this 

due process requirement than King George III. In fact, the Framers used the 

grievance that the king had made the colonial "judges dependent on his will alone, 
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1 for the tenure of their offices" to partly justify the Revolution. The Declaration of 

2 Independence para. 11 (U.S. 1776); see Smith, An Independent Judiciary: The 

3 Colonial Background, 124 U. Pa. L. Rev. 1104, 1112-52 (1976). At the time of the 

4 Constitution's adoption, none of the states permitted judicial elections. Smith, 

5 supra, at 1153-55. 

6 454. The absence of any such protection for Nevada judges results in a denial of

7 federal due process in capital cases because the possibility of removal, and, at 

8 minimum, of a financially draining campaign for making an unpopular decision are 

9 threats that "offer a possible temptation to the average [person] as a judge . . .  not to 

lO hold the balance nice, clear and true between the state and the [capitally] accused," 

11 Tumey v. Ohio, 273 U.S. 510, 532 (1927). See Legislative Comm'n Subcomm. to 

12 

13 

Study the Death Penalty and Related DNA Testing Tr., Feb. 21, 2002 (Justice Rose 

noting that lesson of election campaign, involving allegation that justice of 

14 Supreme Court "wanted to give relief to a murderer and rapist," was "not lost on the 

15 judges in the State of Nevada, and I have often heard it said by judges, 'a judge 

16 never lost his job by being tough on crime."'). 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

455. The recent removal of a Nevada Supreme Court justice for participating in an

unpopular decision establishes this point. See Sherman Fredrick, Voters Like R-J's 

Ideas - - Guess Who Hates That?, Las Vegas Rev. J., Nov. 12, 2006; Editorial, 

Brian Greenspun on Tuesday's Victories Amid a Judicial Warning, Las Vegas Sun, 

Nov. 9, 2006; Carri Geer Thevenot, Supreme Court's Becker Falls to Saitta - -

Douglas Retains Seat - - Political Consultant Says Justice Hurt by Guinn v. 

Legislature Ruling in 2003, Las Vegas Rev. J., Nov. 8, 2006; Editorial, Nancy 

Becker Must be Removed - - Supreme Court Justice Backed Guinn v. Legislature 

Travesty, Las Vegas Rev. J., Nov. 5, 2006; Editorial, Nancy Becker has the Right 

Stuff - - State Supreme Court Justice has Faithfully and Honestly Interpreted the 

Constitution, Las Vegas Sun, Oct. 22, 2006; Jeff German, Far Right Targets Justice 
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1 Becker - - Supreme Court Vote on Tax Increase was Right Thing to do, She Says, 

2 Las Vegas Sun, Oct. 15, 2006; Jon Ralston, Campaign Ad Reality Check, Las 

3 Vegas Sun, Oct. 3, 2006; Jon Ralston, Jon Ralston is Impressed at the Clarity and 

4 Brevity Displayed by Lawyer-Politicians, Las Vegas Sun, Sept. 22, 2006; Michael 

5 J. Mishak, Libertarian Lawyer has More Issues Up His Sleeve - - Waters' Next

6 Targets: Campaign Funds, Real Estate Tax, Las Vegas Sun, Sept. 16, 2006; Sam 

7 Skolnik, Who Owns Whom is Supreme Theme - - Becker, Saitta Race is Rife with 

8 Accusations, Las Vegas Sun, Aug. 27, 2006. 

9 456. Furthermore, the high media profile which Mr. Vanisi's case received and the

lO emotional testimony from the State's witnesses unfairly prejudiced Mr. Vanisi in 

11 the eyes of the jury, causing the jury to base its decision upon these factors instead 

12 of the facts of the case. Accordingly, there is a strong indication that the death 

13 sentence was then imposed under the influence of passion, prejudice, or other 

14 arbitrary factors in violation of Godfrey v. Georgia, 466 U.S. 420, 100 S.Ct. 1759, 

15 64 L.Ed 398 (1980). Despite this fact, or perhaps because of it, popularly elected 

16 judges are unlikely to issue a reversal even where justice demands it. 

17 
457. Considering all of these factors, the death sentence imposed in Mr. Vanisi's

18 

19 
case is not constitutionally reliable under the Eighth and Fourteenth Amendments. 

20 
458. The Nevada Supreme Court's denial of this meritorious claim on the basis

21 
that it was procedurally defaulted was contrary to and an unreasonable application 

22 
of clearly established federal law. See Vanisi v. Nevada, No. 50607, 2010 WL 

23 
3270985, at *2 (Nev. April 20, 2010). 

24 

25 

26 

27 

28 
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1 CLAIM THIRTEEN 

2 459. Mr. Vanisi was deprived of his state and federal constitutional right to

3 adequate notice of the charges against him, a pretrial review of probable cause to 

4 support aggravating factors as elements of capital eligibility, due process of law and 

5 a reliable sentence by the failure to submit all the elements of capital eligibility to 

6 the grand jury or to the court for a probable cause determination. U.S. Const. 

7 amend. VI, VIII, & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21. 

8 

9 
SUPPORTING FACTS: 

10 
460. Under state and federal constitutional law, the statutory aggravating factors

11 
and the outweighing of the mitigation by the aggravating factors are elements of 

12 
death eligibility. All elements of capital eligibility must be found by a unanimous 

13 
jury beyond a reasonable doubt at trial, and as elements of capital eligibility must be 

14 
subject to the filter of a pretrial determination by the grand jury before indictment, 

15 
or by a court after the filing of an information, that there is probable cause to 

16 
subject the defendant to a trial. 

17 461. The statutory aggravating factors, and the outweighing of mitigation by the

18 aggravating factors, which are elements of capital-eligible murder, were not 

19 submitted for a probable cause determination before trial in violation of clearly 

20 established federal law under Ring v. Arizona, 536 U.S. 584 (2002) and Apprendi 

21 v. New Jersey, 530 U.S. 466 (2000). Apprendi was decided before Mr. Vanisi's

22 conviction and sentence were final on direct appeal. 

23 462. The failure to submit these elements for a probable cause determination was

24 prejudicial because there was no factual or constitutionally valid basis for one of the 

25 three aggravating factors presented at trial as to the homicide. 

26 
463. There was also no basis for finding probable cause to believe that the

27 
aggravating factors were not outweighed by the mitigation, and thus there was no 

28 
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1 basis for subjecting Mr. Vanisi to a trial in which, contrary to the process required 

2 under state law, character evidence not related to the statutory aggravating factors 

3 was considered in the capital eligibility calculus by the jury. 

4 464. There was no reasonable or strategic basis for trial counsel, direct appeal

5 counsel, and prior post-conviction counsel to fail to investigate, develop and 

6 present this claim. 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

465. This error made Mr. Vanisi's capital sentencing hearing and death sentence

fundamentally unfair, and the state cannot show beyond a reasonable doubt that any 

constitutional error was harmless. 
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1 CLAIM FOURTEEN 

2 466. Mr. Vanisi's conviction and death sentence are invalid under state and

3 federal constitutional guarantees of due process, equal protection, confrontation, 

4 effective assistance of counsel and a reliable sentence due to the overreaching and 

5 misconduct of the prosecution which distorted the fact-finding process and rendered 

6 Mr. Vanisi's conviction and sentence fundamentally unfair. U.S. Const. amends. V, 

7 VI, VIII, & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21.

8 

9 
SUPPORTING FACTS: 

10 
467. Mr. Vanisi's conviction and death sentence are invalid due to the pervasive

11 
misconduct of the trial prosecutors. Trial counsel were ineffective for failing to 

12 
object to this misconduct, his appellate counsel was ineffective for failing to raise 

13 
this issue on appeal, and post-conviction counsel were ineffective for failing to 

14 
raise this issue in state post-conviction proceedings. 

15 468. The prosecution committed misconduct in argument by improperly

16 disparaging defense counsel; making references to personal beliefs during closing 

17 argument; instructing the jury to send a message to the community by giving Mr. 

18 Vanisi the death penalty; arguing that the jury should show Mr. Vanisi the same 

19 mercy that he showed the victim; and improperly commenting on mitigating factors 

20 not presented by the defense. 

21 

22 

23 

A. The State committed prosecutorial misconduct by
repeatedly svggesti:µg tl;rnt _the jury was �ligned with
the _prose_cut10n durmg its mnocence/gmlt phase
dehberat10ns.

24 469. Throughout his entire closing argument, the prosecution constantly used the

25 words "we," "us" and "our" in a manner that suggested that the jury was aligned 

26 with the State in deliberating Mr. Vanisi's guilt. The prosecution repeatedly spoke 

27 to the jury as if the State were part of the deliberative process. 

28 / / / 
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1 

2 

3 

4 

5 

6 

What I would like to do now is to talk to you about how some of 
the evidence ties together and to talk to you about those issues that are 
not issues, and then we'll get down to wiiat is the issue in this case. 

9/27 /99 TT 1023 ( emphasis added). 

Can Sergeant Sullivan give us some information to help make 
ypur decisions that you neecf to make within the next few hours? 
Undoubtedly he talkecl to us. 

7 9/27 /99 TT 1023 ( emphasis added). 

8 

9 

10 

11 

12 

13 

14 

15 

I submit to you as we're sitting here right now, Counts III, IV and V 
are proven. 

9/27 /99 TT 1025 ( emphasis added). 

Now let's take a look at [who committed the crimes]. 

9/27 /99 TT 1025 ( emphasis added). 

Remembering and thinking about keeping_ these statements in 
mind, what else do we know in the way of the evicience? 

16 9/27/99 TT 1026 (emphasis added). 

Monday night, about 10:30, we have defendant Siaosi Vanisi at 
the house on Steriing. You'll have ffiese again so y_ou can see them and 
look at them. Remember, we described this one, University of Nevada 
campus right here. The actual place where Sergeant George Sullivan 
was murdered. 

17 

18 

19 

20 

21 

22 

23 

9/27 /99 TT 1027 ( emphasis added). 

How do we know he (the decedent) was doing paperwork? Not 
�mly qid Vaingatell you that this morning, but we also have the field 
mterv1ew card that was not completed ... 

24 
9/27 /99 TT 1030 ( emphasis added). 

25 

26 
I I I 

27 I I I 

28 
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1 

2 

3 

4 

5 

We know from the extent of the injuries and the damage that he [the 
decedent] didn't get_ many shots in, if any. We also know that tliere 
weren't many defensive wounds. 

9/27 /99 TT 1030 ( emphasis added). 

We know the robbery was committed ... 

6 9/27 /99 TT 1030 ( emphasis added). 

7 

8 

9 

10 

11 

We talked about how he went along the canal and how he got rid 
of theoeanie and the wig. Now you know what it meant when Mr. 
Moreira came in here, ancf we had the pictures of the canal, and how he 
also talked about recovering the beame and the wig in the canal after 
the water was drained. 

9/27 /99 TT 1031 ( emphasis added). 

12 470. The prosecution's use of"we," "us" and "our" throughout his innocence/guilt

13 phase argument, was clearly not a rhetorical device, but a way to suggest to jurors 

14 that they were aligned with the State throughout the fact-finding and deliberating 

15 process. This suggestion of alignment improperly conveyed to the jury that the State 

16 and the jury were part of the same team, when in fact, the jury must remain 

17 impartial and neutral. Trial counsel's failure to object to the State's improper 

18 alignment of itself with the jury was objectively unreasonable and prejudiced Mr. 

19 Vanisi. 

20 

21 

B. The State imprope_rly argued the non-existence of a
statutory aggravatmg factor.

22 471. During closing argument in the penalty phase of Mr. Vanisi's trial the State

23 

24 

25 

26 

characterized the defense mitigation evidence by saying: 

rw]e have a series of family witnesses that have said he was raised in a 
Iovmg, caring environment. He wasn't abused. That's also offered as 
mitigating evidence that someone was abused. Was it in this case? No. 

10/06/99 TT 1827. It was improper for the State to highlight the absence of a 

27 potential mitigating factor. The State's only purpose could be to undermine Mr. 

28 
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1 Vanisi's mitigation presentation by highlighting evidence that was not presented. 

2 Trial counsel were ineffective for failing to object to the State's improper reference. 

3 Mr. Vanisi was prejudiced in that his mitigation presentation was improperly 

4 minimized in the eyes of the jury. 

5 

6 

C. The State improperly argued to the jury that
"justice" required the death penalty.

7 472. Twice during closing arguments in the penalty phase of Mr. Vanisi's trial the

8 

9 

State argued that justice required that the jury impose a death sentence. The last 

sentence of the prosecution's rebuttal closing argument was "[j]ustice in this case 

10 demands death." 10/06/99 TT 1843. Earlier, in the State's opening statement, trial 

11 

12 

counsel objected to the State making the same argument, but was overruled. 

10/01/99 TT 1125-26. These arguments were improper and the trial court erred by 

13 failing to sustain trial counsel's objection. The argument left the impression with 

14 the jury that the authority of the State of Nevada required them to reach a death 

15 verdict. Mr. Vanisi was prejudiced by this argument. 

16 

17 
D. Cumulative Error

18 
4 73. Singly and cumulatively, the prosecutorial misconduct that occurred in Mr. 

19 
Vanisi's case prejudiced Mr. Vanisi. Trial counsel were ineffective for failing to 

20 
object to all instances of misconduct and the trial court erred by overruling trial 

21 
counsel's objections when they were raised. Appellate counsel were ineffective for 

22 
failing to raise this meritorious claim. The misconduct so infected Mr. Vanisi's trial 

23 
as to render it fundamentally unfair, and the state cannot show beyond a reasonable 

24 
doubt that any constitutional error was harmless. 

25 

26 

27 

28 
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1 CLAIM FIFTEEN 

2 474. Mr. Vanisi was deprived of his state and federal constitutional rights to due
process, equal protection and effective assistance of counsel due to his being forced

4 to wear a stun belt restraining device during the guilt and penalty phases of his trial.
U.S. Const. Amends. V, VI, VIII, & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 §

6 21.
7 
8 

SUPPORTING FACTS: 

9 475. Throughout Mr. Vanisi's trial he was required to wear a stun belt restraining

10 device. Mr. Vanisi alleges that this requirement deprived him of his Sixth

11 Amendment and due process rights to confer with counsel, be present at trial and

12 participate in his defense. Mr. Vanisi further alleges that requiring him to wear a 

13 stun belt deprived him of due process and unduly prejudiced him in that it 

14 negatively affected his demeanor in front of the jury. 

15 476. On December 16, 1998, the trial court informed trial counsel, without holding

16 a hearing, that: 

THE COURT: As I understand, there will be some sort of a 
waist restraint, electrical restraint, but it will be under his clothing. His 
arms will be free during the trial to write and pass notes back ancf forth. 

MR. SPECCHIO: Well, I'm assuming Judge that I'm supP.osed 
to be making some kind of complaint, but I don't 1hink I can until I see
what it will be, and then we wil voice it at that time. 

17 
18 
19 
20 
21 
22 12/10/1998 TT 11. Mr. Vanisi's trial counsel were ineffective in failing to object to 

23 the use of a stun belt and for failing to demand a hearing on the necessity of 

24 employing such a device. Mr. Vanisi also alleges that the trial court erred in failing

25 to conduct a hearing on the use of the stun belt and in failing to make specific

26 factual findings on its necessity on the record.

27 I I I

28 
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1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

A. The trial court erred in failing to conduct a hearing
to determine whether an essential State interest
necessitated the use of a stun belt

477. The decision to use a stun belt must be subjected to close judicial scrutiny.

See, e.g. Gonzalez v.Pliler, 341 F.3d 897, 901 (9th Cir. 2003); U.S. v. Durham, 287 

F.3d 1297, 1304 (11th Cir. 2002). It has been recognized by federal courts that the

use of a stun belt on a defendant during trial interferes with the defendant's Sixth 

Amendment and due process rights to confer with his counsel, be present during 

trial and to follow the proceedings and actively participate in his defense. See, e.g., 

Pliler, 341 F.3d 897, 900 (2003). The Nevada Supreme Court has also recognized 

the negative Sixth Amendment and due process implications of the use of stun belts 

during criminal proceedings. See Hymon v. State, 121 Nev. 200, 111 P.3d 1092 

(2005). Before a court may constitutionally allow the use of a stun belt, it must find 

on the record that there are compelling state interests that justify the derogation of 

the defendant's constitutional rights and that less restrictive means are not 
15 

available. See, Pliler, 341 F.3d at 901; See also, Hymon, 121 Nev. at 209, 111 P.3d 
16 

at 1099. 
17 

18 
478. The trial court was aware that the state intended to utilize a stun belt on Mr.

19 
Vanisi during the course of his trial. There was no hearing, however, on whether 

20 
any unusual or compelling security concerns justified the use of the stun belt in his 

21 
particular case. Under the circumstances of Mr. Vanisi's case, the trial court had a 

22 
constitutional duty to conduct a hearing to make factual findings regarding: (1) 

23 
whether there existed unusual and compelling security concerns in Mr. Vanisi's 

24 
case; (2) the belt's operation; (3) the possibility of accidental discharge; (4) the 

25 
potential adverse psychological effects on Mr. Vanisi; and (5) whether less 

26 
restrictive alternatives could be utilized to accomplish the same purposes. Mr. 

27 
Vanisi's Sixth Amendment and due process rights were violated by the trial court's 

28 
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1 allowance of the use of the stun belt without making specific factual findings on the 

2 record. 

3 479. Furthermore, the presence of the stun belt affected Mr. Vanisi's demeanor

4 due to the ever present anxiety that he might suddenly be shocked. This change in 

5 demeanor was prejudicial to Mr. Vanisi as several jurors perceived him to be 

6 unduly stoic and unemotional during the trial. Exs. 195 � 5; 196 � 5; 197 � 3. 

7 

8 

9 

10 

11 

12 

13 

14 

15 

480. Several jurors who sat on Mr. Vanisi's jurors recall that Mr. Vanisi seemed

emotionless and very detached throughout the trial proceedings. Juror Richard 

Tower believed that Mr. Vanisi's lack of emotion was a sign that Mr. Vanisi had no 

remorse for his crime. Ex. 195 � 5. Juror Nettie Homer noticed that Mr. Vanisi had 

a flat and emotionless affect throughout the trial indicating to her that Mr. Vanisi 

was remorseless. Ex. 196 � 5. Ms. Homer also noted that Mr. Vanisi had very little 

interaction with his attorneys. Ex. 196 � 5. 

481. Juror Bonnie James saw Mr. Vanisi in shackles at the beginning of the trial

16 
and recalls later seeing him wearing a stunbelt. Ex. 197 � 4. Ms. James felt that the 

17 
additional security measures must have been necessary because Mr. Vanisi was a 

18 
very dangerous person. Ex. 197 � 4. Ms. James also recalls that Mr. Vanisi had a 

19 
blank and emotionless expression on his face throughout the trial and it did not 

20 
matter what evidence was being presented or what witness was testifying. Ex. 197 � 

21 
3. She wondered if it was part of Tongan culture not to display any emotion. Ex.

197 � 4. 
22 

23 482. Mr. Vanisi alleges that the outcome of his trial and sentencing hearing were

24 negatively impacted by the jurors' perception of him and that there exists a 

25 reasonable probability that the outcome would have been different if the trial court 

26 had not erred. 

27 I I I 
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1 

2 

3 

B. Trial counsel were ineffective for failing to object
to the use of the stun belt and for failing to demand
a hearing on the issue.

483. Mr. Vanisi's trial counsel did not object to the use of a stun belt and never

4 requested a hearing on the issue. Given the important Sixth Amendment and due 

5 process rights that are negatively impacted by the use of a stun belt, constitutionally 

6 effective trial counsel would have objected to its use in Mr. Vanisi's case and 

7 would have demanded a full hearing on the issue. 

8 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

484. There is no trial strategy, reasonably designed to effectuate Mr. Vanisi's best

interests, that would justify trial counsel's failure to object to the use of a stun belt 

and demand a hearing on the issue. Trial counsel's failure to object and demand a 

hearing was not strategic, but was instead an abdication of their obligation to Mr. 

Vanisi which constituted a deprivation of his state and federal constitutional rights 

to confer with counsel, actively participate in the conduct of his defense and be 

present during trial. Further, Mr. Vanisi was actually prejudiced because the jury 

perceived and were negatively impressed by his unemotional demeanor, caused in 

part by the use of the stun belt. Trial counsel could not have possessed any strategic 

justification for failing to ensure that Mr. Vanisi's Sixth Amendment and due 

process rights were protected. Even if counsel had such a strategic justification, any 

such justification was unreasonable, and Mr. Vanisi did not knowingly consent to 

that trial strategy. 

C. The errors by the trial court and counsel regarding
the use of a stun belt should be considered singly
and cumulatively.

24 485. The above listed trial court and trial counsel errors regarding the use of a stun

25 belt should be considered singly and cumulatively as violations of Mr. Vanisi's 

26 Sixth Amendment and due process rights to communicate with counsel, be present 

27 during trial and actively participate in his defense. These constitutional violations 

28 led inevitably to equal protection violations as well, since the clear lack of 
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1 standards virtually insured that identically-situated defendants would be treated 

2 unequally. Reasonably competent trial counsel would have objected to the use of a 

3 stun belt and would have demanded a hearing on the issue of its use. The trial court 

4 was constitutionally bound to hold a hearing on the issue and to make specific 

5 findings of fact on the record. 

6 

7 

8 

D. Appellate counsel was ineffective in failing to raise
this claim on direct appeal and post-conviction
counsel was ineffective in failing to investigate,
develop and present this claim.

9 486. This claim is of obvious merit. By the failure of appellate counsel to raise this

1 O issue on direct appeal, Mr. Vanisi was deprived of the due process and equal 

11 protection right to the effective assistance of counsel on appeal, as guaranteed by 

12 the Fifth, Sixth and Fourteenth Amendments to the Constitution. Competent 

13 counsel would have raised and litigated this meritorious issue on direct appeal and 

14 in state post-conviction proceedings. There is no strategy within the range of 

15 reasonable competence, that would justify appellate and post-conviction counsels' 

16 failure in this regard. 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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1 CLAIM SIXTEEN 

2 487. Mr. Vanisi's conviction and death sentence are invalid under state and

3 federal constitutional guarantees of due process, equal protection, a fair trial, a fair 

4 and impartial jury, and a reliable sentence because the trial court allowed improper 

5 victim impact testimony. U.S. Const. amends. V, VI, VIII, & XIV; Nev. Const. art. 

6 

7 

8 

1 § § 1, 6 & 8, and art. 4 § 2. 

SUPPORTING FACTS: 

9 
488. Victim impact testimony is limited to testimony informing the jury about the

10 

11 

12 

specific impact of the crime on the family and about the qualities of the victim. This 

type of testimony is admissible unless it is so unduly prejudicial that it renders the 

sentence fundamentally unfair. Comments about the crime or the defendant are 

13 
irrelevant to a capital sentencing decision. Statements that serve no other purpose 

14 
than to inflame the jury and divert it from deciding the case on the relevant 

15 

16 

17 

evidence concerning the crime and the defendant are unconstitutional. 

A. The trial court erroneously denied Mr. Vanisi's
Motion to Limit Victim Impact Statements.

18 489. Trial counsel filed a Motion to Limit Victim Impact Statements, Ex. 139,

19 which was denied in part on November 25, 1998, Ex. 141. In the motion, trial 

20 counsel requested that the court prohibit testimony expressing an opinion regarding 

21 the sentence, and limit the testimony to family members, thereby excluding friends, 

22 co-workers and law enforcement. Nevada Revised Statutes Section 176.015(3) 

23 affords victims an opportunity to express views concerning the crime, the 

24 responsible person, the impact of the crime on the victim and the need for 

25 restitution. (Emphasis added). The word "victim" is defined as a person against 

26 whom a crime has been committed, a person who has been injured or killed as a 

27 direct result of the commission of the crime, or their relative. Nev. Rev. Stat. § 

28 l 76.015(5)(b)( l -3). A "relative" is defined as a spouse, parent, grandparent,
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1 stepparent, natural born child, stepchild, adopted child, grandchild, brother, sister, 

2 half brother, half sister or a parent of a spouse. Nev. Rev. Stat. § l 76.015(f)(a)( l -4). 

3 Friends and coworkers are not included within the definition of victim. The court 

4 agreed to exclude testimony expressing an opinion about the sentence, but refused 

5 to limit victim impact testimony to family members. Ex. 141. 

6 

7 

B. The trial court improperly allowed a friend and co
worker to testify.

8 490. Because of the trial court's erroneous denial of Mr. Vanisi's motion to limit

9 victim impact testimony, the state called Stephen Sauter, a friend and co-worker of 

10 the victim, during the penalty phase of Mr. Vanisi's trial. 10/01/99 TT 1248-58. Mr. 

11 Sauter read a statement to the jury wherein he described the night he received the 

12 telephone call informing him that the victim was dead. He described in very 

13 emotional and vivid terms going to the police station and then going to comfort the 

14 decedent's wife. 10/01/99 TT 1252. 

15 491. He talked about what a good man and police officer the decedent was.

16 10/01/99 TT 1253-54. He described the decedent as having a great sense of humor 

17 and being a practical joker. 10/01/99 TT 1254-55. He described the deep emotional 

18 impact the decedent's death had on all police and rescue workers in the Reno area. 

19 10/01/99 TT1255-56. After his testimony, trial counsel made a record that the 

20 witness was crying during his testimony and that his voice was shaking and 

21 breaking at times. 10/01/99 TT 1259. Trial counsel also made a record that jurors 

22 were crying and some audience members were having difficulty listening to the 

23 testimony. 10/01/99 TT 1259. This inadmissable and gut-wrenching testimony 

24 prejudiced Mr. Vanisi. 

25 
I I I 

26 

27 
I I I 

28 / / / 
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1 

2 

3 

C. The trial court improperly allowed a holiday family
video of the victim to be played during the
testimony of the decedent's wife, and improperly
allowed her to read a statement containing lier
opinions about Mr. Vanisi.

4 492. The trial court allowed the decedent's wife to read a statement that contained

5 prejudicial improper personal opinion about Mr. Vanisi over trial counsel's 

6 objection.10/01/99 TT 1269. The statement alleged that "Vanisi didn't care about 

7 the family and friends George would leave behind." 10/01/99 TT 1271. The 

8 statement also improperly requested a sentence from the jury that would make sure 

9 Mr. Vanisi "could never hurt another family like he has hurt ours." 10/01/99 TT 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

1274. The statement contained the following improper commentary: 

Siaosi Vanisi is a man who killed without remorse, and he 
continues to exhibit no regret for what he did. His hatred for peoP.le 
unknown to him is a frigh1ening prospect. He is a violent criminal. We 
must keep him forever away from our community where he would have 
the opportunity to hurt another family. He has devastated ours. He 
must never be given that chance agam. 

10/01/99 TT 1298. 

493. Over trial counsel's objection, the trial court allowed the State to show an

emotionally charged video of the decedent during holidays and at family gatherings 

to the jury during the testimony of the decedent's wife. 10/01/99 TT 1268-69; Ex. 

154. The statement read by the decedent's wife improperly alluded to a "no more

holidays " argument by saying "[ w ]e often thought how much fun holidays would be 

as our children grew up .... " 10/01/99 TT 1281, and "Christmas was his favorite 

time of year." 10/01/99 TT 1292. 

24 
494. This improper victim impact testimony affected the process to such an extent

25 
as to render Mr. Vanisi's conviction and sentence fundamentally unfair and 

26 
unconstitutional, and the state cannot show beyond a reasonable doubt that any 

constitutional error was harmless. 
27 

28 
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1 495. There was no reasonable or strategic basis for prior counsel to fail to

2 investigate, develop and present this claim. 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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1 CLAIM SEVENTEEN 

2 496. Mr. Vanisi's state and federal constitutional rights to due process, the right to

3 the effective assistance of counsel, equal protection, a fair and impartial jury, a fair 

4 trial and a reliable sentence were violated due to trial counsel's failure to renew 

5 their motion for a change of venue at the conclusion of voir dire because the trial 

6 court's pretrial rulings prevented trial counsel from making the record necessary to 

7 establish cause for a change of venue. U.S. Const. amends. V, VI, X & XIV; Nev. 

Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21. 

SUPPORTING FACTS: 

8 

9 

10 

11 
497. It is clearly established state and federal law that a criminal trial that takes

12 
place in a highly prejudicial atmosphere within the community violates the Due 

13 
Process Clauses of the Fifth and Fourteenth Amendments to the United States 

14 
Constitution. After voir dire, if a court determines that the attitudes and opinions of 

15 
the potential jurors have been influenced by excessive media coverage and 

16 
community attitudes prejudicial to the defendant, a change of venue is 

17 
constitutionally mandated. The appropriate time to move for a change of venue is at 

18 
the conclusion of voir dire, for only then can a court determine if the jury holds pre-

19 
conceived views of the case that are prejudicial to the defendant. 

20 498. In order to ensure their ability to question the venire persons in Mr. Vanisi's

21 case adequately enough to uncover biases they may have obtained from exposure to 

22 the high publicity and general community outrage generated by Mr. Vanisi's case, 

23 trial counsel filed several pre-trial motions. Trial counsel filed a Motion for 

24 Additional Peremptory Challenges on June 1, 1998, in order to ensure that venire 

25 persons displaying excessive exposure to the case could be removed even if they 

26 did not rise to the level of removal for cause. Ex 170. After the first trial ended in a 

27 mistrial, trial counsel filed a Motion to Renew Request for Additional Peremptory 

28 Challenges. Ex. 171. In order to protect against juror contamination by exposure to 
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1 the knowledge and biases of other members of the venire, trial counsel moved for 

2 individually sequestered voir dire. Ex. 167. Trial counsel also moved for an 

3 expanded juror questionnaire to uncover more detail about the potential biases of 

4 the venire. Ex. 174. The trial court denied trial counsel's motions. Exs. 169, 142. 

5 499. On July 15, 1998, trial counsel filed a motion for change of venue. Ex 172.

6 In that motion trial counsel argued that the massive amount of pre-trial publicity 

7 surrounding Mr. Vanisi's case, including the additional publicity generated by the 

8 public memorials for the decedent, would make it impossible for Mr. Vanisi to 

9 receive a fair trial in Washoe County. During the voir dire proceedings in Mr. 

11 

lO Vanisi's case, the majority of the venire, including several venire persons who 

actually served as jurors, acknowledged being familiar with Mr. Vanisi's case from 

12 media reports, and/or harboring bias against Mr. Vanisi. Ex. 165 at 48-52. (seated 

13 juror Shaylene Grate answering that she could not be fair and stated "I heard that a 

14 UNR police Sergeant had been murdered and that the police had a suspect and were 

15 trying to find him. Later I heard that Siaosi Vanisi was the suspect and he was 

16 running from the police. I believe he ran to his relative' s house and there was some 

17 sort of standoff with the police. They eventually arrested him. He was very resistive 

18 and upset."); Id. at 146-150 (seated juror Michael Sheahan (recalled details of the 

19 crime and stated "I truley [sic] believe this man is guilty of a terouble [sic] crime for 

20 killing of a person.")); Id. at 166-170 (seated juror Richard Tower stated "I work at 

21 the Reno Gazette Journal so I have read every article written about this matter from 

22 the initial investigation to his capture in Utah and subsequent actions to delay the 

23 trial."); see also id. at 61-65 (seated juror Bonnie James;); 111-115 (seated juror 

24 James McMorran); 71-75 (seated juror Leslie Johnson); 121-125 (seated juror 

25 Jeannette Minassian); 1-5 (seated juror James Ayers); 58-60 (seated juror Nettie 

26 Homer); 126-130 (seated juror Larry Mullins); 6-10 (seated juror Alice Bell); 11-

27 

28 

15(seated juror Robert Buck); 21-25 (seated juror Shaun Carmichael); 27-3 l (seated 
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1 juror Pete Costello); see generally Ex. 165. At the conclusion of voir dire trial 

2 counsel did not renew their written motion for a change of venue, and specifically 

3 informed the trial court "[w]e're not going to raise a change of venue at this time." 

4 09/22/99 TT 498. Trial counsel's failure to pursue a change of venue, especially in 

5 light of the seated jurors who had expressed bias against Mr. Vanisi based on media 

6 reports and public opinion, fell below an objective level of reasonableness and 

7 prejudiced Mr. Vanisi. 

8 500. In the alternative, the trial court's error in failing to ensure an adequate voir

9 dire that would allow a record to be created supporting or undercutting the necessity 

1 O of a change of venue was a violation of due process and prevented trial counsel 

11 from protecting Mr. Vanisi's constitutional rights. Mr. Vanisi hereby incorporates 

12 the allegations set forth in Claim Five as if the same were fully set forth herein. 

13 

14 

15 

16 

17 

18 

19 

20 

21 

501. Mr. Vanisi's trial and sentencing hearing took place in an unfairly prejudicial

atmosphere, which rendered a fair trial impossible. That prejudicial atmosphere was 

created by the fact that the victim was a University of Nevada, Reno police officer 

and a well-known and respected member of the Reno community. Massive and 

prejudicial publicity surrounded this case. See Ex. 26. In fact, before Mr. Vanisi's 

trial, memorials had already been erected for the decedent. Ex. 157. A fair trial 

could not be rendered under these circumstances. 

502. The failure to obtain a change of venue affected the process to such an extent

22 
as to render Mr. Vanisi's conviction and sentence fundamentally unfair. The failure 

23 
to be tried by an impartial jury constitutes structural error and is per se prejudicial. 

24 
In the alternative, the state cannot demonstrate beyond a reasonable doubt that this 

25 

26 

27 

28 

error was harmless. 
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1 CLAIM EIGHTEEN 

2 503. Mr. Vanisi was not competent during the crime. Mr. Vanisi's level of

3 intoxication and psychosis amounted to legal insanity under the authority of Finger 

4 v. State. The Legislature's ban on a verdict of "Not Guilty by Reason of Insanity"

5 prevented trial counsel from putting on evidence of Mr. Vanisi's state of mind, in 

6 violation of the Fifth, Sixth and Fourteenth Amendments to the United States 

7 Constitution. U.S. Const. amends. V, VI & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and 

8 

9 

10 

11 

art. 4 § 21. 

SUPPORTING FACTS: 

504. The authority of Finger v. State, 117 Nev.548, 27 P.3d 66 ( 2001), was not

12 
available to Mr. Vanisi at the time of the trial. His constitutional right to present 

13 
relevant evidence regarding his mental health and intoxication during the alleged 

14 
crime to the jury was denied. Mr. Vanisi hereby incorporates Claim Two as if fully 

15 
pled herein. The Nevada Supreme Court could not have reviewed this issue on 

16 
direct appeal. The record is clear that Mr. Vanisi suffered from a psychotic disorder 

17 
at the time of his arrest, diagnosed first upon his incarceration. Moreover, it is also 

18 
clear that Vanisi was under the influence of speed and marijuana and suffering from 

19 
lack of sleep at the time of the crime. 10/05/99 TT 1720. The jury in the guilt phase 

20 
was not presented with said information by counsel for Vanisi or the State. Nor was 

21 
the jury instructed how it might consider such information in its determination of 

22 
Vanisi's state of mind at the time of the offense. 

23 505. The state of mind of a defendant in a self-defense case is material and

24 essential to the defense. In Finger, the Nevada Supreme Court held that evidence of 

25 a mental state that does not rise to the level of legal insanity may still be considered 

26 in evaluating whether the prosecution has proven each element of an offense 

27 beyond a reasonable doubt, for example, in determining whether a killing is first- or 

28 
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1 second-degree murder or manslaughter or some other argument regarding 

2 diminished capacity. 

3 506. Additionally, in Finger, the Nevada Supreme Court found the 1995 amended

4 version of Nev. Rev. Stat. 174.035(4), abolishing the defense of legal insanity, to be 

5 unconstitutional and unenforceable. Id. 117 Nev. at 575, 27 P.3d at 84. The Court 

6 held the portion of Nev. Rev. Stat. 174.035(4) creating a plea of guilty but mentally 

7 ill unconstitutional and rejected the amended version of Nev. Rev. Stat. 174.035(3) 

8 "in its entirety." Id. at 576, 27 P.3d at 84. The Finger Court further determined that 

9 "legal insanity is a well-established and fundamental principal of the law of the 

1 O United States" protected by the Due Process Clauses of the United States 

11 Constitution. Id. at 575, 27 P.3d at 84. The Court concluded that the pre-existing 

12 statutes that were amended or repealed by the 1995 statute should remain in full 

13 force and effect. Id. at 576, 27 P.3d at 84. 

14 

15 
507. Under the Due Process Clause of the United States Constitution, therefore,

Mr. Vanisi must be afforded the means and the permission to put on a defense of 
16 

legal insanity. His conviction and sentence must therefore be reversed to 
17 

accommodate this right. 
18 

19 
508. Constitutionally-adequate review in a capital case, including the mandatory

20 
review required by Nev. Rev. Stat. 177.055(2), must take into account the entire 

21 
record of the proceedings. 

22 509. Any attempt to conduct the review of the capital sentence in this matter

23 without consideration of Mr. Vanisi's mental state during the alleged crime would 

24 violate the state and federal right to due process, the right to a fundamentally fair 

25 review on an adequate record, the right to equal protection, and the Eighth 

26 Amendment right to a reliable sentence. 

27 I I I 

28 

209 

AA03241



1 510. The Nevada Supreme Court's refusal to revisit this claim for procedural

2 reasons during the appeal of the denial of Mr. Vanisi's first post-conviction 

3 proceedings was contrary to and an unreasonable application of clearly established 

4 federal law. Vanisi v. State, No. 50607, 2010 WL 3270985, at *2 (Nev. April 20, 

5 2010). 

6 511. The state cannot demonstrate that this error was harmless beyond a

7 reasonable doubt. 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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1 CLAIM NINETEEN 

512. Mr. Vanisi's death sentence is invalid under the state and federal2 

3 Constitutional guarantees of due process, equal protection, and a reliable sentence, 

4 as well as under international law, because the Nevada capital punishment system 

5 operates in an arbitrary and capricious manner. U.S. Const. art. VI, amends. V, VI, 

6 VIII & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21; International Covenant 

7 on Civil and Political Rights, art. VI. 

SUPPORTING FACTS: 

9 

10 

11 

12 

513. Mr. Vanisi hereby incorporates each and every allegation contained in this

petition as if fully set forth herein. 

514. The Nevada capital sentencing process permits the imposition of the death

13 penalty for any first-degree murder that is accompanied by an aggravating 

14 circumstance. Nev. Rev. Stat. § 200.030(4)(a). The statutory aggravating 

15 circumstances are so numerous and so vague that they arguably exist in every first-

16 degree murder case. See Nev. Rev. Stat. § 200.033. Nevada permits the imposition 

17 of the death penalty for all first-degree murders that are "at random and without 

18 apparent motive." Nev. Rev. Stat. § 200.033(9). Nevada statutes also permit the 

19 death penalty for murders involving virtually every conceivable kind of motive: 

20 robbery, sexual assault, arson, burglary, kidnaping, to receive money, torture, to 

21 prevent lawful arrest, and escape. See Nev. Rev. Stat. § 200.033. The scope of the 

22 Nevada death penalty statute makes the death penalty an option for all first-degree 

23 murders that involve a motive, and for first-degree murders that involve no motive 

24 at all. The administration of the death penalty statute by the Nevada Supreme Court 

25 also routinely validates constructions of and findings of aggravating circumstances 

26 which are not based upon any evidence. 

27 I I I 

28 
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1 515. The death penalty is in practice permitted in Nevada for all first-degree

2 murders, and first-degree murders are not restricted in Nevada to those cases 

3 traditionally defined as first-degree murders. As the result of the use of 

4 unconstitutional definitions of reasonable doubt, premeditation and deliberation, 

5 and implied malice, first-degree murder convictions occur in the absence of proof 

6 beyond a reasonable doubt, in the absence of any rational showing of premeditation 

7 and deliberation, and as a result of the presumption of malice aforethought. A death 

8 sentence is in practice permitted under Nevada law in every case where the 

9 prosecution can present evidence that an accused committed an unlawful killing. 

10 

11 

516. As a result of plea bargaining practices, and imposition of sentences by juries

and three-judge panels, sentences of less than death have been imposed in situations 

12 where the amount of mitigating evidence was significantly and qualitatively less 

13 than the mitigation evidence that existed in the present case. The untrammeled 

14 power of the sentencer under Nevada law to decline to impose the death penalty, 

15 even when no mitigating evidence exists at all, or when the aggravating factors far 

16 outweigh the mitigating evidence, means that the imposition of the death penalty is 

17 necessarily arbitrary and capricious. 

18 

19 

20 

21 

22 

23 

517. Nevada law provides sentencing bodies with no rational method for

separating those few cases that warrant the imposition of the ultimate punishment 

from the many that do not. The narrowing function required by the Eighth 

Amendment is accordingly non-existent under Nevada's sentencing scheme. 

518. Because the Nevada capital punishment system provides no rational method

24 
for distinguishing between who lives and who dies, such determinations are made 

25 
on the basis of illegitimate considerations. In Nevada capital punishment is imposed 

26 
disproportionately on racial minorities: Nevada's death row population is 

27 
approximately 50% minority even though Nevada's general minority population is 

approximately 17%. All of the people on Nevada's death row are indigent and have 
28 
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1 had to defend with the meager resources afforded to indigent defendants and their 

2 counsel. As this case illustrates, the lack of resources provided to capital defendants 

3 virtually ensures that compelling mitigating evidence will not be presented to, or 

4 considered by, the sentencing body. Nevada sentencers are accordingly unable to, 

5 and do not, provide the individualized, reliable sentencing determination that the 

6 constitution requires. 

7 

8 

9 

10 

11 

12 

13 

14 

519. The defects in the Nevada system are aggravated by the inadequacy of the

appellate review process. 

520. These systemic problems are not unique to Nevada. The American Bar

Association has recently called for a moratorium on capital punishment unless and 

until each jurisdiction attempting to impose such punishment "implements policies 

and procedures that are consistent with ... longstanding American Bar Association 

policies intended to: (1) ensure that death penalty cases are administered fairly and 

impartially, in accordance with due process, and (2) minimize the risk that innocent 
15 

16 

17 

18 

19 

20 

21 

22 

23 

persons may be executed .... " Ex. 4. As the ABA has observed in a report 

accompanying its resolution, "administration of the death penalty, far from being 

fair and consistent, is instead a haphazard maze of unfair practices with no internal 

consistency ." Id. The ABA concludes that these deficiencies have resulted from the 

lack of competent counsel in capital cases, the lack of a fair and adequate appellate 

review process, and the pervasive effects of race. Id. 

521. The Nevada capital punishment system suffers from all of the problems

identified in the ABA Report -- the underfunding of defense counsel, the lack of a 

24 
fair and adequate appellate review process and the pervasive effects of race. The 

25 
problems with Nevada's process are exacerbated by overly broad definitions of both 

26 
first-degree murder and the accompanying aggravating circumstances, which 

27 
permits the imposition of a death sentence for virtually every homicide. This 

28 
arbitrary, capricious and irrational scheme violates the constitution and is 
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1 prejudicial per se. The scheme also violates petitioner's rights under international 

2 law. In the alternative, this error made Mr. Vanisi's guilty verdict and death 

3 sentence fundamentally unfair, and the state cannot show beyond a reasonable 

4 doubt that any constitutional error was harmless. 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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1 

2 

3 

CLAIM TWENTY 

522. The death qualification of jurors pretrial violated Mr. Vanisi's state and

federal constitutional rights to an impartial jury, due process, a reliable sentence, 

4 and equal protection. U.S. Const. amends. VI, VIII, & XIV; Nev. Const. art. 1 §§ 1, 

5 6 & 8, and art. 4 § 21. 

6 

7 

8 

SUPPORTING FACTS: 

523. The pretrial death qualification of jurors results in a conviction-prone jury for

9 
the guilt phase and disproportionately and unlawfully excludes certain cognizable 

10 
groups from the jury venire. Proof of prejudice is unnecessary, because the state's 

interests could have been fully reconciled with Mr. Vanisi's right to a fair and 
11 

12 
representative jury by death qualifying jurors after he was convicted of a capital 

13 
offense. In the alternative, this error made Mr. Vanisi's capital guilt verdict and 

14 
death sentence fundamentally unfair, and the state cannot show beyond a reasonable 

15 

16 

17 

18 

doubt that any constitutional error was harmless. 

A. The constitution prohibits pretrial death
qualification.

524. The pretrial death qualification of jurors undermines a capital defendant's

19 
right to a fair trial. First, the process conditions jurors toward rendering a guilt 

20 
verdict because it requires them to assume the defendant's guilt. Protracted 

21 
discussions with potential jurors regarding the potential penalties implicitly suggest 

22 
the defendant's guilt, thereby undermining the presumption of innocence and 

23 

24 

25 

26 

impairing the impartiality of potential jurors. 

525. Second, the surviving jury, when compared to a traditionally composed jury,

is conviction-proned and possesses pro-prosecution attitudes. There is social 

science research from numerous researchers using diverse subjects and varied 

27 methodologies which demonstrate the conviction proneness of death-qualified 

28 juries. "The key to the studies' importance ... is the remarkable consistency of 
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1 data. [ A ] 11 reached the same monotonous conclusion: Death-qualified juries are 

2 prejudicial to the defendant." Jurywork: Systematic Techniques at§ 23.04[4][a]. 

3 526. The true impact of death qualification on the fairness of a trial is likely even

4 more devastating than the studies show because prosecution use of peremptory 

5 challenges expands the class of scrupled jurors excluded as a result of the death-

6 qualifying voir dire. 

7 

8 

10 

1 1

12 

13 

14 

15 

527. Life qualification, which seeks to identify those jurors whose views in favor

of the death penalty preclude or substantially impair them from rendering an 

impartial sentence, does not mitigate this prejudice. All jurors -regardless of 

whether they are life- or death-oriented -fall prey to the conditioning effects of 

the pretrial process in which the defendant's guilt is assumed. In fact, in life 

qualifying a jury, the defense may be drawn into the conditioning process, 

appearing to advocate -not a finding of innocence -but imposition of a lesser 

sentence. 

16 
528. Death qualification substantially reduces jury diversity. African Americans

17 
and other racial minorities, women, persons of certain religions, and members of 

18 
other cognizable groups will be less likely to survive the process. See Acker et al., 

19 
The Empire State Strikes Back at 69 ("The death- and life-qualification process 

20 
causes a greater than 50 percent reduction in the proportion of non-whites eligible 

for capital jury service."); Samuel R. Gross, Update: American Public Opinion on 
2 1

22 
the Death Penalty-It's Getting Personal, 83 Cornell L. Rev. 1448, 145 1 (1998) 

23 
("Race and sex, the two major demographic predictors of death penalty attitudes, 

24 
continue to be influential on every survey."); William J. Bowers et al., A New Look 

25 
at Public Opinion on Capital Punishment: What Citizens and Legislators Prefer, 22 

26 
Am. J. Crim. L. 77, 128-30 (1994) (199 1 poll reveals that race and gender are 

27 
"statistically significant predictors" for support for capital punishment in New York 

28 
State); Fitzgerald & Ellsworth, Due Process vs. Crime Control at 46 (blacks and 
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1 women disproportionately excluded). Indeed, a recent poll indicates that, 

2 nationwide, a mere 3 6% of African Americans continue to support the death 

3 penalty. See Zogby International, Zogby America June 21, 2000 Poll - Likely 

4 Voters, Question 8. 

5 529. In addition to diminishing the representation of particular cognizable groups,

6 death qualification in Nevada will, by all appearances, serve to disqualify a large 

7 percentage of the population from participating in the resolution of the State's most 

8 serious criminal cases. This phenomenon will be particularly pronounced in some 

9 counties, making capital juries there peculiarly unrepresentative. 

10 

11 

12 

13 

14 

This Court should interpret the right to an impartial jury and other guarantees 

of the state and federal constitutions as forbidding pretrial death qualification. 

Numerous jurists have reached the same conclusion. See Griffin, 741 A.2d at 948 

(Berdon, J., dissenting) ("[P]utting the studies aside, anyone with any common 

sense and who has the experience of life, would be compelled to come to the 
15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

conclusion that venire persons who favor the death penalty are more conviction 

prone than those who oppose it."); id. at 953, 955 (Norcott & Katz, JJ., dissenting) 

(finding empirical evidence convincing but also expressing "intuitive agreement 

with the claim that death qualified juries are disposed to convict at the guilt phase;" 

while cognizant of state's interest in conserving "cost, time and judicial resources," 

"given the stakes involved, these concerns are [not] compelling enough" to justify 

death qualifying a jury before the guilt phase); State v. Bey, 548 A.2d 887, 923 

(N.J. 1998) (Handler, J., dissenting) ( criticizing Lockhart and noting "in no other 

context has this Court accepted the proposition that mere prosecutorial convenience 

- or any state interest -justifies procedures that render the jury somewhat more

conviction prone") ( citations and internal quotations omitted); State v. Ramseur, 

524 A.2d 188, 295-99, 344-48 (N.J. 1987) (O'Hern, J., concurring; Handler, J., 

dissenting) ( questioning Lockhart and urging that defendant had independent state 
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1 constitutional right to traditionally composed jury on ground that "pricing the 

2 expediency and efficiency of trials at the expense of a capital defendant's right to be 

3 tried before an impartial jury conflicts with our traditional sense of fairness and 

4 justice"); Commonwealth v. Maxwell, 47 7 A.2d 130 9, 1319- 2 2  (Pa. 19 84) (Nix, 

5 C.J., dissenting) (finding death qualification violates state constitution and noting

6 "the time has come to acknowledge on the basis of the considerable reliable 

7 empirical data now available that which common sense has long suggested to be 

8 true, namely, that the death qualification process ... produces juries that are both 

9 prosecution-prone and unrepresentative"); State v. Young, 8 53 P.2d 32 7, 394 

10 (Durham, J., dissenting) (criticizing Lockhart and arguing that "the dual forms of 

11 conviction-proneness that death qualification causes ... violates a defendant's right 

12 to 'trial by an impartial jury,' as guaranteed by [the State Constitution,] which 

13 requires that 'in capital cases the right of trial by jury shall remain inviolate "'); 

14 State v. Irizarry, 7 63 P.2d 432, 435- 36 (Wash. 19 8 8) (Utter, J., concurring). 

15 

16 

17 

18 

19 

2 0

21 

2 2

2 3

24 

2 5

2 6

2 7

2 8

B. Because Mr. Vanisi's interest in a fair
determination of guilt or innocence by an impartial
and representative jurY outweighs Nevada's mterest
in pretrial death qualification, fhe process violates
the federal constitution.

530. In Witherspoon v. Illinois, 391 U.S. 510 (19 68), the Supreme Court first

confronted the issue whether death qualification produces an unconstitutionally 

biased jury for the purpose of determining guilt. Although the Court held that the 

defendant had not substantiated his claim, it recognized that further proof might 

enable a petitioner to prevail. Id. at 517, 52 0- 21 & n.18. The Court speculated that 

under the federal constitution: 

[T]he guestion would then arise whether the State's interest in r a
neutral penalty-phase jury] may be vindicated at the expense of the
defendant's interest in a completely fair determination of _guilt or
innocence - given the possibility of accommodating born: interests by
means of [ alternate procedures].
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1 Id. at 520-21 & n.18. At a minimum, therefore, the Constitution requires "balancing 

2 of the harm to the individual ... against the benefit sought by the government." 

3 Cooper v. Morin, 49 N.Y.2d 69, 79 (1979). Nevada's interests simply do not 

4 outweigh a capital defendant's state constitutional right to a determination of guilt 

5 or innocence by a wholly neutral and representative jury. 

6 531. The Nevada Supreme Court's denial of this meritorious claim on the basis

7 that it was procedurally defaulted was contrary to and an unreasonable application 

8 of clearly established federal law. See Vanisi v. Nevada, No. 50607, 2010 WL 

9 3270985, at *2 (Nev. April 20, 2010). 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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2 

3 

4 

5 

6 

7 

8 

CLAIM TWENTY-ONE 

532. Nevada's death penalty scheme allows the district attorneys to select capital

defendants arbitrarily, inconsistently, and discriminatorily, in violation of the Fifth, 

Sixth and Fourteenth Amendments to the United States Constitution. U.S. Const. 

amends. V, VI, & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21. 

SUPPORTING FACTS: 

533. Nevada's capital punishment scheme empowers prosecutors to seek death,

9 
and secure death sentences, in an arbitrary, idiosyncratic, and discriminatory 

10 
manner, in violation of the Fifth, Sixth, Eighth and Fourteenth Amendments to the 

11 
United States Constitution. 

12 534. Under Nevada's scheme, prosecutors may seek a death sentence against

13 virtually any defendant indicted for first-degree murder. Neither Nev. Rev. Stat. § 

14 200.033, nor any other statutory provision sufficiently guides prosecutors in 

15 determining whether to seek the death penalty in a particular case; nor are district 

16 attorneys required either to promulgate their own guidelines or to explain their 

17 reasons for seeking or declining to seek death in a particular case. Such a scheme 

18 allows for the random and capricious selection of death-eligible defendants, and 

19 ensures that any discriminatory, bad faith, or otherwise improper decisions to seek 

20 death remain hidden: No procedural mechanisms ensure review of the rationales for 

21 death-notice decisions in individual cases, or even the factors generally taken into 

22 account by prosecutors in making such decisions. This deprives defendants of their 

23 right to be free from cruel and unusual punishment and their rights to due process 

24 and equal protection under the Constitution. The State's capital punishment 

25 legislation is thus unconstitutional on its face and as administered. 

26 535. There is an acknowledged difference between a "groundless prosecution" and

27 an "arbitrary and capricious prosecution," State v. Smith, 495 A.2d 507, 515-16 

28 
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1 (N.J. Super. Ct. Law Div. 1985). It is the latter concern - as to the inherent 

2 arbitrariness and inconsistency of the method by which death penalty decisions are 

3 made in Nevada- that animates Mr. Vanisi's arguments. 

4 

5 

536. In Nevada, a district attorney's decision to seek a death sentence is not a

charging decision as such; rather, prosecutors have been granted an open-ended 

6 license to determine which first-degree murder defendants should be exposed to a 

7 qualitatively different punishment upon conviction of the same charge. Thus, the 

8 constitutional infirmities contained in the death-notice provision of Nev. Rev. Stat. 

9 § 200.033 cannot be dismissed by reliance on the doctrine of traditional

1 O prosecutorial discretion in charging decisions. 

11 

12 

13 

14 

15 

16 

17 

18 

537. Absent appropriate channeling, the prosecution's life and death decisions can

be based upon a coin toss, a prosecutor's political ambitions, racial consciousness, 

or on any or no reason at all. Even if every prosecutor tries to behave responsibly by 

the light of his or her individual judgments, there can be no consistency among the 

myriad assistants involved in capital cases across the state. Nothing requires that the 

factors driving Nev. Rev. Stat. § 200.033 decisions be articulated, vetted, shared, or 

reviewed. 

19 
538. Since Nevada's statutory scheme does not provide guidance to prosecutors,

20 
or demand that factors governing death-notice determinations be established and 

21 
subject to judicial oversight, the scheme authorizes arbitrariness in the ultimate 

22 
imposition of capital sentences. 

23 539. As Nevada's death penalty legislation is currently drafted, the vesting of

24 unlimited and unreviewable discretion in district attorneys to select capital 

25 defendants renders the State's scheme unconstitutional. Given the acknowledged 

26 and undeniable fact that death is a different kind of punishment from any other . . .

27 in both its severity and its finality, this Court should be especially vigilant in 

28 
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1 ensuring fairness, rationality, and a modicum of uniformity in the determination of 

2 defendants' eligibility for this ultimate penalty. 

3 540. This error made Mr. Vanisi's capital sentencing hearing and death sentence

4 fundamentally unfair, and the state cannot show beyond a reasonable doubt that any 

5 constitutional error was harmless. 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

541. The Nevada Supreme Court's denial of this meritorious claim on the basis

that it was procedurally defaulted was contrary to and an unreasonable application 

of clearly established federal law. See Vanisi v. Nevada, No. 50607, 2010 WL 

3270985, at *2 (Nev. April 20, 2010). 
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1 CLAIM TWENTY-TWO 

2 542. Mr. Vanisi's conviction and death sentence violate his state and federal

3 constitutional rights under the Fifth, Sixth, Eighth and Fourteenth Amendments 

4 because the trial court arbitrarily admitted gruesome and prejudicial photographs of 

5 the autopsy and because the introduction of the photographs so prejudiced Mr. 

6 Vanisi that his trial was rendered fundamentally unfair. U.S. Const. amends. V, VI, 

7 VIII & XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21.

8 

9 
SUPPORTING FACTS: 

10 
543. While death or serious bodily injury is clearly an element of the charge

11 
alleged against Mr. Vanisi; he never contested these aspects of the case at trial. The 

12 
only issue raised at trial was whether Mr. Vanisi was the perpetrator of the crime. 

13 
Nevertheless, the prosecution presented several highly prejudicial photographs to 

14 
inflame the jury against Mr. Vanisi. The cumulative effect of these photographs 

15 
caused the jury to convict Mr. Vanisi of first-degree murder based strictly upon 

16 
their inflamed passions. 

17 544. Eleven photographs were admitted into evidence over trial counsel objection

18 despite their highly prejudicial effect on the jury and their low probative value. See 

19 Ex. 126. The prosecution acknowledged the gruesome nature of the photographs 

20 when prosecutor Gammick told the jury they were "not pleasant to look at." TT Vol. 

21 6, 1023. 

22 545. Trial counsel filed a motion to exclude the introduction of gruesome

23 photographs on May 29, 1998. Ex. 158. On November 24, 1998, the trial court held 

24 a hearing on trial counsel's motion. At that hearing, after laying the foundation for 

25 the photographs through the testimony of the State's medical examiner, Ellen Clark, 

26 the following exchange occurred: 

27 
I I I 

28 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

MR. SPECCHIO: Judge, let me ask you a question here, does the State 
intend to blow up thes� gory eight-by-tens mto three-feet-by-three-feet 
gory photographs at tnaf ! 

MR. STANTON: Yes, your Honor. 

MR. SPECCHIO: We're goil}g_ to object to that, Your Honor. We think 
its highly inflammable [sic]. We would object to these. 

MR. STANTON: The State would be requesting of the Court and it 
plans to use this [projection] system for gurposes of Dr. Clark's 
testimony to the jury in its entirety .... The State would then actually 
offer the photographs prior to displaying them into evidence and then 
ultiµiately the photographs would be available for the jury for their 
review, the actual photographs themselves. 

MR. SPECCHIO: We're going to object. I mean, those photographs are 
gruesome enough withou1 plastering them on a board at three or four 
feet by three or four feet and then allowing them to relook at the 
photographs. We would object to that procedure. 

MR. SPECCHIO: And our continuing objection would be noted for the 
record Judge, so we don't have to keep saying it here in the trial? 

THE COURT: Absolutely. It is noted. And we'll preserve the record 
for the appellate review. 

22 Ex. 83 at 56-59. The Court denied trial counsel's motion to exclude the gruesome 

23 photographs and ruled that the state would be allowed to project the photographs 

24 onto a screen, and that the original photographs would be submitted to the jury as 

25 evidence. Ex. 83 at 59. Trial counsel raised a continuing objection to the trial 

26 court's order and the court noted it for the record. Ex. 83 at 60. 

27 I I I 

28 
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1 546. The trial court erred by denying trial counsel's motion. The trial court

2 compounded the error by allowing the state to project the photographs onto a large 

3 screen and then submit them to the jury. The photographs were clearly intended to 

4 inflame the jury, as is evidenced by the fact that Medical Examiner Ellen Clark, 

5 whose testimony was used to introduce the photographs, was the first witness called 

6 by the state at Mr. Vanisi's trial. See 9/22/99 TT 519-542. 

7 547. State's Exhibit 4B was a frontal depiction of the decedent's face. The

8 photograph showed several bloody gashes on all parts of the face, swollen, partially 

9 open eyes and a jagged broken tooth protruding from the decedent's open mouth. 

lO See, Ex.126. The photograph had no probative value whatsoever and was clearly 

11 

12 

13 

14 

15 

16 

intended to inflame the jury and prejudice Mr. Vanisi. 

548. State's Exhibit 4E was a close up side view of the decedent's face with a

medical examiner's hand pulling open a large, bloody gash. See, Ex. 126. It is 

cumulative of other photographs that display the same wounds in a much less 

inflammatory way. 

17 
549. State's Exhibit 41 depicted a close up view of the decedent's mouth being

18 
held open by a medical examiner's hand. The photograph shows several broken 

19 
teeth and a close up of several bloody gashes. See, Ex. 126. It was completely 

20 
unnecessary for the jury to be exposed to such excessive amounts of blood and the 

21 
state's purpose for introducing this Exhibit was clearly to inflame the passions of 

22 
the jury and to prejudice Mr. V anisi. The photograph was also cumulative as other, 

23 
less inflammatory photographs displayed the same wounds. 

24 550. These photographs had little if any probative value and were undoubtedly

25 inflammatory and highly prejudicial ensuring that the jury would be unable to purge 

26 that memory while deliberating on each and every element of the crimes charged. 

27 These pictures were introduced solely to inflame the passions of the jury with 

28 gruesome details to distract them from the actual legal issues before them. The 
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1 admission of this evidence deprived Mr. Vanisi of his right to due process and a fair 

2 and impartial trial in violation of the United States Constitution. 

3 551. This claim is of obvious merit. The failure of appellate counsel and state

4 post-conviction counsel to raise this issue on direct appeal deprived Mr. Vanisi of 

5 his state and federaldue process and equal protection right to effective assistance of 

6 counsel on appeal and in post-conviction, as guaranteed by the Fifth, Sixth, Eighth 

7 and Fourteenth Amendments to the Constitution. Competent counsel would have 

8 raised and litigated this meritorious issue on direct appeal and in state post-

9 conviction. There is no reasonable appellate strategy, within the range of reasonable 

1 O competence, that would justify appellate counsel's failure in this regard. The state 

11 cannot show beyond a reasonable doubt that the use of these gruesome photographs 

12 was harmless. They affected the fundamental fairness of Mr. Vanisi's proceedings 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

and prejudiced Mr. Vanisi. 

226 

AA03258



1 CLAIM TWENTY -THREE 

552. Mr. Vanisi's sentence of death is invalid under the state and federal2 

3 constitutional guarantees of due process, confrontation, effective counsel, a grand 

4 jury proceeding, a reliable sentence, a fair trial, freedom from self incrimination, 

5 equal protection, a public trial, a fair and impartial jury, freedom from cruel and 

6 unusual punishment, and to meaningful appellate review because Mr. Vanisi's 

7 direct appeal and post-conviction counsel were ineffective. U.S. Const. amends. V, 

8 VI, VIII, XIV; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21.

9 
SUPPORTING FACTS: 

10 

11 
553. Mr. Vanisi suffered ineffective assistance of counsel on appeal because

12 
counsel failed to raise substantial and cognizable state and federal constitutional 

13 
issues, and failed to raise all available grounds on his direct appeal to the Nevada 

14 

15 

Supreme Court. See Exs. 8, 9. 

554. Direct Appeal counsel was ineffective to the extent that they failed to litigate

16 Claim Five (errors in voir dire); Claim Seven (invalid mutilation aggravator); Claim 

17 Eight ( erroneous jury instructions); Claim Nine (Vienna Convention violations); 

18 Claim Thirteen (failure to require probable cause for aggravating circumstances); 

19 Claim Fourteen (prosecutorial misconduct); Claim Fifteen (improper use of stun 

20 belt); Claim Sixteen (improper victim impact testimony); Claim Seventeen ( change 

21 of venue); Claim Eighteen (unavailability of Finger) Claim Nineteen ( death 

22 qualified jurors); Claim Twenty-One ( admission of gruesome photographs); and 

23 Claim Twenty-Three ( cumulative error). Mr. Vanisi hereby incorporates the above 

24 referenced claims as if pled fully herein. 

25 555. Direct appellate counsel were ineffective for failing to raise the constitutional

26 claims of trial court error during the voir dire proceedings, as these claims were 

27 apparent on the face of the record. Because of erroneous rulings by the trial court, 

28 
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1 trial counsel were unable to question the venire regarding their ability to consider 
2 specific mitigation evidence that trial counsel intended to introduce during the 
3 penalty phase of the trial. See Claim Three (A). The trial court also erroneously 
4 denied defense motions that would have allowed biased jurors to be discovered 
5 during voir dire and ferreted out, such as a motion for additional peremptory 
6 challenges, a motion for individually sequestered voir dire, and a motion for an 
7 expanded juror questionnaire. Id. At the conclusion ofvoir dire, trial counsel made 
8 a record of the trial court's erroneous rulings and the adverse effect they had on trial 
9 counsel's ability to conduct an adequate voir dire, especially with respect to trial 

10 counsel's motion for a change of venue (09/21/99 TT 482) , but appellate counsel
11 nonetheless ineffectively failed to raise these issues on direct appeal. Appellate 
12 counsel were also ineffective for failing to raise the claim that the trial court refused 
13 to remove jurors for cause who were clearly biased from a review of the record. See 
14 Claim Five (B). 
15 556. Direct appeal counsel were also ineffective for failing to raise the issue set
16 forth in Claim Seven. This claim was apparent on the face of the record. The 
17 mutilation aggravating factor is clearly unconstitutionally vague and overbroad and 
18 
19 
20 
21 
22 
23 
24 

appellate counsel could not have had a strategic reason for failing to raise it. 

557. Direct appeal counsel were ineffective for failing to raise the constitutional
challenges to the jury instructions given in Mr. Vanisi's trial. See Claim Eight. It
was evident from a reading of the instructions that the instructions were
unconstitutional. Specifically, appellate counsel unreasonably failed to challenge
the guilt phase jury instructions that failed to require the jury to find all of the mens
rea elements of first-degree murder; the jury instructions failed to require that

25 
mitigation be outweighed by statutory aggravation beyond a reasonable doubt; the

26 
instruction unconstitutionally defining "mutilation"; the jury instructions 

27 
28 / / / 
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1 improperly forbidding the jury from considering sympathy; the malice instructions 

2 that were unconstitutionally vague; and that the instructions were cumulatively 

3 erroneous. 

558. Direct appeal counsel were ineffective for failing to raise the claim that the4 

5 state violated the Vienna Convention on Consular Relations by failing to advise Mr. 

6 Vanisi of his consular rights. See Claim Nine. 

7 
559. Direct appeal counsel were ineffective for failing to raise the claim that Mr.

8 

9 

10 

11 

12 

13 

Vanisi was unconstitutionally denied his right to have each and every element of 

the capital offense found to be established by a probable cause hearing in violation 

of Ring v. Arizona, 536 U.S. 584 (2002) and Apprendi v. New Jersey, 530 U.S. 466 

(2000). See Claim Thirteen. 

560. Direct appeal counsel were ineffective for failing to raise the various

14 
instances of prosecutorial misconduct that were apparent from the record. See 

15 
Claim Fourteen. Specifically, appellate counsel were ineffective for failing to raise 

16 
constitutional challenges to the state's committing prosecutorial misconduct by 

17 
repeatedly suggesting that the jury was aligned with the prosecution during its 

18 
innocence/ guilt phase deliberation; the state improperly argued the non-existence of 

19 
a statutory aggravating factor; the state improperly argued to the jury that justice 

20 
required the death penalty; and cumulative error due to prosecutorial misconduct. 

21 561. Direct appeal counsel were ineffective for failing to raise the claim that Mr.

22 Vanisi's constitutional rights were violated by the improper use of a stun belt 

23 restraining device without conducting a constitutionally required hearing to 

24 determine the necessity of taking such measures. See Claim Fifteen. 

25 562. Direct appellate counsel were ineffective for failing to raise the claim

26 contained in Claim Eighteen, that the Nevada legislature's abolition of the defense 

27 of not guilty by reason of insanity violated the Due Process clauses of the Fifth and 

28 
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1 Fourteenth Amendments to the United States Constitution. In its order affirming the 

2 state district court's denial of his state petition for writ of habeas corpus, the 

3 Nevada Supreme Court held that this claim was procedurally barred because it 

4 could have been raised on direct appeal. Vanisi v. State, 2010 WL 3270985, *2 

5 (Nev. Apr. 20, 2010) (unpublished order). Mr. Vanisi's direct appeal was decided 

6 by the Nevada Supreme Court on May 17, 2001. See Vanisi v. State, 117 Nev. 330, 

7 22 P.3d 1164 (2001). On July 24, 2001, the Nevada Supreme Court issued its 

8 opinion in Finger v. State, 117 Nev. 548, 27 P.3d 66 (2001), holding that the 

9 legislature's abolition of the defense of not guilty by reason of insanity was a 

10 violation of the federal constitutional right to due process. The United States 

11 Supreme Court did not deny Mr. Vanisi's petition for a writ of certiorari from his 

12 direct appeal until November 13, 2001. See Vanisi v. Nevada, 534 U.S. 1024 

13 (2001). 

14 563. Mr. Vanisi's judgment, therefore, was not yet final at the time of the Finger

15 decision, and appellate counsel should have moved the Nevada Supreme Court to 

16 vacate its decision and re-open his direct appeal for the purposes of allowing him to 

17 raise this intervening change in the law. By failing to do so, appellate counsel 

18 deprived Mr. Vanisi of the right to litigate this meritorious constitutional claim in 

19 the Nevada Supreme Court. There could be no reasonable appellate strategy, 

20 reasonably calculated to protect Mr. Vanisi's best interests, for appellate counsel to 

21 fail to raise this meritorious claim. 

22 

23 

24 

564. Further, appellate counsel ineffectively failed to raise the claim that the

highly inflammatory and prejudicial improper victim impact testimony was 

unconstitutional, see Claim Sixteen, that Mr. Vanisi was tried in a highly prejudicial 
25 

26 

27 

28 

venue and that venue should therefore have been changed, see Claim Seventeen, 

that Mr. Vanisi's jury was more likely to find him guilty due to their being death 

qualified, see Claim Nineteen, that inflammatory gruesome photographs were 
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1 introduced at his trial, see Claim Twenty-One, and the cumulative effect of these 

2 trial errors. See Claim Twenty-Three. 

3 565. All claims of error alleged herein were apparent on the face of the record and

4 therefore could have been raised by appellate counsel. Appellate counsel only 

5 raised three issues: (1) the Faretta error; (2) the erroneous reasonable doubt 

6 instruction; and (3) the excessiveness of the death penalty that was unfairly 

7 influenced by passion and prejudice. 

8 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

566. There was no strategic reason within the range of reasonable competence that

justified appellate counsel's failure to thoroughly review the record, and to assert 

and litigate these clearly meritorious claims on Mr. Vanisi's behalf. Had appellate 

counsel raised these issues, it is reasonably likely that the Nevada Supreme Court 

would have reversed Mr. Vanisi's conviction and ordered a new trial or, at a 

minimum, refined his sentence to a sentence less than death. A reasonable 

likelihood exists that but for prior counsel's deficient and prejudicial performance, 

Mr. Vanisi would have received a more favorable outcome at trial. 
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1 CLAIM TWENTY-FOUR 

567. Mr. Vanisi's conviction and death sentence are invalid under the state and2 

3 federal constitutional guarantees of due process, confrontation, effective counsel, a 

4 grand jury proceeding, a reliable sentence, a fair trial, freedom from self 

5 incrimination, equal protection, a public trial, a fair and impartial jury, freedom 

6 from cruel and unusual punishment, meaningful appellate review, compliance with 

7 international law due to the cumulative errors in the admission of evidence and 

8 instructions, gross misconduct by state officials and witnesses, and the systematic 

9 deprivation of Mr. Vanisi's right to the effective assistance of counsel. U.S. Const. 

lO art. VI, amends. V, VI, VIII & XIV; Vienna Convention on Consular Relations, Art. 

36; Nev. Const. art. 1 §§ 1, 6 & 8, and art. 4 § 21. 

SUPPORTING FACTS: 

11 

12 

13 

14 

15 

568. Each claim specified in this petition requires vacation of Mr. Vanisi's

conviction and death sentence. Mr. Vanisi hereby incorporates each and every 

16 
factual allegation contained in this petition as if fully set forth herein. 

17 569. The cumulative effect of errors demonstrated in this petition was to deprive

18 the proceedings against Mr. Vanisi of fundamental fairness and to result in a 

19 constitutionally unreliable sentence. Whether or not any individual error requires 

20 vacation of Mr. Vanisi's judgment or sentence, the totality of these multiple errors 

21 and omissions prejudiced Mr. Vanisi. 

22 570. The constitutional claims in the instant petition must also be considered

23 cumulatively with all of the other federal and state constitutional errors that the 

24 Nevada Supreme Court found on direct appeal and on appeal from denial of post-

25 conviction relief. Taken cumulatively with one another, and with the constitutional 

26 violations alleged in the instant petition, these errors prejudiced Mr. Vanisi during 

27 the guilt and penalty phases of trial. 

28 
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1 571. The state cannot show that the cumulative effect of these numerous

2 constitutional errors was harmless beyond a reasonable doubt. 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
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22 

23 
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PRAYER FOR RELIEF 

Mr. Vanisi has demonstrated he is entitled to relief. For the reasons stated 

above, Mr. V anisi prays this Court: 

1) issue a Writ of Habeas Corpus;

2) grant an evidentiary hearing;

3) vacate Mr. Vanisi's conviction; and

4) enter an order granting Mr. Vanisi a new trial on all issues.

Respectfully submitted, 

FRANNY A. FORSMAN 

Federal Public Defender 

Isl C. Ben;amin Scroggins 

C. BENJAMIN SCROGGINS
Assistant Public Defender

Isl Tiffani D. Hurst 

TIFFANI D. HURST 

Assistant Federal Public Defender 

Attorneys for Petitioner 
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1 AFFIRMATION 

2 The undersigned does hereby affirm pursuant to Nev. Rev. Stat. 239B.030 

3 that the preceding document does not contain the social security number of any 

4 

5 

6 

7 

8 

person. 

Dated this 4th day of May, 2011. 

9 Isl C. Ben;amin Scroggins 

C. BENJAMIN SCROGGINS
lO Assistant Federal Public Defender

11 State Bar No. l 1027C 

12 
411 E. Bonneville, Ste. 250 

Las Vegas, Nevada 89101 
13 (702) 388-6577
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1 VERIFICATION 

2 Under penalty of perjury, the undersigned declares that he is the petitioner 

3 named in the foregoing petition and knows the contents thereof; that the pleading is 

4 true of his own knowledge, except as to those matters stated on information and 

5 belief, and as to such matters he believes them to be true. 
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CERTIFICATE OF SERVICE 

In accordance with Rule 5(b )(2)(B) of the Nevada Rules of Civil Procedure, 

the undersigned hereby certifies that on the 4th day of May, 2011, a true and correct 

copy of the foregoing PETITION FOR WRIT OF HABEAS CORPUS (POST-

CONVICTION) was served by United States Mail, postage prepaid, addressed as 

follows: 

Richard A. Gammick 

WASHOE COUNTY DISTRICT ATTORNEY 

P.O. Box 30083 

Reno, NV 89520-3083 

Catherine Cortez Masto 

Nevada Attorney General 

Robert E. Wieland 

5420 Kietzke Lane, Ste. 202 

Reno, NV 89511 

Isl Katrina Manzi 

Katrina Manzi 

An employee of the Federal Public Defender 
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1-'· DA #159523 IJl 
1-'· 
10 RPD 019114-98 
~ 
(1 1 IN THE JUSTICE COURT Ur' K~NU 
0 
w 
10 2 IN AND FOR THE COUNTY OF WASHOE, STATE OF NEVADA 

0 
00 3 * * * 

FILED 
4 THE l:;'l.IU"- UJ:' ""-Vllll.t<, 

5 Pl'~ntJfltlt1,4 P12 :22 
RJC: <?9 <l dO 

6 v. !!!tOO · C •t.: . ..,,-no;_~-- -1, ~-! ,-.t-'i' DEPT: J"'\ I 
~~ ~J:!.l·~cfuil; ,. 

HTTQT ) 17 -
' \ I ' ... I"'"""'' """7 

. 
cu; 

'T f'v c 8 npEn 
1 

also known as 
9 "GEORGE", 

1 () Defendant. CRIMINAL COMPLAINT 

11 I 

12 DAVID P. JENKINS of the County of Washoe, State of 
'. 

13 Nevada, verifies and declares upon information and belief and 

' '· 11T""'T:III 

14 under pena.Lt:y o:r: perJU.cy, L.llctL. ·=· ' 

15 also known as "GEORGE", the defendant above-named, has committed 

16 the crimes of: 

T T>T 'T'Ut:' t:' TQ !O:'J' "' u;_olat ion of 
l. I . 

18 NRS 200.010 and NRS 200.030 and NRS 193.165. a felony, in the 

19 manner following, to wit: 

0/\ 'T'hat the said defendant on or about the 13th day ot 

21 January, 1998, at Reno Township, within the County of Washoe, 

22 State of Nevada, did willfully, unlawfully, and with malice 

. ' ' ' 
23 aforethought, deliberat:Lon, ana p .L.ctL.l.Ull, K-.l..LL ~UY 

24 SERGEANT GEORGE SULLIVAN, a human being, by means of repeated 

25 blows to the head with a hatchet, thereby inflicting mortal 

-i 
Lb !f7 " "Y"1 ~- / 

' 
2JDC03208 
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::J . 
1-'· 
IJl 
1-'· 
10 

~ 
(1 1 injuries upon the salc1 f1' -suDUJ. VB." LLUUI 

0 
w 

2 died on January 13, 1998; 
10 

or 
0 
o.D 3 That the said defendant during the course of, and in 

~ ~ - ,_ .-'l ' -" .,.; 1 1 -F, l l v ;m.-1 nn l ""'-F" l l v 
'± LU.LLHC:L Hvv -" ' 

5 murder SERGEANT GEORGE SULLIVAN in that the said defendant on or 

6 about January 12, 1998, did kill and murder SERGEANT GEORGE 

~ <"'TTI T ~•"" " hc>i nrr in the oeroetration and/or the 

8 furtherance of an armed robbery at the University of Nevada, 

9 Reno, at or near the information kiosk, with the use of a deadly 

10 weaoon, to wit, a hatchet; or 

11 That the said derenaanc on or anouL u. _.__,, .l.:JJv, 

12 did kill and murder SERGEANT GEORGE SULLIVAN, a human being, by 

13 lying in wait, in that the said defendant did watch, wait and 

m~ T n> '+-}, t-ho ; · i r>n 
.L'I concea.L .L.L UHI 

15 of killing SERGEANT GEORGE SULLIVAN, in that he hid and waited 

16 until SERGEANT GEORGE SULLIVAN completed a traffic stop, then 

_, ' ,.-'l -F"1l~"'orl '~~ nF.ORGE SULLIVAN to a location 

18 where he was alone and then ambushed SERGEANT GEORGE SULLIVAN 

19 inflicting mortal injuries to his person from which he died on 

20 Januarv 12, 1998. 

21 COUNT II. ROBBERY WITH THE USE OF A DEADLY WEAPON. a 

22 violation of NRS 200.380 and NRS 193.165. a felony, in the manner 

23 follow1ng, 1:0 Wll:: 

24 That the said defendant on or about the 13th day of 

25 January, 1998, at Reno Township, within the County of Washoe, 

- .3'.3 .,,,_,,, ~~rl n~l ~ •• ,-F.,llv take nersonal 
<OU uLe<c= ' 

-2-
I ./ ,}() ::-r- ' 

' 
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m· 
::J 
1-'· 
IJl 
1-'· 
10 

~ ' . ,_ '- ~ - "' 
_, -,, .1 

(1 j_ p Jt- - l-y' l-V W.l.l-, " .~J 

0 
w 2 phone; Glock "magazines"i a flashlight; and handcuffs from the 
10 
I-' 
0 3 person of SERGEANT GEORGE SULLIVAN, at or near the information 

" ,_,_,~~]..- 1~~ ·pn -.t- rhP TTni.versitv of Nevada Reno campus, washoe 

5 County, Nevada, against his will, and by means of force or 

6 violence to his person and with the use of a hatchet which the 

7 said defendant used to strike SERGEANT GEORGE SULLIVAN repeatedly 

8 in the head and face. 

9 COUNT III. ROBBERY WITH THE USE OF A FIREARM, a 

10 violation of NRS 200.380 and NRS 193.165, a felony, in the manner 

j_j_ I:OLLOWln~, l-V W.Lt-: 

12 That the said defendant on or about the 13th day of 

13 January, 1998, at Reno Township, within the County of Washoe, 

n~ -~ .& 1\T< ,-b rH" ,,; 11 -F,ll v -.nrl 11nlawfull v take personal 

15 property, to wit: u.s. currency from the person of the clerk at 

16 said establishment, at the 7-11 located at 710 Baring Boulevard, 

17 w-."hoe Countv Nevada, aqainst his will, and .oy means o:t :torce or 

18 violence or fear of immediate or future injury to his person and 

19 with the use of a large caliber handgun which the said defendant 

20 dlsplayea 1:0 t:ne VlCt:lm auu 

21 COUNT IV. ROBBERY WITH THE USE OF A FIREARM. a 

22 violation of NRS 200.380 and NRS 193.165, a felony, in the manner 

.,_, LV.L.LV ., ' . 

24 That the said defendant on or about the 13th day of 

25 January, 1998, at Reno Township, within the County of Washoe, 

"" n~ ~-F Nevada did willfullv and unlawfully take personal 

-3-

1¥ J 
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-,' • • w . 
r;;. 
::J -
1-'· 
IJl 
1-'· 
10 

~ 
(1 1 orooertv, to wit: u.s. currency from the person of the clerk at 
0 
w 
10 2 said establishment, at the Jackson Food Mart located at 2595 
I-' 
I-' 3 Clearacre Lane, Washoe County, Nevada, against his will, and by 

4 means or rorce or VlO.Lence or .~.ear 0.1. lmmeulaLe or 1.m:.une iuj u~ y 

5 to his person and with the use of a large caliber handgun which 

6 the said defendant displayed to the victim and demanded money. 

' I 

8 DATED this jil&.IJ day of JA...J UAil.y 
' 

1998. 

9 h. 1_. 1 n 
'// 

11 
.___. 

12 

13 

14 

15 

16 

.1. ' 

18 

19 

')() 

21 

22 

23 

24 Restitution: District Court Dept: 
Custody: District Attorney: 

25 Bailed: ~:i~nsAJ~tt~~Y[__ Warrant: X 

"'" U.L.L'i:>UUU 

-4-
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DA #J.59523 - , .. ... ' ... 
·L: . ' .. l,j-.. ·~. "\_-i:.:~.-~._: . \ .• 

RPD 019114-98 

~ ~•• ••= uuu••~~ ~~u•u ~·· •~w 

2 IN AND FOR THE COUNTY OF WASHOE, STATE OF NEVADA 

3 * * * 
4 THE "''"'"'"' OF r11 rn 

' ; ' .. ' ' 
5 Plaintiff, RJC: 89,820 

6 
"98 FEB -3 p 1 :58 DEPT: ED v. 

.. ' ' 

7 SIAOSI VANISI, 
also as 

a "PE", 
also known as 

9 "GEORGE", 
AMENDED 

10 Defendant. CRIMINAL COMPLAINT 

J 
~~ 

12 DAVID L. STANTON of the County of Washoe, State of 

13 Nevada, verifies and declares upon information and belief and 

14 nnrl<>r n'"n" 1 hr nf" ~. 1"1'"\1' rh"f" CT>InCT ,.,,.n • "" "PF.• 

15 also known as "GEORGE", the defendant above-named, has committed 

.16 the crimes of: 

17 I MURI: IN '1'HF. F''R !'l'T' " nn nf" 

18 NRS 200.010 and NRS 200.030 and NRS 193.165. a felony, in the 

19 manner following, to wit: 

..<U Hldl. Lne BaJ.U U9J:I Ull UL ..._,..,u~ l.Hto .L.:>L.Ll UdY U.L 

21 January, 1998, at Reno Township, within the County of Washoe, 

22 State of Nevada, did willfully, unlawfully, and with malice 

. ~ & . 
_, __ ,.,_ ·-· _, 

~·. ·-· '· !1, 
_, 

. ' . ' "' 

24 SERGEANT GEORGE SULLIVAN, a human being, by means of repeated 

25 blows to the head and face with a hatchet, and/or other 

26 ; mnl ( s) and/or other hl •mt- trauma inf1irt- .. n to the 

WCPD03161 
AA03276
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~-
~ uca.u a.uu. L.U.L .. U -'Y =us- •~ wa.~ ~-·~ ~~ ~~~ Uj.JUU L.UC 

2 said SERGEANT GEORGE SULLIVAN from which he died on January 13, 

3 1998; or 

.a. 'l'h"r rh<> "",; r1 ~- ~- -' ,,.,,. r'ln,..~ nrr rho """'""" of ""n in 

9 furtherance of an armed robbery, did willfully and unlawfully 

6 murder SERGEANT GEORGE SULLIVAN in that the said defendant on or 
. ~·. ' 

7 about Ji "~~· 12, 1998, did kill and murder SERGEANT GEORGE 

8 bULL.J.VAl'l, a h .. ~ nrr' in tne j,lt:.L_o.> To and{or the 

9 furtherance of an armed robbery at the University of Nevada, 

10 Reno, at or near the information kiosk, with the use of a deadly 

.!..!. 1 L.U W.!.L.t C1 : '- 1 ClUU.f O;t" '~' I ~~ 

12 That the said defendant on or about January 13, 1998, 

13 did kill and murder SERGEANT GEORGE SULLIVAN, a human being, by 

1 A , ·' ' ,, .. ' _,_ ......... ~~·-" 
. 

·H r'l "'" r ,r, """ i r ""r'l ., ., 

15 conceal himself from SERGEANT GEORGE SULLIVAN, with the intention 

.6 of killing SERGEANT GEORGE SULLIVAN, in that he hid and waited 

17 until ,,.,,,., -+- _ _. a •, stop then 

18 observed and followed SERGEANT GEORGE SULLIVAN to a location 

19 where he was alone and then ambushed SERGEANT GEORGE SULLIVAN 

20 mortal injuries to his !:rom ne on 

21 January 12, 1998. 

22 COUNT II. ROBBERY WITH THE USE OF A DEADLY WEAPON, a 

~ .1 -~ _,._, ~·· ... , 
24 following, to wit: 

25 That the said defendant on or about the 13th day of 

')(:, ,T,.,.,,,..,..,, 1QQR "'" l>on,-, i ~ ··" t-"hi n '"""' rrmnr.v nf "'""""'"" 

-2-
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. 
. 

1 aLC of m=•«'-'<'• did..,.; lfully and ,,.,, ..· ly take personal 

2 property, to wit: a Glock .45 caliber handgun; Glock 

3 "magazines"; a flashlight; and handcuffs from the person of 

.. . v=•, "''- u• ucc<• L.UC 

5 located at the university of Nevada, Reno campus, Washoe County, 

6 Nevada, against his will, and by means of force or violence to 
-~·· . 

7 'hlc ~~r1 ,,,; t-'h t-he nco ~i' ~ h~t-~'ho.- ... /. 

• 8 implement(s), which the said defendant used to strike SERGEANT 

9 GEORGE SULLIVAN repeatedly in the head and face, and/or other 

10 blunt force trauma inflicted to the head and ' +-~~ .. ..,. 

11 COUNT III. ROBBERY WITH THE USE OF A FIREARM. a 

-rz- ot NRS 20 380 and NRS L93 165 ;.- , -ul the manner 

13 following, to wit: 

14 That the said defendant on or about the 13th day of 
. ~ ~- • nnn -~ ~' -~ -~ ~ ·z . , . , ... •)' U>- , 

16 State of Nevada, did willfully and unlawfully take personal 

17 property, to wit: u.s. currency from the person of PATRICIA 

1 A MTRTTO I'. h .. ~1 o~lr Rl' rhF> 7 ·1 1 <H ln..,,.r,.rl ~,. 7,n n~~;~~ 

19 Boulevard, Washoe County, Nevada, against her will, and by means 

20 of force or vi•->'~ .. ,.,,.. .. or fear of ; ;,.._., or future injury to her 

21 person and with the use of a large caliber '"'-- .. ,,m which the said 

22 defendant displayed to the victim and demanded money. 

"'" 
24 violation of NRS 200.380 and NRS 193.165, a felon:.:, in the manner 

25 following, to wit: 

~e:: Ill 

-3-
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• . . 

. 

.L ·!·na<: .:ne sa~a aeJ:' L<.. -uu-or LHC .L.> <..H Uay U.L 

2 January, 1998, at Reno Township, within the County of Washoe, 

3 state of Nevada, did willfully and unlawfully take personal 

1l .. ~ ·~; .. TT C! "'~~~ nT""T" T,VNI\T t-h" --
5 clerk at said establishment, at the Jackson Food Mart located at 

6 2595 Clearacre Lane, Washoe County, Nevada, against her will, and 

7 bv of or ,.;~1~"~~ or fear of inunediate or futur~··, 

8 injury to her person and with the use Of a ~arge ,..,- ;h.,,.. h, run 

9 which the said defendant displayed to the victim ang demanded 

10 money . 

.L.L 

12 felony, in the manner following, to wit: 

13 That the said defendant on or about the 13th day of 

T 'nn<> .~ n. --•- ' -~ _._, ~ ... ~"' w .. o'h~o 
•I . ' .. 

15 State of Nevada, did willfully and unlawfully steal, take and 

.16 drive away the personal property of LOUIS D. HILL, to wit: a 

17 ,; h1 ,.~,. four door 1993 'T'~u~+-.a. "· ~ ;~onoo 

18 plate 029 HPY, with the intent then and there to permanently 

19 deprive the owner thereof. 

20 I 
J..,..) 

21 DATED this '3_. day of r:e~VIt'-j I 1998. 

22 /f~~~- ~/ 
"'"' 
24 Restitution: District Court Dept: 4 

Custody: District Att: GAMMICK/STANTON 
25 Bailed: Defense Att: 

Warrant: Bail No Bail 
'lC M1At:nnn 

-4-
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' • • 1 (Jl 

~ ' ~T ,-T\ -~-
~'.-L,.J 

I ::J DA #159523 1-'· 
IJl 

"96 FEB 26 II. 9 :0\ 1-'· RPD 019114-98 
10 

/ Q. ,. rl f."<'' ~ 1 ""'"'"' 1\T,-, 
(' 0 nc.. ,.,,-,, 

(1 IU Vo.JIV ,)l.'l 1 J 
0 2 Dept. No. 4 .. y \,-

t"5 -· - ''"'~ •rv w ·=· '' ,p 
(7> 3 
10 

4 

5 

6 IN THE SECOND JUDICIAL DISTRICT COURT OF THE STATE OF NEVADA, 

7 IN AND FOR THE COUNTY OF WASHOE 

0 ~ ~ * 

9 THE STATE OF NEVADA, 

10 Plaintiff, 

1 1 -=-
12 SIAOSI VANISI, 

also known as 
13 "PE 11 

I 

also known as 
14 "GEORGE", 

15 Defendant. 

16 I 
.L I D A. GAMMICK, District Attorney within and for 

18 the County of Washoe, State of Nevada, in the name and by the 

19 authority of the State of Nevada, informs the above entitled 

~n ~ ,,. 
·~~. ~~p~ ~""' "'" · ""' , ct.LSO KnOwn as 

21 "GEORGE", the defendant above named, has committed the crimes of: 

22 l:l~O COUNT I. MURDER IN THE FIRST DEGREE. a violation of 

23 NRS 200.010 anci NRR ?00 0''\0 ;mci NRR 1 0'> 1 &:<: f'. '1 ~,_ 

' 
24 manner following: 

25 That the said defendant. on the 13th day of January A.D. 

26 1998, or thereabout, and before the filinq of this Information 

I 

2JDC03462 
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• • w 
f\1 
::J 
1-'· 
IJl 
1-'· 
10 

~ ~ 

(1 • ~ -··~•· LH<O LY U.L , t;I:ai:e or Nevaaa, a~a 

0 
willfully, unlawfully, and with malice aforethought, w 2 

,p 
(7> 3 deliberation, and premeditation, w kill and murder SERGEANT GEORGE 

4 -"TTT,T,IVA..N_ _a h11m001n h~>i nn hu--"""'= ~.c ,,_ rl k 1 _., - ,_ ' ~ -. 
5 and face with a hatchet, and/or other implement ( s) , and/or other 

6 blunt force trauma inflicted to the head and upper torso thereby 

7 inflicting mortal iniuries upon the said SERGEANT .C:TTT.T.TV:r.N 

8 from wh~ch he died on January 13 , 1998; or 

9 That the said defendant during the course of, and in 

10 furtherance of an armed robbery, did willfully and unlawfully 

-~ 
-~~~ u "UDJ.H V.M.J.' ~n J:flaJ: 1:ne sa1.a ae:r:enaant on or 

12 about January 13, 1998, did kill and murder SERGEANT GEORGE 

13 SULLIVAN, a human being, in the perpetration and/or the 

14 -Fnrt-hPrO'lnrP ~.c ~ ·"' L> ~' ., -. -1 -~ ··~ 'a.ua.' 

15 Reno, at or near the information kiosk, with the use of a deadly 

16 weapon, to wit, a hatchet, and/or other implement(s); or 

17 That the said defendant on nr ;,hn11t- ,T;,mJ<'lrv 1., 1 q QQ 

18 did kill and murder SERGEANT GEORGE SULLIVAN, a human being, by 

19 lying in wait, in that the said defendant did watch, wait and 

.:u c;uncea.c lll.mse.LI: rrom ANT GEORGE SULLIVAN, with the intention 

21 of killing SERGEANT GEORGE SULLIVAN, in that he hid and waited 

22 until SERGEANT GEORGE SULLIVAN completed a traffic stop, then 

')'J ,J,- " - 1 1 ~ 

ion .. "U'-'D-'. v.o-u' LU a. 

24 where he was alone and then ambushed SERGEANT GEORGE SULLIVAN 

25 inflicting mortal injuries to his person from which he died on 

26 January 13 1998. 

-2-
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i;'' 
~; 
~;. 
!il?i 

FCfbO ~! 
q;; .L . 
~: 
>lsi. 

2 violation of NRS 200.380 and NRS 193.165. a felony, in the manner 

'l'l'l 3 following: >lsi. 

A 'T'h~t- t-1- .,., ,., t-h 1 ~ ·1- ,.,, ,f' .T• " n ' ' 
5 1998, or thereabout, and before the filing of this Information, 

6 at and within the County of Washoe, State of Nevada, did 

7 willfully and unlawfully take personal property, to wit: a Glock 

8 .45 caliber handgun; Glock "magazines"; a flashlight; and 

9 handcuffs from the person of SERGEANT GEORGE SULLIVAN, at or near 

10 the information kiosk located at the University of Nevada, Reno 

.L.L campus, wasuoe \..OUnc_ y, 1,evaua, agalnSc_ HlS Wl.L.L, anu vy means OL 

12 force or violence to his person and with the use of a hatchet, 

l3 and/or other implement(s), which the said defendant used to 

' :1. ,,.,., C''TT T THHT .... .-<1 .. ,., '"' 
,., ,., ". 

-J ' 

15 and/or other blunt force trauma inflicted to the head and upper 

16 torso. 

17 COUNT III. ROBBERY WITH THE USE OF A FIREARM a ·- ,_ 
18 violation of NRS 200.380 and NRS 193.165, a felony, in the manner 

19 following: 
. 

20 Tnat tne sala aerenaant on tne 13tn aay or January A.D. 

21 1998, or thereabout, and before the filing of this Information, 

22 at and within the County of Washoe, State of Nevada, did 

~~ ~~~~~ ·~··:r ·:r ~~ >' "' ~"' - :r ' ~- . . ~. 

24 currency from the person of PATRICIA MISITO, the clerk at the 7-

25 11 Store located at 710 Baring Boulevard, Washoe County, Nevada, 

?{; "'""' i ""'!' hF'r will ""r'l hv m"'"'""' ,-,f "- r1r vi,-,lF>nrF' r1r f,.,_,r ,-,f 

-3-
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1-'· 
IJl 
1-'· 
10 

~ 1 imm<>rli"t-"' nr -Fnt-nr<> in-inrv t-n h<>r "nrl ""it-h t-h<> """' n-F " 
(1 
0 2 large caliber handgun which the said defendant displayed to the w 
,p 
(7> 3 victim and demanded money. 
01 

4 'F- '1~0 COUNT IV. ROBBERY WITH THE USE OF A FIREARM, a 

5 Vlolatlon o NRS 200.380 and NRS 193.165, a te ony, ln the manner 

6 following: 

7 That the said defendant on the 13th day of January A.D. 

0 .LJJo, V.L '-· <'-I CO.UU UCLVLC '-UC UL '-U-'.0 .cua'-.>.vu 1 

9 at and within the County of Washoe, State of Nevada, did 

10 willfully and unlawfully take personal property, to wit: u.s. 

1 1 <'1 -Frnm DTIINII T.YNN rhP rolPrk i'lr. Ri'licJ PRI'rlhl i '" 

12 at the Jackson Food Mart located at 2595 Clearacre Lane, Washoe 

13 County, Nevada, against her will, and by means of force or 

14 violence or fear of immediate or future injury to her person and 

15 with the use of a large caliber handgun which the said defendant 

16 displayed to the victim and demanded money. 

J./ \- '::QO . a via a i n ' a 

18 felony, in the manner following: 

19 That the said defendant on the 13th day of January A.D. 

'"'" 1 0 00 ., • 1. '"' '"' _,_ . )-, -1'. 1 . .-1' +-)-, ' To ~ 

' I -~ I 

21 at and within the County of Washoe, State of Nevada, did 

22 willfully and unlawfully steal, take and drive away the personal 

23 orooertv of LOUIS D. HILL to wit: a certain black four door 

24 1993 Toyota Camry bearing Nevada license plate 029 HPY, with the 

25 intent then and there to permanently deprive the owner thereof. 

26 Ill 

2JDC03465 
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22 
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24 

25 

26 

• 
7\l 1 '" ,,). . ,). 

such case made and provided, 

the State of Nevada. 

• 
t- -). "' ·" t-J. 

Qt- .t-
'" 

and against the peace and dignity of 

()JlJ2 ~t4t4nJ! 
RICHARD A. GAMMICK 
District Attorney 
Washoe County, Nevada 

c ~~Q~ 
.rf ' 
1.J-"VJ.l.J L. bl-"l,TU" 

Chief Deputy District Attorney 

.--
:;, 
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~ 1 The followina are the names and ~'' •o~ ~-F ,)-

(1 
0 2 witnesses as are known to me at the time of the filing of the w 
,p 

3 within Information: (7> 

-....] 

4 

::> •'J:o' 0 ENT 

6 DETECTIVE BRENT ADAMSON 
INVESTIGATOR JEFF ITAMI 

7 GARY LUCIER 

n 
. 

RENO POLICE DEPARTMENT 
9 

DETECTIVE GREG BALLEW 
10 DETECTIVE JOE DEPCZYNSKI 

DETECTIVE RON 
11 DETECTIVE JOHN DOUGLAS 

DETECTIVE JIM DUNCAN 
12 DETECTIVE DAVE JENKINS 

DETECTIVE MOHAMAD RAFAQAT 
13 

UNIVERSITY OF NEVADA POLICE DEPARTMENT 
14 

IT LEPERA 
15 OFFICER CARL SMITH 

16 WASHOE COUNTY SHERIFF'S OFFICE CRIME LAB 

·~ 

·~ 
18 

SCOTT ALBIN, 1555 Sky Valley 
19 

Drive, Apartment C-104, Reno, Nevada 

CAROL DIANA ARROYO, 5785 Conti Circle, Sun Valley, Nevada 
?n 

nnNz. r .n o ~ ~r"'~ ~T, ""' 1 1 0. *QC~ 0 ~ 
~. 

' ' 21 
KALEB LEE BARTLEHEIM, 5034 Pleasant View Drive, Sparks, Nevada 

22 
LEMONT BONNER, University Inn, Room #729, Reno, Nevada 

23 
GUSTAVO MARTIN CERON, 943 Bell Street, l'ill_artment #2 Reno Nevada 

24 
ANDREW GUY "DREW" CIOCCA, 1316 Buena Vista Avenue, Apartment B, 

25 Reno, Nevada 

26 ELLEN G. I. CLARK, MD, Forensic Pathologist 

·v 

& 
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10 
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12 

13 

14 

15 

16 

l. I 

18 

19 

~n 

21 

22 

23 

24 

25 

26 

• • 
DDTC!r'TT.T.71 T.TTD"' Q"Cl~ . -~~ ~ n . ' '<" IT ' ' 

JESSIE JAMES GARLAND, JR.' 805 Kuenzli, Apartment #225, Reno, 
Nevada 

CHAITRA MICHELLE HANKE, 2860 Brittania Curt Reno Nevada 
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Declaration of Mark J. S. Heatla. M.D. 

I, Mark J.S. Heath, M.D., hereby declare as foJlows: 

t . I am an Assistant Professor of Clinical Anesthesiology at Columbia University in 
New York City. J received my Medical Doctorate degree from~ University of North Carolina 
at Chapel Hill in 1986 and completed reaidency and fcl1owship training in A.n.:sthesiology m 
1992 at Columbia University Medical Center, lam Board Certified in Anesthesiology, and am 
licensed to pnctice M~cine in New York State. My work consists of approximately equal parts 
of perfonning clinical ancstheaiolOJY, teachin& residenta, fellows, and medical students, and 
managing a neuroscience laboratory. Ai a result of my training and raearob I am familiar and 
proficient with the use and pba.rmaoology of the eb.emials used to perform lethal injection. I am 
qualified to do animal reseatcb at Columbia University and am familiar with the American 
Veterinary Modi cal Asso~iation' s &uidclincs. 

2. Over the past several yean, as a result of concerns about the mechanics of lethal 
injection as practiced in the United Stales. r have perfonned IMDY hundreds of hours of research 
into the techni<jues that are UICd during this proccdun=. l have tesdfted a. an expert medical 
witness in courts in Maryland, Oeofiia. Tennessee, KenM:ky, Vireinia. and Louisiana in the 
followina actions: 8Q/ttr v. SaQT, No. WDQ-05-3201 {D. Md.); Evans v. Saar, No. l :06-CV· 
00 149-BF.l., (D. Md.); 

R~td v. Johnson, No. 3:03cvl039 (B.D. VL); Abdul' 'R.altman v. Brttdt!sttn. No. 02-2236-UJ 
(Davidson County Chancery Ct., Ttnn.); State ''· Michuttl Wayneo Nance, 9S·B·24614 (Ga. 
Superior Ct); Ralph Baz~ cl Thoma~ Bowling"· Ree:t, 04-CI-01094 (Fm1Jdin County Circuit Ct., 
Ky.); Taylor v. Caw.ford, 05.-4l73·CV.C·PJG (W.O. Mo.); and Stair v. NaJhonlal Code. 
No.138860, (I !!It Judicial D. CL of LA for Caddo Parish 2003). I have filed affidavits that have 
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been reviewed by courts in the above states and also in California, Pennsylvania, New York, 
Alabama. North Carolina, South Carolina, Ohio, Oklahoma, Tex.a.s, Missouri. and by tho United 
States Supreme Coun. 

3. Durina court proceedings, I have heard testimony from prison wardens who aR 
responsible for conducting executions by lethal injection. I have tc,tificd before the Nebraska 
Senate Judiciary Committee reprdina proposed leaislation to adopt lethal irijection. I have 
teatified before the Pennsylvania Senate Judiciary Committee regarding proposed legislation to 
prohibit the use of pancuronium and the other neuromuscular blockers in Pennsylvania's lethal 
bijection protocoL My research regarding lethal ix\jection baa involved both extensive 
conversations with recognized experts in the field of ldhal ir\iectioo. toxicology, and forensic 
pathology and the exchange of penonal correspondence with the individuals responsible for 
introducing lethal injeetion as a method of execution in Oklahoma (the first state to fonnulate the 
procedure) and in the United States. 

4. My qualifications are further delailed In my curriculum vitae, a copy of which iB 
attached hm-eto aa Exhibit A and incorporated by refcren« u if fully rewrittcta ht:tein. 

S. J have been asked by couDBCJ for Edward Leo Beet& to review the procedures 
concerning lethal injection cUI"''mtly in place in Nevada to assess whether there is a risk of the 
inmate expcriencina pain and sufferina while tho lethal injection is administered. I bold all 
opinions expressed in thit Declaration to a reasonable dc~Jl'!C of medi~al ~rtainty, except aa 
specifically noted at the end of parag111ph JS, where I make a speculative comment. 

6. I have reviewed the Nevada Department of Corrections' •'Confidential Execution 
Manual." 
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7. In addition. I have reviewed numerous document&, includifts execution Jogs, for 
California's executions. Comparable information about executions by lethal injection in Nevada 
is unavailable. However, Nevada's lethAl injection protoQol ia similar to that used in California 
prior to the proceedings in Morales v. Hiclonan. 

8 I have also ~viewed Nov. Rev. Stat. § 63.8.005 and N.A.C. §§ 638.450 et. seq. 
'Which pertain to the training for those pc:rformina euthanasia on animals, as well as statutes 
pcrtainina to euthanasia of animals from the states of: California, Florida. Oeoraia. Maine, 
Maryland, Massachusetts. New Jeracy, New York, Oklahoma. Tennessee, Texu, Connecticut, 
Delaware, lllinou, Kansas, Kentucky, Louisiana, Missouri, Rhode Island and South CaroUna. 1 
have also reviewed the 2000 Report of the Panel on Euthanasia of the American Veterinary 
Medical Association, attached hereto N Exhibit 8, the American Society of Anesthesiofoaist's 
Practice Advisory for Intraoperative A wanmess and Brain Function Monitorina. attached hereto 
u Exhibit C, and the American Society of Anesthesioloaist's Standards for Basic Anesthetic 
Monitorina. att.Kbed hereto u Exhibit D. 

9. Based upon my review of this material and my knowledge of and experience in 
the fleJd of anesthaiology, J have formed several cooclwn0111 with respect to the protocol of the 
Nevada Deparanent of Cotreetlons ("NDOCj for carryins out lethal iPjcc;tions. These 
coru;Jusions arise both from the det!Uls disclosed in tba materials I have reviewed and ftom 
medically relevant, losicaJ inferences drawn from the omission of details in those materials (e-lh 
details regarding the training of the personnel involved; details of all of the medical equipment 
uxd; and details of the pn:c:ise methods by which the personnel involved use the equipment to 
carry out an cxocution by lethal injection). 
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A. NDOC'a LcdaaliDjectioa Proto~ol 

10. NDOC's lethal injection protocol calls for the administration of 5 gnun.s of 
sodiwn thiopental, 20 millipams of JXUlCuronium bromide (Pavulon), and 160 millicquivalents 
of potassium chlorldo. Broadly speakins, the sodiwn thiopental is intended to serve as an 
anesthetic, renderins the inmate unconscious for the duration of the execution. Five grams of 
sodiwn thiopental is a massive. and potcntialJy lethal. dose. The pancuronium bromide paralyzes 
the inmate's voluntary muscles, includi11i those of his chest and diaphrapl. Pancuronillm ia not 
an anesthetic or sedative drug, and it does not affect conKiousncss. Potassium chloride is a salt 
solution. that, when rapidly administered in high coneentraticms, induces cardiac arrest. 

11. Although the successful delivery into the circulation of 5 ~ of sodium 
thiopental and 20 m.illiifarnJ of pancuronlum would be 1ethal, it is important to understand that 
the lethality of sodium thiopental and panc;uronium is due to ·respiratory am:at. which takes 
several minutes to ensue and does not typically occur prior to the administration of potassium. In 
the execution seq umce, before death is caused by respiratory am:at from sodium thiopental and 
pancuronium, death i• caused by cardiac am:at cauacd by potauium. I buc this opinion, that the 
potassium and not the pancuronium or sodiwn thiopental is rciJ)Onsible for the death of priaonen 
durina lethal iQjection, on the following: 

A) Rcyim of recprds from EKGs from lethal injection Procedure' copducted 
in other st$S. Durina lethal injection, cardiac activity conaistent with 
gefterailitg pcm'Usion persists through the adminiltration of sodium 
thiopent:lll and Jn~nCutontum and only 5tops after potusium has been 
administered. The relatively sudden cessation of orpnizc:d EKO activity is 
not consistent with a cessation of ciradation due to administration of 
sodilUJ'I thiopental and/or pancuronium and is conaistent with cessation of 
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circulation after the administration of a large dose of potassium chloride. 

PrQ,pertics gf Sodium Thiwental and POOQwvniwu. Sodium thiopental and 
pancuronium. exert their effects by interacting with molecular target1 in the 
nervous system and on muscle cells in a manner that induces 
unconsciousness and stop breathing. Sodium thiopental and 
pancuronium. unlike other chemicals such as cyanide, do not kill ceJb or 
tissues, and are tucful to clinicians precisely becau. thqr do not kill or 
harm cells or tissud. The reason that sodium thiopental and ~ronium 
can ca\ISC d.c:ath is that they cause the prisoner to stop breathina. FailURI to 
breathe will rtsult in brain damaae, brain death. and cardiac limit as the 
level of oxygCD in the blood declines over time. Those processes take a 
varying amount of time, depending on maoy factors. PhysiciaN generally 
usc four minutes of not brcathiPg u the approximate bmdunark tima lifter 
which irreversible brain damage fioorn lack of oxygen occurs. and death 
typitally occurs some number of minutes after the onset of brain damage. 
It i1 worth ootina, bowover. that thia general figure of four minutes is 
often used in the context of cardiac ZUTeSt. in which there is no circulation 
of blood through the braia If SChM level of blood circulatioc penistl, h is 
very likely that brain damaec and btain death would take lon,gcr than four 
minutes. 

In the context or lethal injection. sodium thiopental and pancuronium, if successfully 
delivered into the circulation in 1ara,e doses, would indeed each be letlwJ, because they would 
stop the inmate's breathina. However, as described above, in execution by lethal injection as 
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practiced by Nevada and other states the administration of potassium and death precede any 
cardiac arrest that would be caused by sodium thiopental and pancuronium. 

12. Intravenous i.r\iection of concentrated potassium chloride solution causes 
excruciating pain. The vessel walls of veins are richly supplied with senso.ry nerve fibers that are 
highly Stmaitive to potassh.un ions. The intravenous administration of concentrated potassium in 
doses intended tu tause death therefore would be extraordinarily painful. NDOC's seJ"tion of 
potassium chloride to cau.e cardiac arrest needlessly increuea the risk that a prisoner will 
experience cncruciating pain prior to execution. There exist. however, altcnultivc chemicals that 
do not activate the nerves in the vessel walls of the veins in the way that potassium chloride 
doea. Despite the fact that the statute authorizing lethal injection in N~vada docs not specify or 
require the use of potassium. NDOC has failed to choose a chemical that would catUe death in a 
painless manner. 

13. Thus. NDOC chose the means of causing death by choosing a medication 
(potassium chloride) that causes mreme paiq upon administration, instead of sclectina available, 
equally effective yet esaentially painleu medications for stoppina the heart. In so doing. NDOC 
has taken on the responsibility of ensuring. tbrough aU reasonable and feasible stepa. that the 
prisoner is sufficiently anesthetized and cannot experience the pain of potuaium chJoride 
inj~ion. 

14. The provision of anesthesia has become a mandatory standard of care whenever a 
patient ia to be subjeeted to a painful pJ'O(:edure. Throughout the civilized world, the United 
States, and Nevada. whenever a patient is required to undergo a painful procedure. it is the 
stnndwd of care to provide some form of anesthesiL Circumstances arise in which prisoners in 
Nevada require suraery. and in many instances the surgery requires the provision of general 
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anesthesia. In these circumstances general anesthesia is provided, and it is provided by an 
individual with specific training md qualifications in the field of anesthe$iology. It is critical to 
understand that the great majority of physicians and nurses and other health care professionals do 
not possess the requisite training. skills. experience, and credentials to provide general 
anesthesia. It would be unconscionable to forcibly subject any person. includina a priaoner in 
Nevada, to a planned and anticipated highly painful procedure without first providin8 an 
appropriate anesthetic, and it would be uneonscionable to allow personnel who are not properly 
trained in the field of ane!thesioloay to attempt to provide or supervise this anesthetic care. 

15. M a living person who is about to be subj"tcd to the exc~iatina pain of 
powsium injection., it is imperative that all prisoners undergoing lethal iqjcetion be provided 
with adequate anesthesia. Thi3 imperative is of the same order u the imperative to provide 
adequate anesthesia for any Nevada prisoner requirins general anesthesia (or any type of 
anesthesia) before underaoina painful surgery. Given that the iiUection of potassium is a 
scheduled and prcmcdhated event that is known without any doubt to be extraordinarily painful, 
it would be unconscionable and b.rbaric for potassium injection to take place without the 
provision of sufficient general anesthesia to ensure that the prisoner is rendet6d and maintained 
unconscio01 throughout the proced~, and it would be UllCOniCionablc to aJlow personnel who 
are not properly trained in the field of ancsthcsioloay to attempt to provide or supcrvi.lc this 
aMitbetic ca.re. 

B. Failure to Adhere to a Medi~aJ Sta•dard or Ca" ia Admiallteriq 
Ant~thubt 

16. Jt is my opinion to a reasonable dcaree of mediw certainty that the lethal 
injection procedures selected for usc in Nevada and used elsewhere subjeet the priaoncr to an 
incrcaaed and unnecessvy risk of expcriencin; excruciating pain in the course of execution. 
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Because of the potential for an excruciating death created by the use of potassjum chloride, it is 
neccuary to induce and maintain IUJ appropriate and deep plone of anesthesiL The circumstances 
and environment Wlder which ane8the$ia is to be induced and main:tain.cd according to NDOC'a 
execution manual create, needlessly, a significant risk that inmates will suffer the pain that 
accompanies the injection of potassium chloride. 

17. Presumably because of the excruciatiq pain evoked by potassium, lethal 
injection protocols like Nevada's plan for the pro"l$ion of aeneral anesthesia by the inclusion of 
sodiwn thiopental. When ~ssfully delivered into the circulation in sufficient quantities. 
sodium thiopental causes sufficient depression of the nervous system to permit excruciatineJy 
painful procedures to be performed without causing disc001fort or dist:ess. Failun: to 
succesafully deliver into the ci.mllation a sufficient dole of sodium thiopental would result in a 
failure to achieve adequate BDCSthetic depth Mel thua failure to block the cxcruciatiq pain of 
potaul\Oll administration. 

18. NOOC' s procedures do not comply with tbc medical standard of care for inducing 
and maintainina anesthesia prior to and during a paintUJ procedt.trt:. LilcewiR, NDOC's 
procedures are not compliant with the guideline& set forth by the American Veterinary Medical 
Association for the ~uthanasia of animals. Further, NDOC baa made insufficient preparation for 
the real possibility, enc:o\Ul~ in many other jurisdictioas. and planned for in those 
jwUdiclions, that peripheral IV accesa cannot be successfully established. 

J, The Daacen of Usfn1 Sodium Thlepeatal u aa Allctthctlc 
J 9. A major concern I have hued on what I know about NDOC" a lethal injection 

protocol rehttes to the U.'le of sodium thiopental. Sodium Utiopental is an ultrashort-acting 
barbiturate with a relatively short shelf life in liquid form. Sodiwn thiopental is distributed in 
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pow<kr fonn to increase its shelf life; it must be mixed into a liquid solution by trained personnel 
before it can be injected. 

20. When anesthesiologists usc sodium thiopental, we do so for the purposes of 
temporarily ancsthetiring patients for sufficient time to intubate the trachea and institute 
mechanical support of ventilation and respiration, Once this has been aahi.cved, additional drugs 
are administered to maintain a "surgical depth" or ... surgical plant" of anesthesia (i.e., a level of 
anesthesia deep enough to ensure that a surgical patient feels no pain ~md is unconscious). The 
medical utility of sodium thiopental derives from its ultrashort-Kting properties: if unanticipated 
obstacles hinder or prevent s~sst\ll Intubation. patients will likely quickly regain :i 

I consoioumcss and resume ventilation and respiration on their own. / 
21. The benefits of sodiwn thiopental in the operatinJ room enaender serious risks in !1 

" the execution chamber. Although the fuJI five gr8Dll of sodium thiopental, if properly !1 
administered into the prisoner's bloodstream, would be more than sufficient to cause 
unconsciousness and, eventually, death, if no resuscitation efforts were made, my research into 
cxecutio111 by lethal injection strongly indicates that execution~ have occwrcd where tbc full 
dose of sodium thiopental listed in the: protocol wu not fully and properly administered. If an 
inmate docs not receive the full dose of sodium thiopental because of errors or problems in 
l'dministering the drug. the inmate mipt not be rendered unconKious and unable to feel pain, or 
alternalivoJy miaht. because of the short-acting natum of sodium thiopental, regain 
consciousne!s during the ex~ution. 

22. Thus, the concerns raised in this affidavit apply regardless of the size of the dose 
of sodi\Dll thio:pcntal that is prcJCribed under the protocol. ~ level of anesthesia. if any, 
achieved in each individual inmate depends on the amount that is succcufuJly administered, 
although other factors such as the inmate's weight and sensitivity/~.sistance to barbiturates are 
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also relevant. Many foreseeable situations exist in which human or technical erron couJd result 
in the tailure to successfully administer the intended dose. NDOC's execution manual both 
fosters these potential problems and faib to provide adequate instruction for preventing or 
rectitying these situations, and it does these things needlessly and without legitimate reaaon. 
Examples of problems that could prevent proper administration of .sodiwn thiopental include~ but 
are not timitoo. to, the followina: 

a) errors in Preparation. Sodium \hiopcntal is delivered in powdered form and 
must be mixed into an aqueous solution prior to administration. This preparation requires the 

. correct appHcation of p&wtnaceutfcal knowled&e and familiarity with tenninology and 
abbreviations. Caleulations llR! al~ tequired, particularly if the protocol requires the U$C of a 
concentration of druJ that differs from that which is normally used. 

b) Error in~ 2(~nges. NDOC's execution manual states the syringes 
wiU be .. clearly marked," but does not specify a Jtandard order in which the syrinps wiH be 
prepared or how they will ~ labeled. Thi5 could cause confusion in creating the syringes, 
leading to .mislabel in&. which, dcpc:nding on the labeling system used, might ttot be detected and 
cOI'!'Wed later in tile process. 

c) W9r in Selectim, tbc Correct Syrinae during the sequence of adminisntion. 

d) Error in Coaec;tly Injeytina ~ Drug into Ute Intravenous Line. Nevada's 
execution manual fails to idedtify the person(s) responsible for il'\icoting the lethal drugs and 
further fail:J to identify their qualifications. 

e) The IV Tubio& Mu I.ak. An "IV setup" consists of multiple components that 
arc assembled by hand prior to use. If, as is the practice in Nevada, the personnel who are 
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injecting the drugs are not at the bedside but are instead in a different room or part of the room. 
multiple IV extension sets need to be inserted between the irtmate and the administradon site. 
Any of these coMections may loosen and leak. In clinical practice. it is important to maintain 
visual surveillm;c of the fuU extent of IV tubing so that such leaks may be. detected. Nevada's 
practice, by which the executioner(s) is in a separate room with no visual surveillance pJ'eeludes 
detection of any leak that may occur. 

f) Incorrect Inartion of the Catheter. If the catheter is not properly placed in a 
vein, the sodium thiopental wiU enter the tissue sunounding the vein but wiU not be delivered to 
tho central nervous system and wiU not render the inmate unconscious. This condition, known u 
infiltration. occurs with regularity in the clinical setting. Recognition of infilttation requires 
continued surveilJan<:e of the IV site during the injection, and that surveil~ should be 
performed by the individual who is performing the injection so as to permit com:slation bctwccn 
vi5ual observation and tactile feedback from the plunger of the syrinee. 

g) Mimtion or the Catheter. Even if properly inserted, the catheter tip may move 
or migrate, so that at the time of injection it is not within the vein. This would result in 
infiltration. and therefore a failure to deliver the drug to lhc inmate's circulation and failure to 
render the inmate unconscious. 

h) PmfwatiOJJ or &ypturs; or .Leakfu of the V~o. During the intertion of the 
catheter, the waU of the veiD can be perforated or weakened, 10 tMt durin& the injection some or 
all of the drug leaves the vein auld enters the surrounding tissue. The JikeJihood of rupture 
occurring is increa.9cd if too mlH:h pressure is applied to the plunger of the syrin11e during 
injmion, because a high pressure injection results in a high velocity j'=t of dt'\1.& in the vein that 
can penetrate or tear the vessel walt. 
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i) .Excessive f~taR s:mlhe Syring:e Plunm. Even without d~~ntBge or perforation 
of the vein dwina insertion of the catheter, excessive pressure on the syringe plunger durlna 
injection can result in tearina. rupture, and leakaae of the vein due to the high velocity jet that 
exits the tip of the catheter. Should this occur, the drug would not enter the circulation and would 
therefore fail to render the inmate uru:onacious. 

j) Seeurin& the Catheter. After insertion. catheters must be properly secured by the 
use of tape, adhesive material, or suture. Movement by the inmate. even if A:straincd by straps, 
or t!Ktion on the IV tubing may result in the di.slodgina of the catheter. 

k) Failure to Properly AdminiS!!t flush Solutions Between lgjgona ofl?!Yal. 
Solutions of paralytic agents such as pancuronium cause sodium thiop!:rttti to precipitate out 
of solution on contaet, thereby interfering with the delivery of the drug to the inmate and to 
the central nervous system. NDOC's manual doC)~ not specify if, how, or when the lines wUJ be 
flulhed. 

I) failure to Pm»edY Loosen or Remove the Iourniouet from til~ t\tm or Leg 
after placement of the 1V catheter will delay or inhibit the delivery of the drugs by the circulation 
to the eentral nervous system. This may cause a failure of the sodium thiopental to render and 
mainrabt the inmate in a state of unconsciousness. 

m) Jmpairss! 15Jjvm Dye to Ba.tminin& Scraps. Restrainins straps mJY act u 
tourniquets and thereby impede or inhibit the delivery of dmgs by the circulation to the central 
nervous system. This IJUl}' cau:sc ll fujJure of the sodium thiopental to render aDd maintain the 
inmate in a state of unconsciousness. Even if the TV is checked for "free flow" of the intravenous 
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fluid prior to commencing injection. a small movement within the restraints on the part of the 
inmate could compress the vein and mutt in impaired delivery of the drue. 

2. The Need for Adequate Trai.aiug ia Adali•i4teriac An .. tbesla 
23. Because of these foreseeable problems in administering anesthesi~t in Nevada and 

elsewhere in the United States, the proviJ&ion of anesthetic care ia perfonned only by penonnel 
with advaneed trainina in tho medical subspecialty of Anesthesiology. This is beeausc the 
administration of anesthetic; care is complex and risky, and ~ only be .Ccly perfonncd by 
individuals who have completed the extensive requisite trainina to permit them to provide 
anesthesia services. Failwe to properly adminim:r a scnerat anesthetic not only creates a hiah 
risk of medical complications including death and brain damage, but also is recognized to 
enaender the risk of inadequate anesthesia, ~tina in the awaktning of patientl durin& suraery, 
a dt"eadcd compJication known as "intraoperative awareness." The risks of intraoperative 
awarene.u are so grave that, in October 2005, the American Society of Anesthesiologists 
published a new pncti" advisory on the subject of intraoperative awareac:a. If the individual 
providin& anesthesia care is inadequately tnli.ned or experienced. tbt riak of tbCIC complicatiom 
is enormously increued. In Nevada and ebewbere in the United States. general aneslhesia is 
admini5tered by physicians who have completed residency training in the specialty of 
Anesthesioloay, and by nUJ"See who have undergone the requisite training to become Certified 
Registered Nurse Anestheti4ts (CRNAJ). Physicians IDd nunes who have not compleled the 
requisite training to become anesthesiologists or CRNAa an: not permitted to provide general 
anesthesia 

24. In my opinion. individuals providin& ecmeraJ anesthesia in the Nevada State 
Prison should not be }K,Id to 11 different or lower standard than is set forth for individuals 
providing gen.cral anesthesia in any other settine in Nevada. Spc:cifically • the individuals 
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providing general anesthesia within Nevada State Prison should po88CII the experience and 
profiei4!tley of anesthesiologists and/or CRNAs. Conversely, a physician who is not an 
anestheaiologi3t or a nurse who is not a CRNA should not be pcnnitte4 to provide general 
anesthesia within Nevada State Prison (or anywhere else in Nevada). 

25. . NDOC's execution protoool fails to specify whether the person or persona 
administerina the lethal injection have any training in administering anesthes~ ort if personnel 
are given training. what that trainin& might be. The absence of any d~taiJs u to the training. 
certification, or qualifications of injection personnel raises critical questions abo\lt the desree to 
which condemned inmates riak: suffering excruciating pain during the lethal injection procedure. 
The areat majority of nurses are not trained in the use of ultrashort-actins barbiturates; indeed, 
this clau of drup is essentially only used by a vory select aroup of nurses who have obtained 
significant experience in intensive csue units and as nurse anesthetists. Very few paramedics art 

trained or experienced in the usc of ultrashort-acting b.rbiturat"- Based on my mcdi~al training 
and experience, and based upon my research of lethal injection procedum and practices, 
inadequacies in these areas elevate the risk that the 1ethal injection procedure will cause the 
condemned to suffer oxcruciatini pain durin& the execution process. Failure to require that the 
person or persons administering the lethal injection have training equivalent to that of an 
anestheliologiJt or a CRNA compounds the risk that inmates will suffer e~xQ'UCiating pain during 
their executicms. 

3. NDOC'• Failure to A~rouat for Foreseeable Problem• Ia Aaat•ena 
Admiautrttloa 

26. In addition to l"kine any policy on the training necessary to perfonn a Jedtal 
injection, NDOC' j execution manual imposes conditions th.nt exacerbate the foreseeable risks of 
improper anesthesia administration described above, and fails to provide any procedun:s for 
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dealing with these risks. Perhaps most distwbinsly, Nevada's lethal injection practice prevents 
any type of effective monitorin.g of the inmate's condition or whether be is anesthetized and 
unconscious. After the IV lines are inserted into the inmate but before the administration of the 
sodium thiopental, the execution chamber is closed and the prisoner is left alone in the chamber 
for the duration of the execution. Nevada's practi~e it that all priton personnel and others 
involved in the execution will be in a separate room. The= is no window thr<Nib which the 
exec;utioner(s) can obsuve the inmate u the !Cries of drugs is injected. This falls below the 
standard of c:arc. Accepted medical practice dictate~ that tnairu:d personnel monitor the IV lines 
and the flow of anesthesia into the veins through viS\Uil and tactile observation and examination. i( 

The lack of any qualified personnel present in the chamber dwing the execution thwarts the 
execution personnel from taking the standa«:: and ncc:casary measure~ to reasonably ensure that 
the sodium thiopental is properly flowing into the inmate and that he is properly anesthetized 
prior to the administration of thtJ pancmonium. and potassium. 

27. In my opinion. havin& a properly trained and credentialed individual examine the 
inmate afteT the administration of the sodium thiopental {but prior to the administration of 
pancuronium) to verify that the inmate is completely unconscious would substantially mitiaate 
the danger that the inmate wiD suffer excruciating pain durina his execution. As disCUSJCd lata' 
In this affidavit, this is the staru:f.atd of care. and in many states the law, that iJ set forth for dop 
!Uld cats and other household pets when they are subjected to euthanaaia by potassium inj~tion. 
Yet NOOC's execution manual does not provide for such verification. and indeed Nevada 
practice actively prevents the person or persons administering the lethal i!\ieetion from 
detennining whether or not the inmate remains conscious by requirina that all of the drugs must 
be administered remoteJy, from another room without even viluaJ. surveillance. 

28. By rcquirin& that the dna&• be administered remotely, Nevada practice 
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necessitates the use of multiple connection sites in the IV tubing. This unncc.essarily increases 
the risk of leakage and/or pinching of the tubes, and thc:n:fore creates a &realer risk that the 
inmate will not be properly sedated. Any reasonable standard of care would require a system to 
be in place to ensute that the prisoner is properly anesthetized. 

29. Other than stating "the lethal medication will be adrttiniltered at -. rapid rate ... 

NDOC's execution manual provides no specifications regarding the timina of the admini!tnltion 
of the drugs, ~by compounding the risks described in this Declaration. This concern is greatly 

amplified · by the U3C of an ultrashort-acting bar-biturate a.od is borne out by a review of the 
execution recorda from California. In ~of the execution~. the time ~ administrationa of 
the three drugs varied for no apparent reason. The lack of a defined sc:hodule for the 
administration of the three drugs increues the risk that the sedative effect of the sodium 
thiopemal will wear oft', should the inmate not receive the full dose. 

30. Nevada's lethal iqjeetion protocol does not account for proeedures desianed to 
ensu.rc the proper preparation of the drugs UJed. I have not seen details regarding the credentials. 
certification, experience, or proficiency of the personnel who will be responsible for the mixing 
of the sodium thiopental from powder form, or for the drawing up of the drugs into the syrinacs. 
Preparation of~ particularly for intravcnou. use. ls a technical tuk rcquirin1 sisnificant 
training in pharmaceutical concepts and calculations. It is my opinion based on my review of 
lethal execution proccdurca in states that have disclosed more detailed infonnation than what I 
have seen abo\lt Nevada's proccdUI'CS. that there exist many risks asaociated with drug 
preparation that. if not properly accounted for. further elevate the risk that the drua wiJI not be 
properly administered and the inmate wiD consciously experience excruciatin" pain dwin& the 
lethal injection proccdure.s. 
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31. The aJterin& of established medical procedures without adequate medical review 
and research, by untrained personnel. causes great concern about the struct.un of the lethal 
injection protocol and its medicaJ Jegtti~y. Th~ is no indi~ion of how Nevada's execution 
protocol wa developed, who was consulted, what procedures were considered and why. The 
protocol may be something the Warden developed alone, or in consultation with other 
corrections persoMel, some of whom may or may not have any medical trainiq, or any 
specialized knowledge of anesthetic litcnrture and practice. Appropriate mechanisms for medical 
review. and standardization of the impletnentation and amendment process, are critical features 
in any medical protocol so that the medical professionals and the public can be assured that 
proper and hUIIUUlC procedures are in place and being foUowcd. Indeed. in other statu, 
physigans and other medical personnel play a role in ensuring that any protocol is consistent 
with basic medical :standarda of care and humaneness. Otherwise, the process is subject and 
prone to ad hoc administration and c:JTOr, if not gross negligence, or worse, an alteration of the 
process so as to inflict as mu~b agony as possible. With lethal iJ9ection, such concerns are highly 
elevated. 

32. There are no procedures contained within NDOC's exocutlon manu.aJ for the 
resuscitation of the ilt11'l&W once the sodium thiope11tal i3 administered. To tbe contrary, the 
manual states that··~ infusion of the JethaJ injection hat begun •.. the execution cao.not be 
stopped." This would forec;Josc the possibility of alterin& th~ course of an execution in the event 
of lc:aaJ relief. Any time up until the potassium chloride is administered, the pri!Oncr could be 
readily resuscitated given the approprUt.tely trained persoMel and routine resuscitation 
medication and equipment. 1f this were to occur after the potassium chloride was administered, 
resuscitation would be more challenging but stiJJ possible. Resuscitation would require 
equipment close-by, and properly credentialed personnel, neither of which are specified in the 
execution manual. 
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33. Based on rny medical trainina and experience, and based on my research into 
lethal injection procedures and practicea, it is my opiruon to a reasonable degree of medical 
ccnainty that any reliable, humane lethal injection procedure m..m account for the foreseeable 
circumstance of a condemned inmate having physical characteristics that prevent intravenous 
access from being obtained by a needle piercing the skin and enterin& a superficial voin suitable 
for the reliable delivery of drup. There have been multiple lethaJ injections in wbicb this 
problem has arisen from a variety of circumstan~. Some of these circumstances could be due to 
conditions including obesity, corticosteroid treatment, history of intravenoua drug use, history of 
underaoina chemotherapy. Additionally, some people happen to have veins that are too small or 
deep to pennit peripheral access. ll is often not possible to anticipate diff~ult intraveoous access 
.'lituations, and there are multiple examples of executions in which the penonnel pJacin1 the IV1 
stru&&lcd to obtain peripheral IV scc:ess and eventually abandoned the effort. NDOC's execution 
manual is deficient in ita faiJuro to plan for the foreseeable possibility that peripherallY ac:cess 
can not be obtained . 

.34. In this setting, state lethal injection protocols typiwly specify the use of a "cut-
down,. procedure to acccs.s a vein adcq\dle for the reliable infusion of the !ethal dJuss. Aside 
from specifying in the "List of Needed Equipment and Materials, .. which "may vary,,. a "sterile 
cut-down tnay if necessary," Nevada's lethal injection execution protocol contains no teferenec 
to plans for d.calins with the foreseeable circum.stance wherein peripheral intravenou. ac«ss 
cannot be obtf.in~ in the arm or leg. No infonnation regardina the treinlng, experience. 
~pertile. credentials, certification, or proficiency of the penonneJ who would perfonn such a 
.. cut down" procedure is Hsted in the Nevada lethal iqjcction protocol. In this regard, NDOC' s 
lethal injection protocol is deficient in comparison to those of other states that J have reviewed. 
This complicated medical procedure requires equipmeat and skill that are not accounted for in 
the execution manual. It has a very hiah probability of not proccoding properly in the absence of 
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adequately trained and experienced personnel, and without the necHUI)" equipment. lf done 
improperly, the "cut--down'' process can result in very serious complications including severe 
hemorrhage (bleeding), pneumothorax (collap11e of a lung which may cause suffocation), and 
severe pain. It is well documented that lethal injection proc~ in otlwr states have at times 
required the use of a central intra.venous line. NDOC has not, to my knowledge, released 
information about the need for central intravenous access during prior executions. and therefore 
it is not possible to make any assessment about whether the ne<:essary safeguards have been set 
in place to e:nsw-e that the procedure is reasonably humane. 

35. This concem over the challenges of IV piKement luq been demonstrated in 
numerous cases. For example, most rocently, during the execution of Joseph Clar.k in Ohio, 
difficultic:a in finding a vein delayed the cxes:ution by almost 90 minutes. See Andrew Welsh
Hug&inJ, IV FltUco Ud Killu to bk for Plan B, AP (May 12, 2006), attached hereto as Exhibit 
E. The execution team struggled for several minutes to find usable vein. The team p~ a 
.. shunt" in Clark's left ann, but the vein "collap5ed". Subsequently, the team placed a "shunt" in 
Clark's right arm, but mistaket1ly attempted to administer the lethal druga throuah the IV in the 
left ann where the vein bad atlready .. coJlapscd". The difficulties prompted Chark to sit up and 
tell his executioners "It don't wcrk" and to ask "Can you just aJve me somethina by mouth to 
end thi1?" Similar problems occurred during the execution of Stanley .. Tookic" WiUiams, lhe 
injection team took 12 minutel to insert the IV lines. The first line was placed qwckly but 
spurted blood, and the staff strUiilcd for 11 minutes to insert tbe second line, havina 10 much 
difficulty that Williams asked whether they were "duina that rl&ht." Se~ The Ezecutlon ofStanl~y 
Tookie William.r, SFGate.com (Dec. 14, 200S), attached hereto u Exhibit F. The difficulty of the 
challenge presented to the IV team is eVidenced by the comment that "By 12: I 0 a.m .. the 
medical tech • s lips were tight and white arJd sweat was pooling on her forehead as she probed 
Williams' arm." Similarly, the execution loa of Donald Beardslee's execution indicate~ that the 
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second IV line was insened with "difficulty,'' and the time entries indicate that it took 12 minutes 
to insert the second line, which is c:onsistont with encountering problems in insertina the rv. 
When it proceeda ~oothly, placement of a periphera1 IV should, in my experience, take on the 
order of two minutes or less. In the execution of William Bonin, it took the staff assigned 
anywhere between 18 and 27 minute! to fuhion the IV lines (the records are unclear as to this 
point). This is an unusually long period of time for an experienced aad properly trained 
pro~ional. In the executjon of Stephen Anderson on January 29, 2002, one of the persons who 
attempted to secure an IV was unable to do so without causing sipificant bleeding and the need 
to remove his &loves. Again, this indicates that the proceu is a difficult one and that it ia 
necessary that the persons doing it are properly trained and experienced. As is widely recogni7..Cd 
in tbe medical community, administration of inn.venoUJ medications and the manaeement of 
Intravenous systems are complex endeavors. While speculative and not evidence-based, it is my 
opinion that it is likely that IV placement is rendered more difficult in the context of executions 
because the inmates are often in a very anxious status, which causes the release of epinephrine 
(adrenalin) and norq»inc:pbrine, thereby causing constriction (narrowina) of blood vessels 
{including veins). When veinl are contt.ricted/narrowed it can be diffieult or impo~~ible to insert 
an tV catheter. This is the best explanation I can provide for the otherwise unexplained 
extremely high incidence of difficult or failed peripheral IV placement. in individuals lackin1 
known risk factors for difficult rv access. 

36. It is my further orf.nion that to ensure a lethal injection without subatantial risks of 
inflic;tins severe pain and suffering. there musr be proper procedures that are clear and 
consistent: there must be qualified personnel to ensure that anesthesia has been achieved prior to 
the administration of panturonium bromide and potassium chloride, there must be qualified 
personnel to select chemicals and dosaaes, set up and load the syringes, administer "prc
il\icctions,·' insert the IV catheter, and perform the other tasks required by such procedures; and 
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there must be adequate inspection and testina of the equipment and apparatus by qualified 
persoMel. The Nevada Department of Corrections' written procedures for implementing lethal 
injection, to the extent that they have been made available, provide for none of the above. 

C. Tile Use of Paacuroaium Bromide 
37. Nevada's usc of the dru& pancuronium bromide serves no rational or lc:gitimate 

purpose and compounds the rl5k that an inmate may sutfe.r excruciating pain during his 
execution. Pancuronium paralyzes all voluntary muscles, but does not affect sensation, 
couciousncu~ cognition. or the ability to feel pain and suffocation. Because the sodium 
thiopental and pot8S$ium chloride would in them.selvea be sufficient to cause death, and the 
potassium is administered ~u befo~ death \\/Ould result from the pancuronium alone, it is my 
opinion held to a reasonable dearee of medical certainty that there would be no rational place in 
the protocol for fG.CW'Onium as the lethal amount of potassium chloride is administered. 

38. Pancuronium bromide is a neuromuscular blockine qent. Ita effect fs to render 
tM muscles un.tble to eontratr but it does not affect the brain or the nerv9. It is used in IUr&CfY 
to muure tJw tben:r iJ no movement and tbat the patient il secun:ly paralyzed so that SlJt8ery can 
be performed without contraction of the muscles. 1n surscry, pancuronium bromide is not 
administered until the patient is adequately anesthetized. The anesthetic drugs must first be 
administered so that the patient is unconKiout and does not feel, see, or perceive the procedure. 
This can be determined by a tnUned medical professional, either a phy:sicim anesthesiologist or a 
nurse anesthetist, who provides close and vigilant monitoring of the patient, their vital signs, and 
various diagnostic indicators of anesthetic depth. NDOC's execution manual, to the extent 
di~losed, fails to provide an assurance that anesthetic depth will be properly a.ucucd prior to 
the administration of pancuronium bromide-
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39. If sodium thiopental is not properly administered in a dose sufficient to cause the 
loss of consciousness for the duration of the execution procedure, then it is my opinion held to a 
n:MOilBhlc dcgn:c of medical certainty that the use of pancuronium places the condemned inmate 
at risk for consciously experiencing paralysis, suffocation and the cxcruciatina pain of the 
innven~ injection of hiib dose potasaiwn chloride. 

40. If administered alone, a le1ha1 dose of pancuronium would not immediately cause 
a condemned imnatc to lose consciousness. It would totally immobilize the inmate by paraJyzina 
all voluntary muscles and the diaphrapn, eausina the U:lmate to suffocate to death while 
experiencing an intense, conJC:iou. dc:siR to inhale. Ultimately, consciousness would be lo~ but 
it would not be lost as an immediate and dire't rosu.lt of the pancuronium. Rather, the lou of 
consciousness would be due to suffocatioDt and would be ~ed by the torment and agony 
caused by suffocation. 'Ibis period of torturous Nffocation would be expected to last at least 
.several minutes and would OJ1ly be relieved by the ontet of JUffocation-induccd unconsciousness 
or by c;lcalh from potassium chloride. 

41. Bec;ause the administration of a paralyzins dose of pancuronium bromide to a 
conl'ious person would necessarily cause excruciating sulrerirtg, it would be unconscionable to 
administer pancuronium without tim ensuring that the induction of general anesthesia had 
successfully achieved the necessary anesthetic: depth. 

42. Based on the infonnation available to rne, it is my opinion held to a reasonable 
degree of medical certainty that Nevada's lethal injection proto<=ol creates an unacceptable risk 
that t1w inmate will not be ane.sthetiz.ed to the point of bcina uncol\3cious and unaware of pain 
for the duration of the execution procedure. If the inmate is not firat suc;cets1\d1y anes~d. 
then it is my opinion to a reasonable degree of medical certainty that the pancuronium will 
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J'8fl'lyze all voluntary muscles and mask cxtcmal, physical indications of the excruciating pain 

being experienced by the inmate during the proces1 of suffocating (cau$td. by the pencW'Onium) 

and bavirtg a cardiac arrest (caused by the potassium chloride). 

43. It is my understandina that NDOC's execution protocol requires the presence of 

six to nine official witnesses to the execution and pennits media witnesses to the exm1tion. It is 
my opinion based on a reasonable dcsree of medical certainty that pancuronium. when properly 

and successfully administered. effectively nullifies the ability of witnesses to discern whether or 

not the condemned prisoner it experiencina a peaceful or aQonlzing death. R.egardlep of the 

experience or th" condemned prisoner, whether be or she is deeply unconsdous or experi~ 

the excruciation of suffocation, paralysis, and potasliUJI1 injection. be or she will appear to 

witnesses to be serene and peacefuJ due to the relaxation end immobilization of the facial and 

other skeletal muscles. The use of pancuronium, in my opinion, therefore pn:ventl the press from 
fulfillina ita essential function of informing the citizens. officials, and courts of Nevada about 
whether execution by lethal ifVoction is conducted in Nevada State Prison in a manner that is 
constitutionally compliant and humane. 

44. The doses of sodiwn thiopental and potassium chloride are lethal dotes. 

Thczeforc. it is \111MCessary to administer panCUJ'Oilium bromide in the course of an execution 

when it is quickly followed by a lethal dose of potassium chloride. It serves no leaitimate 

purpose and only places a chemical vc:i1 on the process that prevents an adequate assessment of 
whether or not the condemned is sutYering in agony, and ereatty increases the riska that such 
agony will ensue. Removal of pancuron.iwn from the protocol would eliminate the risk of 

con~ious paralysis from occurring. It would also eliminate the risk. that an inhumane execution 

would appear hwnune tu wjtnesses. Finally, removal of pancwonium would vastly reduce the 

possibUity that the citiuns, officials, and couns of Nevada could be inadvertently misled by 
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media reports describing a peaceful-appearing execution wham in fact the prisoner could be 
experiencing excruciating stJtrering. 

D. Coasequeaces of Improper Aaatbttia Adn~fD.bltradoa 
45. Execution RICOn:b from California indicate that fo\U out of the six inmates 

executed in California since 2000 continued to display activity and behavjor that is inconsistent 
with the successful administration of 5 grams of thiopental, the amount required under 
California's Jdhal injection protocol. Five grams of thiopental, the dose required by the 
California protocol, ia a massive dose that, if aucceufully administered. far exceeds the amount 
necessary to completely arrat respiratory activjty in any prisoner. l thereforo can provide no 
medi<:al explanation for the inmates' '-ODtinued breathin& other than that the thiopental wu not 
administered in its entirety. If the fuJJ dole ofthiopental waa not administered successfully- as 
is strongly suuestcd by the inmates' continued breathins- those inmates faced a sianificant risk 
of remaining conscious or regaining conscio'UIDess during the lethal bijection procedure. 
Importantly, a penon who is bralthina while Wider goneral anesthesia cannot be deeply 
anesthetized, and may well be awakened by a painfW stimulation such as a surgica.1 incision or 
the administration of pota.tshun. 

46. The handwritten records of Stanley "Tookte" Williams' execution indicate that 
Mr. Williams did not stop breathina until 12:34, upon the injection of the potassium chloride, 12 
minutes after the thiopental was injected. Thus. the thiopental did not have the etfect on Mr. 
Willianu' brain and respirBU)ry activity that would be expected with a hip degree of certainty 
fro111 the delivery into the cireulation of the fuJJ S-aram dose of thiopental. 

47. The execution los of CJarence Ray Allen states that Mr. AJJen continued 
breathine for 9 minutes after the de1ivery of the thiopental. Again. S arams of thiopental, if 
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suecesafully delivered into the cirQuJation, simply should not take 9 minutes to ablate cerebral 
electrical activity and respiratory activity. 

48. The January 29,2002 execution log of Stephen Wayne Amierson, reveals that Mr. 
Anderson continued breathing until 12:22, ' minutes after the thiopental was administered. 
Aaain. this persistent respimtory activity is not consistent with the expected effect of S if3D1S of 
thiopental, which would be to stop all visible respiratory activity within a minute of its delivery 

into the circulation. 

49. The March 1 S, 2000 execution Jog of Darrell Keith ruch, states that Mr. Ric;h's 
respirations ceased at 12:08, with the administration of the pancuronium, but that Mr. Rich had 
"chest mo'\'emcnts" lastlna ttom 12:09 to 12:10. These chest movements, beamning after Mr. 
Ric:h had ostensibly stopped breathina (and while he was still alive, as shown by his heart rate of 
ll 0 beats per minute), and 3 minutes after the administration of the thiopental, are again 
inconsistent with successful administration of the thiopental. The chest movements are 
consistent, however. with an attempt to flaht against tho accruing paralytic effect of the 
pancuronium. Had the 5·anun dose of thiopentaJ reached Mr. Rich and had the expected effect, 
he would oot have bcc:m abl" to fight against the ~uronium by attemptins to breathe, nor 
would he even have been aware of the effect of the pancuronium. Indeed. ·because S &ramJ of 
thiopental would have arrested all cerebral activity, including aU respiratory drive, there would 
have been no effort on Mr. Rich's part to attempt to breathe during the onset of the pancuronium. 

E. Nft'ada's Executioa Protocol Falb Below the Mloimum Staad ... ds 
Maqdated for Vettriaary EutbauJJI 

SO. Tht American Veterinary Medical Association (A VMA) states that when 
potassium chloride is to be used as a euthanasia agent. the animals muse be under a surai'* plane 
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of anesthesia and the personnel performing the euthanasia must be properly trained to assess the 
df;ptb of anesthesia. The A VMA panel specifically states that the animal must be in a suraical 
plane of anesthesia characterized not simply by loss of consciousness, but also by "loss of reflex 
mmcJe response and loss of response to noxious stimuli." It is difficult to understand why the 
NOOC would chose, at its discretion, to usc potassium to execute prisoners and would then fail 
to adhere to the basic requirements set forth by the A VMA to ensure that animals do not 
experience the exc:ruciating pain of potassium injc;ction durin& euthanuiL 

Sl. In Beards/~~ v. Woodford. the Ninth Circuit recosmze<l that nineteen states have 
cnac~ statutes that, like the A VMA Report. mandate the exciU~ive use of a sedative in the 
euthanasia of animals. Althouih Nevada has not yet enacted such a statute, Nevada Jaw 
expressly e<>ntemplates the we of sodium pontobarbtta1 and requires that personnel who pcrfonn 
euthanasia of animals must be properly trained in the procedure. No sucb requirement exists in 
NDOC' s execution manual. 

ConclusloD 

52. Based on my research into methods of lethal injection used by various states and 
th.e federal government, and based on my trainina and experience as a medicat doctor 
specializing in ~olol}'. it is my opinion hued on • reasonable dqrec of Plfldical ccnainty 
that, given the appa~Wt absenee of a central role for a propecly trained medical or veterinary 
professional in NDOC's execution procedwe, the ~hcmicalJ used, the lack of adequately defined 
roles and procedures, and the failure to properly account for foreseeable risks. the lethal injection 
procedure Nevada employs ctea.tes medically urmx:cptable risks of inflicting excruciatina pain 
and sufferine on irunates durin1 the lethal injection procedure. AJI of these problem~ could easjJy 
be addressed, and indeed have been ac:klressed for the euthanasia of dogs and cats. It is difficult 
to understand why NDOC has failed to address thcx probJ~s and has failed to meet the 

26 

:I 
II 
<I 
II 
I 
I 

AA03315



minimum :standa«b set forth for veterinary euthanasia. 

S3. In addition, in order to more fully and fairly asseu the impact of the failinas of 
Nevada's execution protocol, it is nece.aary to obtain all the: recorda and Ioas used, and all 
official witness statements from prior executions, as wcU as the full rules and reSU)ations devised 
by NDOC for lethal injection. This would include identifYin& the qualifications. experience and 
tnt.ining of those persons who apply the IV s and who administer and monitor the injection. 

I declare under penalty of perjury that the foregoing is true and correct to the best of my 
knowledge and that this declaration was cx~uted on May 16, 2006 in New York City, New 
York. 
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PREFACE
At the request of the AVMA Council on Research,

the Executive Board of the AVMA convened a Panel on
Euthanasia in 1999 to review and make necessary revi-
sions to the fifth Panel Report, published in 1993.1 In
this newest version of the report, the panel has updat-
ed information on euthanasia of animals in research
and animal care and control facilities; expanded infor-
mation on ectothermic, aquatic, and fur-bearing ani-
mals; added information on horses and wildlife; and
deleted methods or agents considered unacceptable.
Because the panel’s deliberations were based on cur-
rently available scientific information, some euthanasia
methods and agents are not discussed.

Welfare issues are increasingly being identified in
the management of free-ranging wildlife, and the need
for humane euthanasia guidelines in this context is
great. Collection of animals for scientific investiga-
tions, euthanasia of injured or diseased wildlife
species, removal of animals causing damage to proper-
ty or threatening human safety, and euthanasia of ani-
mals in excess population are drawing more public
attention. These issues are acknowledged in this report
and special considerations are described for handling
animals under free-ranging conditions, where their
needs are far different from those of their domestic
counterparts.

This report is intended for use by members of the

Members of the AVMA Panel

Bonnie V. Beaver, DVM, MS, DACVB, (Chair) Department of Small Animal Medicine and Surgery, College of Veterinary
Medicine, Texas A&M University, 4474 TAMU, College Station, TX 77843-4474, representing the AVMA Executive Board.

Willie Reed, DVM, PhD, DACVP, DACPV, Animal Health Diagnostic Laboratory, College of Veterinary Medicine, Michigan
State University, B646 W. Fee Hall-AHDL, East Lansing, MI 48824-1316, representing the AVMA Council on Research.

Steven Leary, DVM, DACLAM, Division of Comparative Medicine, Washington University, Box 8061, St Louis, MO 63110,
representing the AVMA Animal Welfare Committee.

Brendan McKiernan, DVM, DACVIM, Denver Veterinary Specialists, 3695 Kipling St, Wheat Ridge, CO 80033, represent-
ing the American Animal Hospital Association.

Fairfield Bain, DVM, DACVIM, DACVP, DACVECC, Hagyard-Davidson-McGee Associates PSC, 4250 Iron Works Pike,
Lexington, KY 40511-8412, representing the American Association of Equine Practitioners.

Roy Schultz, DVM, MS, DABVP, 1114 N Frost Ave, Avoca, IA 51521, representing the American Board of Veterinary Practitioners.

B. Taylor Bennett, DVM, PhD, DACLAM, Biologic Resources Laboratory (MC533), University of Illinois at Chicago, 1840
W Taylor St, Chicago, IL 60612-7348, representing the American College of Laboratory Animal Medicine.

Peter Pascoe, BVSc, DVA, DACVA, DECVA, Department of Surgical and Radiological Sciences, School of Veterinary Medicine,
University of California, Davis, CA 95616-8745, representing the American College of Veterinary Anesthesiologists.

Elizabeth Shull, DVM, DACVB, DACVIM (Neurology), Veterinary Specialty Consultation Services, 1505 Bob Kirby Rd,
Knoxville, TN 37931, representing the American College of Veterinary Behaviorists.

Linda C. Cork, DVM, PhD, DACVP, Department of Comparative Medicine, School of Medicine, Stanford University, MSOB
Building, Room X347, Stanford, CA 94305-5415, representing the American College of Veterinary Pathologists.

Ruth Francis-Floyd, DVM, MS, DACZM, Department of Large Animal Clinical Sciences, College f Veterinary Medicine, University
of Florida, Box 100136, Gainesville, FL 32510-0136, representing the International Association of Aquatic Animal Medicine.

Keith D. Amass, DVM, Safe-Capture International Inc, PO Box 206, Mount Horeb, WI 53572, representing wildlife regula-
tory/conservation agencies.

Richard Johnson, PhD, Department of Physiological Sciences, College of Veterinary Medicine, University of Florida, Box
100144, Gainesville, FL 32610-0144, representing the Society for Neuroscience.

Robert H. Schmidt, MS, PhD, Department of Fisheries and Wildlife, Utah State University, Logan UT 84322-5210, repre-
senting the wildlife damage management profession.

Wendy Underwood, DVM, MS, DACVIM, Lilly Corporate Center, Eli Lilly and Co, Indianapolis, IN 46285, representing
the National Institute for Animal Agriculture Euthanasia Task Force.

Gus W. Thornton, DVM, DACVIM, Massachusetts Society for the Prevention of Cruelty to Animals (MSPCA), American
Humane Education Society (AHES), 350 S Huntington Ave, Boston, MA 02130, representing an animal protection agency.

Barbara Kohn, DVM, USDA/APHIS/Animal Care, 4700 River Road, Unit 84, Riverdale, MD 20737-1234, representing the
USDA/APHIS.

AA03327



672 Report of the AVMA Panel on Euthanasia JAVMA, Vol 218, No. 5, March 1, 2001

veterinary profession who carry out or oversee the
euthanasia of animals. Although the report may be inter-
preted and understood by a broad segment of the gener-
al population, a veterinarian should be consulted in the
application of these recommendations. The practice of
veterinary medicine is complex and involves diverse ani-
mal species. Whenever possible, a veterinarian experi-
enced with the species in question should be consulted
when selecting the method of euthanasia, particularly
when little species-specific euthanasia research has been
done. Although interpretation and use of this report can-
not be limited, the panel’s overriding commitment is to
give veterinarians guidance in relieving pain and suffer-
ing of animals that are to be euthanatized. The recom-
mendations in this report are intended to serve as guide-
lines for veterinarians who must then use professional
judgment in applying them to the various settings where
animals are to be euthanatized.

INTRODUCTION
The term euthanasia is derived from the Greek

terms eu meaning good and thanatos meaning death.2 A
“good death” would be one that occurs with minimal
pain and distress. In the context of this report, euthana-
sia is the act of inducing humane death in an animal. It
is our responsibility as veterinarians and human beings
to ensure that if an animal’s life is to be taken, it is done
with the highest degree of respect, and with an empha-
sis on making the death as painless and distress free as
possible. Euthanasia techniques should result in rapid
loss of consciousness followed by cardiac or respiratory
arrest and the ultimate loss of brain function. In addi-
tion, the technique should minimize distress and anxi-
ety experienced by the animal prior to loss of con-
sciousness. The panel recognized that the absence of
pain and distress cannot always be achieved. This report
attempts to balance the ideal of minimal pain and dis-
tress with the reality of the many environments in which
euthanasia is performed. A veterinarian with appropriate
training and expertise for the species involved should be
consulted to ensure that proper procedures are used.

Criteria for painless death can be established only
after the mechanisms of pain are understood. Pain is
that sensation (perception) that results from nerve
impulses reaching the cerebral cortex via ascending
neural pathways. Under normal circumstances, these
pathways are relatively specific, but the nervous system
is sufficiently plastic that activation of nociceptive
pathways does not always result in pain and stimula-
tion of other (non-nociceptive) peripheral and central
neurons can give rise to pain. The term nociceptive is
derived from the word noci meaning to injure and cep-
tive meaning to receive, and is used to describe neu-
ronal input caused by noxious stimuli, which threaten
to, or actually do, destroy tissue. These noxious stim-
uli initiate nerve impulses by acting at primary noci-
ceptors and other sensory nerve endings that respond
to noxious and non-noxious stimuli from mechanical,
thermal, or chemical activity. Endogenous chemical
substances such as hydrogen ions, potassium ions, ATP,
serotonin, histamine, bradykinin, and prostaglandins,
as well as electrical currents, are capable of generating
nerve impulses in nociceptor nerve fibers. Activity in

nociceptive pathways can also be triggered in normal-
ly silent receptors that become sensitized by chronic
pain conditions.3,4

Nerve impulse activity generated by nociceptors is
conducted via nociceptor primary afferent fibers to the
spinal cord or the brainstem where it is transmitted to
two general sets of neural networks. One set is related
to nociceptive reflexes (eg, withdrawal and flexion
reflexes) that are mediated at the spinal level, and the
second set consists of ascending pathways to the retic-
ular formation, hypothalamus, thalamus, and cerebral
cortex (somatosensory cortex and limbic system) for
sensory processing. It is important to understand that
ascending nociceptive pathways are numerous, often
redundant, and are capable of considerable plasticity
under chronic conditions (pathology or injury).
Moreover, even the transmission of nociceptive neural
activity in a given pathway is highly variable. Under
certain conditions, both the nociceptive reflexes and
the ascending pathways may be suppressed, as, for
example, in epidural anesthesia. Under another set of
conditions, nociceptive reflex actions may occur, but
activity in the ascending pathways is suppressed; thus,
noxious stimuli are not perceived as pain. It is incor-
rect to use the term pain for stimuli, receptors, reflex-
es, or pathways because the term implies perception,
whereas all the above may be active without conse-
quential pain perception.5,6

Pain is divided into two broad categories: (1) sen-
sory-discriminative, which indicates the site of origin
and the stimulus giving rise to the pain; and (2) moti-
vational-affective in which the severity of the stimulus
is perceived and the animal’s response is determined.
Sensory-discriminative processing of nociceptive
impulses is most likely to be accomplished by subcor-
tical and cortical mechanisms similar to those used for
processing other sensory-discriminative input that pro-
vides the individual with information about the inten-
sity, duration, location, and quality of the stimulus.
Motivational-affective processing involves the ascend-
ing reticular formation for behavioral and cortical
arousal. It also involves thalamic input to the forebrain
and the limbic system for perceptions such as discom-
fort, fear, anxiety, and depression. The motivational-
affective neural networks also have strong inputs to the
limbic system, hypothalamus and the autonomic ner-
vous system for reflex activation of the cardiovascular,
pulmonary, and pituitary-adrenal systems. Responses
activated by these systems feed back to the forebrain
and enhance perceptions derived via motivational-
affective inputs. On the basis of neurosurgical experi-
ence in humans, it is possible to separate the sensory-
discriminative components from the motivational-
affective components of pain.7

For pain to be experienced, the cerebral cortex and
subcortical structures must be functional. If the cere-
bral cortex is nonfunctional because of hypoxia,
depression by drugs, electric shock, or concussion,
pain is not experienced. Therefore, the choice of the
euthanasia agent or method is less critical if it is to be
used on an animal that is anesthetized or unconscious,
provided that the animal does not regain consciousness
prior to death.
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An understanding of the continuum that repre-
sents stress and distress is essential for evaluating tech-
niques that minimize any distress experienced by an
animal being euthanatized. Stress has been defined as
the effect of physical, physiologic, or emotional factors
(stressors) that induce an alteration in an animal’s
homeostasis or adaptive state.8 The response of an ani-
mal to stress represents the adaptive process that is
necessary to restore the baseline mental and physiolog-
ic state. These responses may involve changes in an
animal’s neuroendocrinologic system, autonomic ner-
vous system, and mental status that may result in overt
behavioral changes. An animal’s response varies
according to its experience, age, species, breed, and
current physiologic and psychologic state.9

Stress and the resulting responses have been divid-
ed into three phases.10 Eustress results when harmless
stimuli initiate adaptive responses that are beneficial to
the animal. Neutral stress results when the animal’s
response to stimuli causes neither harmful nor benefi-
cial effects to the animal. Distress results when an ani-
mal’s response to stimuli interferes with its well-being
and comfort.11

As with many other procedures involving animals,
some methods of euthanasia require physical handling
of the animal. The amount of control and kind of
restraint required will be determined by the animal’s
species, breed, size, state of domestication, degree of
taming, presence of painful injury or disease, degree of
excitement, and method of euthanasia. Proper han-
dling is vital to minimize pain and distress in animals,
to ensure safety of the person performing euthanasia,
and, often, to protect other people and animals.

An in-depth discussion of euthanasia procedures is
beyond the scope of this report; however, personnel
who perform euthanasia must have appropriate certifi-
cation and training, experience with the techniques to
be used, and experience in the humane restraint of the
species of animal to be euthanatized, to ensure that
animal pain and distress are minimized during
euthanasia. Training and experience should include
familiarity with the normal behavior of the species
being euthanatized, an appreciation of how handling
and restraint affects that behavior, and an understand-
ing of the mechanism by which the selected technique
induces loss of consciousness and death. Prior to being
assigned full responsibility for performing euthanasia,
all personnel must have demonstrated proficiency in
the use of the technique in a closely supervised envi-
ronment. References provided at the end of this docu-
ment may be useful for training personnel.12-21

Selection of the most appropriate method of
euthanasia in any given situation depends on the
species of animal involved, available means of animal
restraint, skill of personnel, number of animals, and
other considerations. Available information focuses
primarily on domestic animals, but the same general
considerations should be applied to all species.

This report includes four appendices that summa-
rize information from the text. Appendix 1 lists accept-
able and conditionally acceptable methods of euthana-
sia, categorized by species. Appendices 2 and 3 provide
summaries of characteristics for acceptable and condi-

tionally acceptable methods of euthanasia. Appendix 4
provides a summary of some unacceptable euthanasia
agents and methods. Criteria used for acceptable, con-
ditionally acceptable, and unacceptable methods are as
follows: acceptable methods are those that consistently
produce a humane death when used as the sole means
of euthanasia; conditionally acceptable methods are
those techniques that by the nature of the technique or
because of greater potential for operator error or safety
hazards might not consistently produce humane death
or are methods not well documented in the scientific
literature; and unacceptable techniques are those
methods deemed inhumane under any conditions or
that the panel found posed a substantial risk to the
human applying the technique. The report also
includes discussion of several adjunctive methods,
which are those methods that cannot be used as the
sole method of euthanasia, but that can be used in con-
junction with other methods to produce a humane
death.

GENERAL CONSIDERATIONS
In evaluating methods of euthanasia, the panel

used the following criteria: (1) ability to induce loss of
consciousness and death without causing pain, dis-
tress, anxiety, or apprehension; (2) time required to
induce loss of consciousness; (3) reliability; (4) safety
of personnel; (5) irreversibility; (6) compatibility with
requirement and purpose; (7) emotional effect on
observers or operators; (8) compatibility with subse-
quent evaluation, examination, or use of tissue; (9)
drug availability and human abuse potential; (10) com-
patibility with species, age, and health status; (11) abil-
ity to maintain equipment in proper working order;
and (12) safety for predators/scavengers should the
carcass be consumed.

The panel discussed the definition of euthanasia
used in this report as it applies to circumstances when
the degree of control over the animal makes it difficult
to ensure death without pain and distress. Slaughter of
animals for food, fur, or fiber may represent such situ-
ations. However, the same standards for euthanasia
should be applied to the killing of animals for food, fur,
or fiber, and wildlife or feral animals. Animals intend-
ed for food should be slaughtered humanely, taking
into account any special requirements of the US
Department of Agriculture.22 Painless death can be
achieved by properly stunning the animal, followed
immediately by exsanguination. Handling of animals
prior to slaughter should be as stress free as possible.
Electric prods or other devices should not be used to
encourage movement of animals and are not needed if
chutes and ramps are properly designed to enable ani-
mals to be moved and restrained without undue
stress.23-27 Animals must not be restrained in a painful
position before slaughter.

Ethical considerations that must be addressed
when euthanatizing healthy and unwanted animals
reflect professional and societal concerns.28,29 These
issues are complex and warrant thorough considera-
tion by the profession and all those concerned with the
welfare of animals. Whereas the panel recognizes the
need for those responsible for the euthanasia of ani-
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mals to be cognizant of these issues, it does not believe
that this report is the appropriate forum for an in-
depth discussion of this topic.

It is the intent of the panel that euthanasia be per-
formed in accordance with applicable federal, state, and
local laws governing drug acquisition and storage, occu-
pational safety, and methods used for euthanasia and
disposal of animals. However, space does not permit a
review of current federal, state, and local regulations.

The panel is aware that circumstances may arise
that are not clearly covered by this report. Whenever
such situations arise, a veterinarian experienced with
the species should use professional judgment and
knowledge of clinically acceptable techniques in select-
ing an appropriate euthanasia technique. Professional
judgment in these circumstances will take into consid-
eration the animal’s size and its species-specific physi-
ologic and behavioral characteristics. In all circum-
stances, the euthanasia method should be selected and
used with the highest ethical standards and social con-
science.

It is imperative that death be verified after
euthanasia and before disposal of the animal. An ani-
mal in deep narcosis following administration of an
injectable or inhalant agent may appear dead, but
might eventually recover. Death must be confirmed by
examining the animal for cessation of vital signs, and
consideration given to the animal species and method
of euthanasia when determining the criteria for con-
firming death.

ANIMAL BEHAVIORAL CONSIDERATIONS
The need to minimize animal distress, including

fear, anxiety, and apprehension, must be considered in
determining the method of euthanasia. Gentle restraint
(preferably in a familiar and safe environment), careful
handling, and talking during euthanasia often have a
calming effect on animals that are used to being han-
dled. Sedation and/or anesthesia may assist in achiev-
ing the best conditions for euthanasia. It must be rec-
ognized that any sedatives or anesthetics given at this
stage that change circulation may delay the onset of the
euthanasia agent. Preparation of observers should also
be taken into consideration.

Animals that are wild, feral, injured, or already dis-
tressed from disease pose another challenge. Methods
of pre-euthanasia handling suitable for domestic ani-
mals may not be effective for them. Because handling
may stress animals unaccustomed to human contact
(eg, wildlife, zoo, and feral species), the degree of
restraint required to perform any euthanasia procedure
should be considered when evaluating various meth-
ods. When handling these animals, calming may be
accomplished by minimizing visual, auditory, and tac-
tile stimulation. When struggling during capture or
restraint may cause pain, injury, or anxiety to the ani-
mal or danger to the operator, the use of tranquilizers,
analgesics, and/or anesthetics may be necessary. A
route of injection should be chosen that causes the
least distress in the animal for which euthanasia must
be performed. Various techniques for oral delivery of
sedatives to dogs and cats have been described that
may be useful under these circumstances.30,31

Facial expressions and body postures that indicate
various emotional states of animals have been
described for some species.32-37 Behavioral and physio-
logic responses to noxious stimuli include distress
vocalization, struggling, attempts to escape, defensive
or redirected aggression, salivation, urination, defeca-
tion, evacuation of anal sacs, pupillary dilatation,
tachycardia, sweating, and reflex skeletal muscle con-
tractions causing shivering, tremors, or other muscular
spasms. Unconscious as well as conscious animals are
capable of some of these responses. Fear can cause
immobility or “playing dead” in certain species, partic-
ularly rabbits and chickens. This immobility response
should not be interpreted as loss of consciousness
when the animal is, in fact, conscious. Distress vocal-
izations, fearful behavior, and release of certain odors
or pheromones by a frightened animal may cause anx-
iety and apprehension in other animals. Therefore, for
sensitive species, it is desirable that other animals not
be present when individual animal euthanasia is per-
formed.

HUMAN BEHAVIORAL CONSIDERATIONS
When animals must be euthanatized, either as

individuals or in larger groups, moral and ethical con-
cerns dictate that humane practices be observed.
Human psychologic responses to euthanasia of animals
need to be considered, with grief at the loss of a life as
the most common reaction.38 There are six circum-
stances under which we are most aware of the effects of
animal euthanasia on people.

The first of these is the veterinary clinical setting
where owners have to make decisions about whether
and when to euthanatize. Although many owners rely
heavily on their veterinarian’s judgment, others may
have misgivings about making their own decision. This
is particularly likely if an owner feels responsible for
allowing an animal’s medical or behavioral problem to
go unattended so that euthanasia becomes necessary.
When owners choose to be present during euthanasia,
they should be prepared for what will happen. What
drugs are being used and how the animal could
respond should be discussed. Behaviors such as vocal-
ization, muscle twitches, failure of the eyelids to close,
urination, or defecation can be distressing. Counseling
services for grieving owners are now available in some
communities39 and telephone counseling is available
through some veterinary schools.40,41 Owners are not
the only people affected by euthanasia of animals.
Veterinarians and their staffs may also become attached
to patients they have known and treated for many years
and may continue to struggle with the ethical implica-
tions of ending an animal’s life.

The second is animal care and control facilities
where unwanted, homeless, diseased, and injured ani-
mals must be euthanatized in large numbers. Distress
may develop among personnel directly involved in per-
forming euthanasia repeatedly. Emotional uneasiness,
discomfort, or distress experienced by people involved
with euthanasia of animals may be minimized. The
person performing euthanasia must be technically pro-
ficient, use humane handling methods, understand the
reasons for euthanasia, and be familiar with the
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method of euthanasia being employed (ie, what is
going to happen to the animal). When the person is
not knowledgeable about what to expect, he or she
may mistakenly interpret any movement of animals as
consciousness and a lack of movement as loss of con-
sciousness. Methods that preclude movement of ani-
mals are more aesthetically acceptable to most techni-
cal staff even though lack of movement is not an ade-
quate criterion for evaluating euthanasia techniques.
Constant exposure to, or participation in, euthanasia
procedures can cause a psychologic state characterized
by a strong sense of work dissatisfaction or alienation,
which may be expressed by absenteeism, belligerence,
or careless and callous handling of animals.42 This is
one of the principal reasons for turnover of employees
directly involved with repeated animal euthanasia.
Management should be aware of potential personnel
problems related to animal euthanasia and determine
whether it is necessary to institute a program to pre-
vent, decrease, or eliminate this problem. Specific cop-
ing strategies can make the task more tolerable. Some
strategies include adequate training programs so that
euthanasia is performed competently, peer support in
the workplace, professional support as necessary,
focusing on animals that are successfully adopted or
returned to owners, devoting some work time to edu-
cational activities, and providing time off when work-
ers feel stressed.

The third setting is the laboratory. Researchers,
technicians, and students may become attached to ani-
mals that must be euthanatized.43 The same considera-
tions afforded pet owners or shelter employees should
be provided to those working in laboratories.

The fourth situation is wildlife control. Wildlife
biologists, wildlife managers, and wildlife health pro-
fessionals are often responsible for euthanatizing ani-
mals that are injured, diseased, in excessive number, or
that threaten property or human safety. Although relo-
cation of some animals is appropriate and attempted,
relocation is often only a temporary solution to a larg-
er problem. People who must deal with these animals,
especially under public pressure to save the animals
rather than destroy them, can experience extreme dis-
tress and anxiety.

The fifth setting is livestock and poultry slaughter
facilities. The large number of animals processed daily
can take a heavy toll on employees physically and emo-
tionally. Federal and state agricultural employees may
also be involved in mass euthanasia of poultry and
livestock in the face of disease outbreaks, bioterrorism,
and natural disasters.

The last situation is public exposure. Because
euthanasia of zoo animals, animals involved in road-
side or racetrack accidents, stranded marine animals,
nuisance or injured wildlife, and others can draw
public attention, human attitudes and responses
should be considered whenever animals are euthana-
tized. Natural disasters and foreign animal disease
programs also present public challenges. These con-
siderations, however, should not outweigh the pri-
mary responsibility of using the most rapid and pain-
less euthanasia method possible under the circum-
stances.

MODES OF ACTION OF EUTHANATIZING
AGENTS

Euthanatizing agents cause death by three basic
mechanisms: (1) hypoxia, direct or indirect; (2) direct
depression of neurons necessary for life function; and
(3) physical disruption of brain activity and destruc-
tion of neurons necessary for life.

Agents that induce death by direct or indirect
hypoxia can act at various sites and can cause loss of
consciousness at different rates. For death to be pain-
less and distress-free, loss of consciousness should pre-
cede loss of motor activity (muscle movement). Loss of
motor activity, however, cannot be equated with loss of
consciousness and absence of distress. Thus, agents
that induce muscle paralysis without loss of con-
sciousness are not acceptable as sole agents for
euthanasia (eg, depolarizing and nondepolarizing mus-
cle relaxants, strychnine, nicotine, and magnesium
salts). With other techniques that induce hypoxia,
some animals may have motor activity following loss of
consciousness, but this is reflex activity and is not per-
ceived by the animal.

A second group of euthanatizing agents depress
nerve cells of the brain, inducing loss of consciousness
followed by death. Some of these agents release inhibi-
tion of motor activity during the first stage of anesthe-
sia, resulting in a so-called excitement or delirium
phase, during which there may be vocalization and
some muscle contraction. These responses do not
appear to be purposeful. Death follows loss of con-
sciousness, and is attributable to cardiac arrest and/or
hypoxemia following direct depression of respiratory
centers.

Physical disruption of brain activity, caused by
concussion, direct destruction of the brain, or electri-
cal depolarization of neurons, induces rapid loss of
consciousness. Death occurs because of destruction of
midbrain centers controlling cardiac and respiratory
activity or as a result of adjunctive methods (eg, exsan-
guination) used to kill the animal. Exaggerated mus-
cular activity can follow loss of consciousness and,
although this may disturb some observers, the animal
is not experiencing pain or distress. 

INHALANT AGENTS
Any gas that is inhaled must reach a certain con-

centration in the alveoli before it can be effective;
therefore, euthanasia with any of these agents takes
some time. The suitability of a particular agent
depends on whether an animal experiences distress
between the time it begins to inhale the agent and the
time it loses consciousness. Some agents may induce
convulsions, but these generally follow loss of con-
sciousness. Agents inducing convulsions prior to loss
of consciousness are unacceptable for euthanasia.

Certain considerations are common to all inhalant
agents. (1) In most cases, onset of loss of conscious-
ness is more rapid, and euthanasia more humane, if the
animal is rapidly exposed to a high concentration of
the agent. (2) The equipment used to deliver and
maintain this high concentration must be in good
working order and in compliance with state and feder-
al regulations. Leaky or faulty equipment may lead to
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slow, distressful death and be hazardous to other ani-
mals and to personnel. (3) Most of these agents are
hazardous to personnel because of the risk of explo-
sions (eg, ether), narcosis (eg, halothane), hypoxemia
(eg, nitrogen and carbon monoxide), addiction (eg,
nitrous oxide), or health effects resulting from chronic
exposure (eg, nitrous oxide and carbon monoxide). (4)
Alveolar concentrations rise slowly in an animal with
decreased ventilation, making agitation more likely
during induction. Other noninhalant methods of
euthanasia should be considered for such animals. (5)
Neonatal animals appear to be resistant to hypoxia,
and because all inhalant agents ultimately cause
hypoxia, neonatal animals take longer to die than
adults. Glass et al,44 reported that newborn dogs, rab-
bits, and guinea pigs survived a nitrogen atmosphere
much longer than did adults. Dogs, at 1 week old, sur-
vived for 14 minutes compared with a 3-minute sur-
vival time after a few weeks of age. Guinea pigs sur-
vived for 4.5 minutes at 1 day old, compared with 3
minutes at 8 days or older. Rabbits survived for 13
minutes at 6 days old, 4 minutes at 14 days, and 1.5
minutes at 19 days and older. The panel recommends
that inhalant agents not be used alone in animals less
than 16 weeks old except to induce loss of conscious-
ness, followed by the use of some other method to kill
the animal. (6) Rapid gas flows can produce a noise
that frightens animals. If high flows are required, the
equipment should be designed to minimize noise. (7)
Animals placed together in chambers should be of the
same species, and, if needed, should be restrained so
that they will not hurt themselves or others. Chambers
should not be overloaded and need to be kept clean to
minimize odors that might distress animals subse-
quently euthanatized. (8) Reptiles, amphibians, and
diving birds and mammals have a great capacity for
holding their breath and anaerobic metabolism.
Therefore, induction of anesthesia and time to loss of
consciousness when using inhalants may be greatly
prolonged. Other techniques may be more appropriate
for these species.

Inhalant anesthetics
Inhalant anesthetics (eg, ether, halothane,

methoxyflurane, isoflurane, sevoflurane, desflurane,
and enflurane) have been used to euthanatize many
species.45 Halothane induces anesthesia rapidly and is
the most effective inhalant anesthetic for euthanasia.
Enflurane is less soluble in blood than halothane, but,
because of its lower vapor pressure and lower potency,
induction rates may be similar to those for halothane.
At deep anesthetic planes, animals may seizure. It is an
effective agent for euthanasia, but the associated
seizure activity may be disturbing to personnel.
Isoflurane is less soluble than halothane, and it should
induce anesthesia more rapidly. However, it has a
slightly pungent odor and animals often hold their
breath, delaying onset of loss of consciousness.
Isoflurane also may require more drug to kill an ani-
mal, compared with halothane. Although isoflurane is
acceptable as a euthanasia agent, halothane is pre-
ferred. Sevoflurane is less soluble than halothane and
does not have an objectionable odor. It is less potent

than isoflurane or halothane and has a lower vapor
pressure. Anesthetic concentrations can be achieved
and maintained rapidly. Desflurane is currently the
least soluble potent inhalant anesthetic, but the vapor
is quite pungent, which may slow induction. This drug
is so volatile that it could displace oxygen (O2) and
induce hypoxemia during induction if supplemental
O2 is not provided. Methoxyflurane is highly soluble,
and slow anesthetic induction with its use may be
accompanied by agitation. It is a conditionally accept-
able agent for euthanasia in rodents.46 Ether has high
solubility in blood and induces anesthesia slowly. It is
irritating to the eyes and nose, poses serious risks asso-
ciated with its flammability and explosiveness, and has
been used to create a model for stress.47-50

With inhalant anesthetics, the animal can be
placed in a closed receptacle containing cotton or
gauze soaked with an appropriate amount of the anes-
thetic,51 or the anesthetic can be introduced from a
vaporizer. The latter method may be associated with a
longer induction time. Vapors are inhaled until respi-
ration ceases and death ensues. Because the liquid state
of most inhalant anesthetics is irritating, animals
should be exposed only to vapors. Also, sufficient air
or O2 must be provided during the induction period to
prevent hypoxemia.51 In the case of small rodents
placed in a large container, there will be sufficient O2
in the chamber to prevent hypoxemia. Larger species
placed in small containers may need supplemental air
or O2.

51

Nitrous oxide (N2O) may be used with other
inhalants to speed the onset of anesthesia, but alone it
does not induce anesthesia in animals, even at 100%
concentration. When used by itself, N2O produces
hypoxemia before respiratory or cardiac arrest. As a
result, animals may become distressed prior to loss of
consciousness.

Occupational exposure to inhalant anesthetics
constitutes a human health hazard. Spontaneous abor-
tion and congenital abnormalities have been associated
with exposure of women to trace amounts of inhala-
tion anesthetic agents during early stages of pregnan-
cy.52 Regarding human exposure to inhalant anesthet-
ics, the concentrations of halothane, enflurane, and
isoflurane should be less than 2 ppm, and less than 25
ppm for nitrous oxide.52 There are no controlled stud-
ies proving that such concentrations of anesthetics are
safe, but these concentrations were established because
they were found to be attainable under hospital condi-
tions. Effective procedures must be used to protect per-
sonnel from anesthetic vapors.

Advantages—(1) Inhalant anesthetics are particu-
larly valuable for euthanasia of smaller animals (< 7
kg) or for animals in which venipuncture may be diffi-
cult. (2) Halothane, enflurane, isoflurane, sevoflurane,
desflurane, methoxyflurane, and N2O are nonflamma-
ble and nonexplosive under ordinary environmental
conditions.

Disadvantages—(1) Animals may struggle and
become anxious during induction of anesthesia
because anesthetic vapors may be irritating and can
induce excitement. (2) Ether is flammable and explo-
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sive. Explosions have occurred when animals, eutha-
natized with ether, were placed in an ordinary (not
explosion proof) refrigerator or freezer and when
bagged animals were placed in an incinerator. (3)
Induction with methoxyflurane is unacceptably slow
in some species. (4) Nitrous oxide will support com-
bustion. (5) Personnel and animals can be injured by
exposure to these agents. (6) There is a potential for
human abuse of some of these drugs, especially N2O.

Recommendations—In order of preference,
halothane, enflurane, isoflurane, sevoflurane,
methoxyflurane, and desflurane, with or without
nitrous oxide, are acceptable for euthanasia of small
animals (< 7 kg). Ether should only be used in care-
fully controlled situations in compliance with state and
federal occupational health and safety regulations. It is
conditionally acceptable. Nitrous oxide should not be
used alone, pending further scientific studies on its
suitability for animal euthanasia. Although acceptable,
these agents are generally not used in larger animals
because of their cost and difficulty of administration.

Carbon dioxide
Room air contains 0.04% carbon dioxide (CO2),

which is heavier than air and nearly odorless.
Inhalation of CO2 at a concentration of 7.5% increases
the pain threshold, and higher concentrations of CO2
have a rapid anesthetic effect.53-58

Leake and Waters56 reported the experimental use
of CO2 as an anesthetic agent for dogs. At concentra-
tions of 30% to 40% CO2 in O2, anesthesia was induced
within 1 to 2 minutes, usually without struggling,
retching, or vomiting. For cats, inhalation of 60% CO2
results in loss of consciousness within 45 seconds, and
respiratory arrest within 5 minutes.59 Signs of effective
CO2 anesthesia are those associated with deep surgical
anesthesia, such as loss of withdrawal and palpebral
reflexes.60 Time to loss of consciousness is decreased by
use of higher concentrations of CO2 with an 80 to
100% concentration providing anesthesia in 12 to 33
seconds in rats and 70% CO2 in O2 inducing anesthe-
sia in 40 to 50 seconds.61,62 Time to loss of conscious-
ness will be longer if the concentration is increased
slowly rather than immersing the animal in the full
concentration immediately.

Several investigators have suggested that inhala-
tion of high concentrations of CO2 may be distressing
to animals,63-66 because the gas dissolves in moisture on
the nasal mucosa. The resulting product, carbonic acid,
may stimulate nociceptors in the nasal mucosa. Some
humans exposed to concentrations of around 50% CO2
report that inhaling the gas is unpleasant and that
higher concentrations are noxious.67,68 A brief study of
swine examined the aversive nature of CO2 exposure69

and found that 90% CO2 was aversive to pigs while
30% was not. For rats, exposure to increasing concen-
trations of CO2 (33% achieved after 1 minute) in their
home cage produced no evident stress as measured by
behavior and ACTH, glucose, and corticosterone con-
centrations in serum.70

Carbon dioxide has been used to euthanatize
groups of small laboratory animals, including mice,

rats, guinea pigs, chickens, and rabbits,5,71-76 and to ren-
der swine unconscious before humane slaughter.22,63, 64

The combination of 40% CO2 and approximately 3%
CO has been used experimentally for euthanasia of
dogs.65 Carbon dioxide has been used in specially
designed chambers to euthanatize individual cats77,78

and other small laboratory animals.51,72,79

Studies of 1-day-old chickens have revealed that
CO2 is an effective euthanatizing agent. Inhalation of
CO2 caused little distress to the birds, suppressed ner-
vous activity, and induced death within 5 minutes.73

Because respiration begins during embryonic develop-
ment, the unhatched chicken’s environment may nor-
mally have a CO2 concentration as high as 14%. Thus,
CO2 concentrations for euthanasia of newly hatched
chickens and neonates of other species should be espe-
cially high. A CO2 concentration of 60% to 70% with a
5-minute exposure time appears to be optimal.73

In studies of mink, high concentrations of CO2
would kill them quickly, but a 70% CO2 concentration
induced loss of consciousness without killing them.80

Some burrowing animals, such as rabbits of the species
Oryctolagus, also have prolonged survival times when
exposed to CO2.

81 Some burrowing and diving animals
have physiologic mechanisms for coping with hyper-
capnia. Therefore, it is necessary to have a sufficient
concentration of CO2 to kill the animal by hypoxemia
following induction of anesthesia with CO2.

Advantages—(1) The rapid depressant, analgesic,
and anesthetic effects of CO2 are well established. (2)
Carbon dioxide is readily available and can be pur-
chased in compressed gas cylinders. (3) Carbon diox-
ide is inexpensive, nonflammable, nonexplosive, and
poses minimal hazard to personnel when used with
properly designed equipment. (4) Carbon dioxide does
not result in accumulation of tissue residues in food-
producing animals. (5) Carbon dioxide euthanasia
does not distort murine cholinergic markers82 or corti-
costerone concentrations.83

Disadvantages—(1) Because CO2 is heavier than
air, incomplete filling of a chamber may permit ani-
mals to climb or raise their heads above the higher
concentrations and avoid exposure. (2) Some
species, such as fish and burrowing and diving
mammals, may have extraordinary tolerance for
CO2. (3) Reptiles and amphibians may breathe too
slowly for the use of CO2. (4) Euthanasia by expo-
sure to CO2 may take longer than euthanasia by
other means.61 (5) Induction of loss of consciousness
at lower concentrations (< 80%) may produce pul-
monary and upper respiratory tract lesions.67,84 (6)
High concentrations of CO2 may be distressful to
some animals.

Recommendations—Carbon dioxide is acceptable
for euthanasia in appropriate species (Tables 1 and 2).
Compressed CO2 gas in cylinders is the only recom-
mended source of carbon dioxide because the inflow to
the chamber can be regulated precisely. Carbon dioxide
generated by other methods such as from dry ice, fire
extinguishers, or chemical means (eg, antacids) is
unacceptable. Species should be separated and cham-
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bers should not be overcrowded. With an animal in the
chamber, an optimal flow rate should displace at least
20% of the chamber volume per minute.85 Loss of con-
sciousness may be induced more rapidly by exposing
animals to a CO2 concentration of 70% or more by pre-
filling the chamber for species in which this has not
been shown to cause distress. Gas flow should be
maintained for at least 1 minute after apparent clinical
death.86 It is important to verify that an animal is dead
before removing it from the chamber. If an animal is
not dead, CO2 narcosis must be followed with another
method of euthanasia. Adding O2 to the CO2 may or
may not preclude signs of distress.67,87 Additional O2
will, however, prolong time to death and may compli-
cate determination of consciousness. There appears to
be no advantage to combining O2 with carbon dioxide
for euthanasia.87

Nitrogen, argon
Nitrogen (N2) and argon (Ar) are colorless, odor-

less gases that are inert, nonflammable, and nonexplo-
sive. Nitrogen comprises 78% of atmospheric air,
whereas Ar comprises less than 1%.

Euthanasia is induced by placing the animal in a
closed container that has been prefilled with N2 or Ar
or into which the gas is then rapidly introduced.
Nitrogen/Ar displaces O2, thus inducing death by
hypoxemia.

In studies by Herin et al,88 dogs became uncon-
scious within 76 seconds when a N2 concentration of
98.5% was achieved in 45 to 60 seconds. The elec-
troencephalogram (EEG) became isoelectric (flat) in a
mean time of 80 seconds, and arterial blood pressure
was undetectable at 204 seconds. Although all dogs
hyperventilated prior to loss of consciousness, the
investigators concluded that this method induced
death without pain. Following loss of consciousness,
vocalization, gasping, convulsions, and muscular
tremors developed in some dogs. At the end of a 5-
minute exposure period, all dogs were dead.88 These
findings were similar to those for rabbits89 and mink.80,90

With N2 flowing at a rate of 39% of chamber vol-
ume per minute, rats collapsed in approximately 3
minutes and stopped breathing in 5 to 6 minutes.
Regardless of flow rate, signs of panic and distress were
evident before the rats collapsed and died.85

Insensitivity to pain under such circumstances is ques-
tionable.91

Tranquilization with acepromazine, in conjunc-
tion with N2 euthanasia of dogs, was investigated by
Quine et al.92 Using ECG and EEG recordings, they
found these dogs had much longer survival times than
dogs not given acepromazine before administration of
N2. In one dog, ECG activity continued for 51 minutes.
Quine also addressed distress associated with exposure
to N2 by removing cats and dogs from the chamber fol-
lowing loss of consciousness and allowing them to
recover. When these animals were put back into the
chamber, they did not appear afraid or apprehensive.

Investigations into the aversiveness of Ar to swine
and poultry have revealed that these animals will toler-
ate breathing 90% Ar with 2% O2.

69,71 Swine voluntari-
ly entered a chamber containing this mixture, for a

food reward, and only withdrew from the chamber as
they became ataxic. They reentered the chamber
immediately to continue eating. Poultry also entered a
chamber containing this mixture for a food reward and
continued eating until they collapsed.71 When Ar was
used to euthanatize chickens, exposure to a chamber
prefilled with Ar, with an O2 concentration of < 2%, led
to EEG changes and collapse in 9 to 12 seconds. Birds
removed from the chamber at 15 to 17 seconds failed
to respond to comb pinching. Continued exposure led
to convulsions at 20 to 24 seconds. Somatosensory-
evoked potentials were lost at 24 to 34 seconds, and
the EEG became isoelectric at 57 to 66 seconds.
Convulsion onset was after loss of consciousness (col-
lapse and loss of response to comb pinch), so this
would appear to be a humane method of euthanasia for
chickens.93 Despite the availability of some informa-
tion, there is still much about the use of N2/Ar that
needs to be investigated.

Advantages—(1) Nitrogen and Ar are readily avail-
able as compressed gases. (2) Hazards to personnel are
minimal.

Disadvantages—(1) Loss of consciousness is pre-
ceded by hypoxemia and ventilatory stimulation,
which may be distressing to the animal. (2)
Reestablishing a low concentration of O2 (ie, 6% or
greater) in the chamber before death will allow imme-
diate recovery.69

Recommendations—Nitrogen and Ar can be dis-
tressful to some species (eg, rats).85 Therefore, this
technique is conditionally acceptable only if O2 con-
centrations < 2% are achieved rapidly, and animals are
heavily sedated or anesthetized. With heavy sedation
or anesthesia, it should be recognized that death may
be delayed. Although N2 and Ar are effective, other
methods of euthanasia are preferable.

Carbon monoxide
Carbon monoxide (CO) is a colorless, odorless gas

that is nonflammable and nonexplosive unless concen-
trations exceed 10%. It combines with hemoglobin to
form carboxyhemoglobin and blocks uptake of O2 by
erythrocytes, leading to fatal hypoxemia.

In the past, mass euthanasia has been accom-
plished by use of 3 methods for generating CO: (1)
chemical interaction of sodium formate and sulfuric
acid, (2) exhaust fumes from idling gasoline internal
combustion engines, and (3) commercially compressed
CO in cylinders. The first 2 techniques are associated
with problems such as production of other gases,
achieving inadequate concentrations of carbon monox-
ide, inadequate cooling of the gas, and maintenance of
equipment. Therefore, the only acceptable source is
compressed CO in cylinders.

In a study by Ramsey and Eilmann,94 8% CO
caused guinea pigs to collapse in 40 seconds to 2 min-
utes, and death occurred within 6 minutes. Carbon
monoxide has been used to euthanatize mink80,90 and
chinchillas. These animals collapsed in 1 minute,
breathing ceased in 2 minutes, and the heart stopped
beating in 5 to 7 minutes.
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In a study evaluating the physiologic and behav-
ioral characteristics of dogs exposed to 6% CO in air,
Chalifoux and Dallaire95 could not determine the pre-
cise time of loss of consciousness. Electroenceph-
alographic recordings revealed 20 to 25 seconds of
abnormal cortical function prior to loss of conscious-
ness. It was during this period that the dogs became
agitated and vocalized. It is not known whether ani-
mals experience distress; however, humans in this
phase reportedly are not distressed.96 Subsequent stud-
ies have revealed that tranquilization with acepro-
mazine significantly decreases behavioral and physio-
logic responses of dogs euthanatized with CO.97

In a comparative study, CO from gasoline engine
exhaust and 70% CO2 plus 30% O2 were used to eutha-
natize cats. Euthanasia was divided into 3 phases.
Phase I was the time from initial contact to onset of
clinical signs (eg, yawning, staggering, or trembling).
Phase II extended from the end of phase I until recum-
bency, and phase III from the end of phase II until
death.54 The study revealed that signs of agitation
before loss of consciousness were greatest with CO2
plus O2. Convulsions occurred during phases II and III
with both methods. However, when the euthanasia
chamber was prefilled with CO (ie, exhaust fumes),
convulsions did not occur in phase III. Time to com-
plete immobilization was greater with CO2 plus O2
(approximately 90 seconds) than with CO alone
(approximately 56 seconds).54 In neonatal pigs, excita-
tion was more likely to precede loss of consciousness if
the pigs were exposed to a rapid rise in CO concentra-
tion. This agitation was reduced at lower flow rates, or
when CO was combined with nitrogen.98

In people, the most common symptoms of early
CO toxicosis are headache, dizziness, and weakness.
As concentrations of carboxyhemoglobin increase,
these signs may be followed by decreased visual acuity,
tinnitus, nausea, progressive depression, confusion,
and collapse.99 Because CO stimulates motor centers in
the brain, loss of consciousness may be accompanied
by convulsions and muscular spasms.

Carbon monoxide is a cumulative poison.96

Distinct signs of CO toxicosis are not evident until the
CO concentration is 0.05% in air, and acute signs do
not develop until the CO concentration is approxi-
mately 0.2% in air. In humans, exposure to 0.32% CO
and 0.45% CO for one hour will induce loss of con-
sciousness and death, respectively.100 Carbon monoxide
is extremely hazardous for personnel because it is
highly toxic and difficult to detect. Chronic exposure
to low concentrations of carbon monoxide may be a
health hazard, especially with regard to cardiovascular
disease and teratogenic effects.101-103 An efficient
exhaust or ventilatory system is essential to prevent
accidental exposure of humans.

Advantages—(1) Carbon monoxide induces loss of
consciousness without pain and with minimal discernible
discomfort. (2) Hypoxemia induced by CO is insidious,
so that the animal appears to be unaware. (3) Death
occurs rapidly if concentrations of 4 to 6% are used.

Disadvantages—(1) Safeguards must be taken to
prevent exposure of personnel. (2) Any electrical

equipment exposed to CO (eg, lights and fans) must be
explosion proof.

Recommendations—Carbon monoxide used for
individual animal or mass euthanasia is acceptable
for dogs, cats, and other small mammals, provided
that commercially compressed CO is used and the
following precautions are taken: (1) personnel using
CO must be instructed thoroughly in its use and
must understand its hazards and limitations; (2) the
CO chamber must be of the highest quality con-
struction and should allow for separation of individ-
ual animals; (3) the CO source and chamber must be
located in a well-ventilated environment, preferably
out of doors; (4) the chamber must be well lit and
have view ports that allow personnel direct observa-
tion of animals; (5) the CO flow rate should be ade-
quate to rapidly achieve a uniform CO concentra-
tion of at least 6% after animals are placed in the
chamber, although some species (eg, neonatal pigs)
are less likely to become agitated with a gradual rise
in CO concentration;98 and (6) if the chamber is
inside a room, CO monitors must be placed in the
room to warn personnel of hazardous concentra-
tions. It is essential that CO use be in compliance
with state and federal occupational health and safe-
ty regulations.

NONINHALANT PHARMACEUTICAL
AGENTS

The use of injectable euthanasia agents is the most
rapid and reliable method of performing euthanasia. It
is the most desirable method when it can be performed
without causing fear or distress in the animal. When
the restraint necessary for giving an animal an intra-
venous injection would impart added distress to the
animal or pose undue risk to the operator, sedation,
anesthesia, or an acceptable alternate route of adminis-
tration should be employed. Aggressive, fearful, wild,
or feral animals should be sedated or given a nonpara-
lytic immobilizing agent prior to intravenous adminis-
tration of the euthanasia agent.

When intravenous administration is considered
impractical or impossible, intraperitoneal administra-
tion of a nonirritating euthanasia agent is acceptable,
provided the drug does not contain neuromuscular
blocking agents. Intracardiac injection is acceptable
only when performed on heavily sedated, anesthetized,
or comatose animals. It is not considered acceptable in
awake animals, owing to the difficulty and unpre-
dictability of performing the injection accurately.
Intramuscular, subcutaneous, intrathoracic, intrapul-
monary, intrahepatic, intrarenal, intrasplenic, intrathe-
cal, and other nonvascular injections are not acceptable
methods of administering injectable euthanasia agents.

When injectable euthanasia agents are adminis-
tered into the peritoneal cavity, animals may be slow to
pass through stages I and II of anesthesia. Accordingly,
they should be placed in small cages in a quiet area to
minimize excitement and trauma. 

Barbituric acid derivatives
Barbiturates depress the central nervous system in

descending order, beginning with the cerebral cortex,
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with loss of consciousness progressing to anesthesia.
With an overdose, deep anesthesia progresses to apnea,
owing to depression of the respiratory center, which is
followed by cardiac arrest. 

All barbituric acid derivatives used for anesthesia
are acceptable for euthanasia when administered intra-
venously. There is a rapid onset of action, and loss of
consciousness induced by barbiturates results in mini-
mal or transient pain associated with venipuncture.
Desirable barbiturates are those that are potent, long-
acting, stable in solution, and inexpensive. Sodium
pentobarbital best fits these criteria and is most widely
used, although others such as secobarbital are also
acceptable.

Advantages—(1) A primary advantage of barbitu-
rates is speed of action. This effect depends on the
dose, concentration, route, and rate of the injection.
(2) Barbiturates induce euthanasia smoothly, with
minimal discomfort to the animal. (3) Barbiturates
are less expensive than many other euthanasia
agents.

Disadvantages—(1) Intravenous injection is neces-
sary for best results and requires trained personnel. (2)
Each animal must be restrained. (3) Current federal
drug regulations require strict accounting for barbitu-
rates and these must be used under the supervision of
personnel registered with the US Drug Enforcement
Administration (DEA). (4) An aesthetically objection-
able terminal gasp may occur in unconscious animals.
(5) These drugs tend to persist in the carcass and may
cause sedation or even death of animals that consume
the body.

Recommendations—The advantages of using barbi-
turates for euthanasia in small animals far outweigh
the disadvantages. Intravenous injection of a barbituric
acid derivative is the preferred method for euthanasia
of dogs, cats, other small animals, and horses.
Intraperitoneal injection may be used in situations
when an intravenous injection would be distressful or
even dangerous. Intracardiac injection must only be
used if the animal is heavily sedated, unconscious, or
anesthetized.

Pentobarbital combinations
Several euthanasia products are formulated to

include a barbituric acid derivative (usually sodium
pentobarbital), with added local anesthetic agents or
agents that metabolize to pentobarbital. Although
some of these additives are slowly cardiotoxic, this
pharmacologic effect is inconsequential. These combi-
nation products are listed by the DEA as Schedule III
drugs, making them somewhat simpler to obtain, store,
and administer than Schedule II drugs such as sodium
pentobarbital. The pharmacologic properties and rec-
ommended use of combination products that combine
sodium pentobarbital with lidocaine or phenytoin are
interchangeable with those of pure barbituric acid
derivatives.

A combination of pentobarbital with a neuro-
muscular blocking agent is not an acceptable
euthanasia agent.

Chloral hydrate
Chloral hydrate depresses the cerebrum slowly;

therefore, restraint may be a problem for some animals.
Death is caused by hypoxemia resulting from progres-
sive depression of the respiratory center, and may be
preceded by gasping, muscle spasms, and vocalization. 

Recommendations—Chloral hydrate is conditional-
ly acceptable for euthanasia of large animals only when
administered intravenously, and only after sedation to
decrease the aforementioned undesirable side effects.
Chloral hydrate is not acceptable for dogs, cats, and
other small animals because the side effects may be
severe, reactions can be aesthetically objectionable,
and other products are better choices.

T-61
T-61 is an injectable, nonbarbiturate, non-narcotic

mixture of 3 drugs used for euthanasia. These drugs
provide a combination of general anesthetic, curari-
form, and local anesthetic actions. T-61 has been with-
drawn from the market and is no longer manufactured
or commercially available in the United States. It is
available in Canada and other countries. T-61 should
be used only intravenously and at carefully monitored
rates of injection, because there is some question as to
the differential absorption and onset of action of the
active ingredients when administered by other routes.1

Tricaine methane sulfonate (MS 222, TMS)
MS 222 is commercially available as tricaine

methane sulfonate (TMS), which can be used for the
euthanasia of amphibians and fish. Tricaine is a benzoic
acid derivative and, in water of low alkalinity (< 50
mg/L as CaCo3); the solution should be buffered with
sodium bicarbonate.104 A 10 g/L stock solution can be
made, and sodium bicarbonate added to saturation,
resulting in a pH between 7.0 and 7.5 for the solution.
The stock solution should be stored in a dark brown
bottle, and refrigerated or frozen if possible. The solu-
tion should be replaced monthly and any time a brown
color is observed.105 For euthanasia, a concentration 
≥ 250 mg/L is recommended and fish should be left in
this solution for at least 10 minutes following cessation
of opercular movement.104 In the United States, there is
a 21-day withdrawal time for MS 222; therefore, it is not
appropriate for euthanasia of animals intended for food.

Potassium chloride in conjunction with
prior general anesthesia

Although unacceptable and condemned when
used in unanaesthetized animals, the use of a supersat-
urated solution of potassium chloride injected intra-
venously or intracardially in an animal under general
anesthesia is an acceptable method to produce cardiac
arrest and death. The potassium ion is cardiotoxic, and
rapid intravenous or intracardiac administration of 1 to
2 mmol/kg of body weight will cause cardiac arrest.
This is a preferred injectable technique for euthanasia
of livestock or wildlife species to reduce the risk of tox-
icosis for predators or scavengers in situations where
carcasses of euthanatized animals may be con-
sumed.106,107
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Advantages—(1) Potassium chloride is not a con-
trolled substance. It is easily acquired, transported, and
mixed in the field. (2) Potassium chloride, when used
with appropriate methods to render an animal uncon-
scious, results in a carcass that is potentially less toxic
for scavengers and predators in cases where carcass
disposal is impossible or impractical.

Disadvantage—Rippling of muscle tissue and
clonic spasms may occur on or shortly after injection.

Recommendations—It is of utmost importance that
personnel performing this technique are trained and
knowledgeable in anesthetic techniques, and are com-
petent in assessing anesthetic depth appropriate for
administration of potassium chloride intravenously.
Administration of potassium chloride intravenously
requires animals to be in a surgical plane of anesthesia
characterized by loss of consciousness, loss of reflex
muscle response, and loss of response to noxious stim-
uli. Saturated potassium chloride solutions are effec-
tive in causing cardiac arrest following rapid intracar-
diac or intravenous injection. Residual tissue concen-
trations of general anesthetics after anesthetic induc-
tion have not been documented. Whereas no scavenger
toxicoses have been reported with potassium chloride
in combination with a general anesthetic, proper car-
cass disposal should always be attempted to prevent
possible toxicosis by consumption of a carcass conta-
minated with general anesthetics.

Unacceptable injectable agents
When used alone, the injectable agents listed in

Appendix 4 (strychnine, nicotine, caffeine, magne-
sium sulfate, potassium chloride, cleaning agents, sol-
vents, disinfectants and other toxins or salts, and all
neuromuscular blocking agents) are unacceptable and
are absolutely condemned for use as euthanasia agents.

PHYSICAL METHODS
Physical methods of euthanasia include captive

bolt, gunshot, cervical dislocation, decapitation, elec-
trocution, microwave irradiation, kill traps, thoracic
compression, exsanguination, stunning, and pithing.
When properly used by skilled personnel with well-
maintained equipment, physical methods of euthana-
sia may result in less fear and anxiety and be more
rapid, painless, humane, and practical than other
forms of euthanasia. Exsanguination, stunning, and
pithing are not recommended as a sole means of
euthanasia, but should be considered adjuncts to other
agents or methods.

Some consider physical methods of euthanasia
aesthetically displeasing. There are occasions, however,
when what is perceived as aesthetic and what is most
humane are in conflict. Physical methods may be the
most appropriate method for euthanasia and rapid
relief of pain and suffering in certain situations.
Personnel performing physical methods of euthanasia
must be well trained and monitored for each type of
physical technique performed. That person must also
be sensitive to the aesthetic implications of the method
and inform onlookers about what they should expect
when possible.

Since most physical methods involve trauma, there
is inherent risk for animals and humans. Extreme care
and caution should be used. Skill and experience of per-
sonnel is essential. If the method is not performed cor-
rectly, animals and personnel may be injured.
Inexperienced persons should be trained by experienced
persons and should practice on carcasses or anesthetized
animals to be euthanatized until they are proficient in
performing the method properly and humanely. When
done appropriately, the panel considers most physical
methods conditionally acceptable for euthanasia.

Penetrating captive bolt
A penetrating captive bolt is used for euthanasia of

ruminants, horses, swine, laboratory rabbits, and
dogs.108 Its mode of action is concussion and trauma to
the cerebral hemisphere and brainstem.109,110 Captive
bolt guns are powered by gunpowder or compressed
air and must provide sufficient energy to penetrate the
skull of the species on which they are being used.109

Adequate restraint is important to ensure proper place-
ment of the captive bolt. A cerebral hemisphere and the
brainstem must be sufficiently disrupted by the projec-
tile to induce sudden loss of consciousness and subse-
quent death. Accurate placement of captive bolts for
various species has been described.109-112 A multiple pro-
jectile has been suggested as a more effective tech-
nique, especially for large cattle.109

A nonpenetrating captive bolt only stuns animals
and should not be used as a sole means of euthanasia
(see “Stunning” under “Adjunctive Methods”).

Advantage—The penetrating captive bolt is an
effective method of euthanasia for use in slaughter-
houses, in research facilities, and on the farm when use
of drugs is inappropriate.

Disadvantages—(1) It is aesthetically displeasing.
(2) Death may not occur if equipment is not main-
tained and used properly.

Recommendations—Use of the penetrating captive
bolt is an acceptable and practical method of euthana-
sia for horses, ruminants, and swine. It is conditional-
ly acceptable in other appropriate species. The non-
penetrating captive bolt must not be used as a sole
method of euthanasia.

Euthanasia by a blow to the head
Euthanasia by a blow to the head must be evaluat-

ed in terms of the anatomic features of the species on
which it is to be performed. A blow to the head can be
a humane method of euthanasia for neonatal animals
with thin craniums, such as young pigs, if a single
sharp blow delivered to the central skull bones with
sufficient force can produce immediate depression of
the central nervous system and destruction of brain tis-
sue. When properly performed, loss of consciousness
is rapid. The anatomic features of neonatal calves,
however, make a blow to the head in this species unac-
ceptable. Personnel performing euthanasia by use of a
blow to the head must be properly trained and moni-
tored for proficiency with this method of euthanasia,
and they must be aware of its aesthetic implications.
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Gunshot
A properly placed gunshot can cause immediate

insensibility and humane death. In some circum-
stances, a gunshot may be the only practical method of
euthanasia. Shooting should only be performed by
highly skilled personnel trained in the use of firearms
and only in jurisdictions that allow for legal firearm
use. Personnel, public, and nearby animal safety
should be considered. The procedure should be per-
formed outdoors and away from public access.

For use of a gunshot to the head as a method of
euthanasia in captive animals, the firearm should be
aimed so that the projectile enters the brain, causing
instant loss of consciousness.51,112-114 This must take into
account differences in brain position and skull confor-
mation between species, as well as the energy require-
ment for skull bone and sinus penetration.109,115

Accurate targeting for a gunshot to the head in various
species has been described.114,116-119 For wildlife and
other freely roaming animals, the preferred target area
should be the head. The appropriate firearm should be
selected for the situation, with the goal being penetra-
tion and destruction of brain tissue without emergence
from the contralateral side of the head.120 A gunshot to
the heart or neck does not immediately render animals
unconscious and thus is not considered to meet the
panel’s definition of euthanasia.121

Advantages—(1) Loss of consciousness is instanta-
neous if the projectile destroys most of the brain. (2)
Given the need to minimize stress induced by handling
and human contact, gunshot may at times be the most
practical and logical method of euthanasia of wild or
free-ranging species.

Disadvantages—(1) Gunshot may be dangerous to
personnel. (2) It is aesthetically unpleasant. (3) Under
field conditions, it may be difficult to hit the vital tar-
get area. (4) Brain tissue may not be able to be exam-
ined for evidence of rabies infection or chronic wasting
disease when the head is targeted.

Recommendations—When other methods cannot
be used, an accurately delivered gunshot is a condi-
tionally acceptable method of euthanasia.114,122-125 When
an animal can be appropriately restrained, the pene-
trating captive bolt is preferred to a gunshot. Prior to
shooting, animals accustomed to the presence of
humans should be treated in a calm and reassuring
manner to minimize anxiety. In the case of wild ani-
mals, gunshots should be delivered with the least
amount of prior human contact necessary. Gunshot
should not be used for routine euthanasia of animals in
animal control situations, such as municipal pounds or
shelters.

Cervical dislocation
Cervical dislocation is a technique that has been

used for many years and, when performed by well-
trained individuals, appears to be humane. However,
there are few scientific studies to confirm this observa-
tion. This technique is used to euthanatize poultry,
other small birds, mice, and immature rats and rabbits.
For mice and rats, the thumb and index finger are

placed on either side of the neck at the base of the skull
or, alternatively, a rod is pressed at the base of the skull.
With the other hand, the base of the tail or the hind
limbs are quickly pulled, causing separation of the cer-
vical vertebrae from the skull. For immature rabbits,
the head is held in one hand and the hind limbs in the
other. The animal is stretched and the neck is hyperex-
tended and dorsally twisted to separate the first cervi-
cal vertebra from the skull.72,111 For poultry, cervical dis-
location by stretching is a common method for mass
euthanasia, but loss of consciousness may not be
instantaneous.134

Data suggest that electrical activity in the brain
persists for 13 seconds following cervical dislocation,127

and unlike decapitation, rapid exsanguination does not
contribute to loss of consciousness.128,129

Advantages—(1) Cervical dislocation is a tech-
nique that may induce rapid loss of consciousness.84,127

(2) It does not chemically contaminate tissue. (3) It is
rapidly accomplished.

Disadvantages—(1) Cervical dislocation may be
aesthetically displeasing to personnel. (2) Cervical dis-
location requires mastering technical skills to ensure
loss of consciousness is rapidly induced. (3) Its use is
limited to poultry, other small birds, mice, and imma-
ture rats and rabbits. 

Recommendations—Manual cervical dislocation is
a humane technique for euthanasia of poultry, other
small birds, mice, rats weighing < 200 g, and rabbits
weighing < 1 kg when performed by individuals with a
demonstrated high degree of technical proficiency. In
lieu of demonstrated technical competency, animals
must be sedated or anesthetized prior to cervical dislo-
cation. The need for technical competency is greater in
heavy rats and rabbits, in which the large muscle mass
in the cervical region makes manual cervical disloca-
tion physically more difficult.130 In research settings,
this technique should be used only when scientifically
justified by the user and approved by the Institutional
Animal Care and Use Committee.

Those responsible for the use of this technique
must ensure that personnel performing cervical dislo-
cation techniques have been properly trained and con-
sistently apply it humanely and effectively.

Decapitation
Decapitation can be used to euthanatize rodents

and small rabbits in research settings. It provides a
means to recover tissues and body fluids that are chem-
ically uncontaminated. It also provides a means of
obtaining anatomically undamaged brain tissue for
study.131

Although it has been demonstrated that electrical
activity in the brain persists for 13 to 14 seconds fol-
lowing decapitation,132 more recent studies and reports
indicate that this activity does not infer the ability to
perceive pain, and in fact conclude that loss of con-
sciousness develops rapidly.127-129

Guillotines that are designed to accomplish decap-
itation in adult rodents and small rabbits in a uniform-
ly instantaneous manner are commercially available.
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Guillotines are not commercially available for neonatal
rodents, but sharp blades can be used for this purpose.

Advantages—(1) Decapitation is a technique that
appears to induce rapid loss of consciousness.127-129 (2)
It does not chemically contaminate tissues. (3) It is
rapidly accomplished.

Disadvantages—(1) Handling and restraint
required to perform this technique may be distressful
to animals.83 (2) The interpretation of the presence of
electrical activity in the brain following decapitation
has created controversy and its importance may still be
open to debate.127-129,132 (3) Personnel performing this
technique should recognize the inherent danger of the
guillotine and take adequate precautions to prevent
personal injury. (4) Decapitation may be aesthetically
displeasing to personnel performing or observing the
technique.

Recommendations—This technique is conditionally
acceptable if performed correctly, and it should be used
in research settings when its use is required by the
experimental design and approved by the Institutional
Animal Care and Use Committee. The equipment used
to perform decapitation should be maintained in good
working order and serviced on a regular basis to ensure
sharpness of blades. The use of plastic cones to restrain
animals appears to reduce distress from handling, min-
imizes the chance of injury to personnel, and improves
positioning of the animal in the guillotine.
Decapitation of amphibians, fish, and reptiles is
addressed elsewhere in this report.

Those responsible for the use of this technique
must ensure that personnel who perform decapitation
techniques have been properly trained to do so. 

Electrocution
Electrocution, using alternating current, has been

used as a method of euthanasia for species such as
dogs, cattle, sheep, swine, foxes, and mink.113,133-138

Electrocution induces death by cardiac fibrillation,
which causes cerebral hypoxia.135,137,139 However, ani-
mals do not lose consciousness for 10 to 30 seconds or
more after onset of cardiac fibrillation. It is imperative
that animals be unconscious before being electrocuted.
This can be accomplished by any acceptable means,
including electrical stunning.25 Although an effective,
1-step stunning and electrocution method has been
described for use in sheep and hogs, euthanasia by
electrocution in most species remains a 2-step proce-
dure.25,63,140

Advantages—(1) Electrocution is humane if the
animal is first rendered unconscious. (2) It does not
chemically contaminate tissues. (3) It is economical. 

Disadvantages—(1) Electrocution may be haz-
ardous to personnel. (2) When conventional single-
animal probes are used, it may not a useful method for
mass euthanasia because so much time is required per
animal. (3) It is not a useful method for dangerous,
intractable animals. (4) It is aesthetically objectionable
because of violent extension and stiffening of the
limbs, head, and neck. (5) It may not result in death in

small animals (< 5 kg) because ventricular fibrillation
and circulatory collapse do not always persist after ces-
sation of current flow. 

Recommendations—Euthanasia by electrocution
requires special skills and equipment that will ensure
passage of sufficient current through the brain to
induce loss of consciousness and cardiac fibrillation in
the 1-step method for sheep and hogs, or cardiac fib-
rillation in the unconscious animal when the 2-step
procedure is used. Although the method is condition-
ally acceptable if the aforementioned requirements are
met, its disadvantages far outweigh its advantages in
most applications. Techniques that apply electric cur-
rent from head to tail, head to foot, or head to moist-
ened metal plates on which the animal is standing are
unacceptable. 

Microwave irradiation
Heating by microwave irradiation is used pri-

marily by neurobiologists to fix brain metabolites in
vivo while maintaining the anatomic integrity of the
brain.141 Microwave instruments have been specifi-
cally designed for use in euthanasia of laboratory
mice and rats. The instruments differ in design from
kitchen units and may vary in maximal power out-
put from 1.3 to 10 kw. All units direct their
microwave energy to the head of the animal. The
power required to rapidly halt brain enzyme activity
depends on the efficiency of the unit, the ability to
tune the resonant cavity and the size of the rodent
head.142 There is considerable variation among
instruments in the time required for loss of con-
sciousness and euthanasia. A 10 kw, 2,450 MHz
instrument operated at a power of 9 kw will increase
the brain temperature of 18 to 28 g mice to 79 C in
330 ms, and the brain temperature of 250 to 420 g
rats to 94 C in 800 ms.143

Advantages—(1) Loss of consciousness is achieved
in less than 100 ms, and death in less than 1 second.
(2) This is the most effective method to fix brain tissue
in vivo for subsequent assay of enzymatically labile
chemicals.

Disadvantages—(1) Instruments are expensive. (2)
Only animals the size of mice and rats can be euthana-
tized with commercial instruments that are currently
available.

Recommendations—Microwave irradiation is a
humane method for euthanatizing small laboratory
rodents if instruments that induce rapid loss of con-
sciousness are used. Only instruments that are
designed for this use and have appropriate power and
microwave distribution can be used. Microwave ovens
designed for domestic and institutional kitchens are
absolutely unacceptable for euthanasia.

Thoracic (cardiopulmonary, cardiac) 
compression

Thoracic (cardiopulmonary, cardiac) compression
is used to euthanatize small- to medium-sized free-
ranging birds when alternate techniques described in
this report are not practical.144
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Advantages—(1) This technique is rapid. (2) It is
apparently painless. (3) It maximizes carcass use for
analytical/contaminant studies.

Disadvantages—(1) It may be considered aestheti-
cally unpleasant by onlookers. (2) The degree of dis-
tress is unknown.

Recommendations—Thoracic (cardiopulmonary,
cardiac) compression is a physical technique for avian
euthanasia that has applicability in the field when
other methods cannot be used. It is accomplished by
bringing the thumb and forefinger of one hand under
the bird’s wing from the posterior and placing them
against the ribs.144 The forefinger of the other hand is
placed against the ventral edge of the sternum, just
below the furculum. All fingers are brought together
forcefully and held under pressure to stop the heart
and lungs. Loss of consciousness and death develop
quickly. Proper training is needed in the use of this
technique to avoid trauma to the bird.
Cardiopulmonary compression is not appropriate for
laboratory settings, for large or diving birds,144 or for
other species.

Kill traps
Mechanical kill traps are used for the collection

and killing of small, free-ranging mammals for com-
mercial purposes (fur, skin, or meat), scientific pur-
poses, to stop property damage, and to protect
human safety. Their use remains controversial, and
the panel recognizes that kill traps do not always ren-
der a rapid or stress-free death consistent with crite-
ria for euthanasia found elsewhere in this document.
For this reason, use of live traps followed by other
methods of euthanasia is preferred. There are a few
situations when that is not possible or when it may
actually be more stressful to the animals or danger-
ous to humans to use live traps. Although newer
technologies are improving kill trap performance in
achieving loss of consciousness quickly, individual
testing is recommended to be sure the trap is work-
ing properly.145 If kill traps must be used, the most
humane available must be chosen,146-148 as evaluated
by use of International Organization for
Standardization (ISO) testing procedures,149 or by the
methods of Gilbert,150 Proulx et al,151,152 or Hiltz and
Roy.153

To reach the required level of efficiency, traps may
need to be modified from manufacturers production
standards. In addition, as specified in scientific studies,
trap placement (ground versus tree sets), bait type, set
location, selectivity apparatus, body placement modi-
fying devices (eg, sidewings, cones), trigger sensitivity,
and trigger type, size, and conformation are essential
considerations that could affect a kill trap’s ability to
reach these standards.

Several kill traps, modifications, and set specifics
have been scientifically evaluated and found to meet the
aforereferenced standards for various species.151,152,154-167

Advantage—Free-ranging small mammals may be
killed with minimal distress associated with handling
and human contact.

Disadvantages—(1) Traps may not afford death
within acceptable time periods. (2) Selectivity and effi-
ciency is dependent on the skill and proficiency of the
operator.

Recommendations—Kill traps do not always meet
the panel’s criteria for euthanasia. At the same time, it
is recognized that they can be practical and effective for
scientific animal collection when used in a manner that
ensures selectivity, a swift kill, no damage to body parts
needed for field research, and minimal potential for
injury of nontarget species.168,169 Traps need to be
checked at least once daily. In those instances when an
animal is wounded or captured but not dead, the ani-
mal must be killed quickly and humanely. Kill traps
should be used only when other acceptable techniques
are impossible or have failed. Traps for nocturnal
species should not be activated during the day to avoid
capture of diurnal species.168 Trap manufacturers
should strive to meet their responsibility of minimizing
pain and suffering in target species.

Adjunctive methods
Stunning and pithing, when properly done, induce

loss of consciousness but do not ensure death.
Therefore, these methods must be used only in con-
junction with other procedures,123 such as pharmaco-
logic agents, exsanguination, or decapitation to eutha-
natize the animal.

EXSANGUINATION
Exsanguination can be used to ensure death sub-

sequent to stunning, or in otherwise unconscious ani-
mals. Because anxiety is associated with extreme hypo-
volemia, exsanguination must not be used as a sole
means of euthanasia.170 Animals may be exsanguinated
to obtain blood products, but only when they are
sedated, stunned, or anesthetized.171

STUNNING
Animals may be stunned by a blow to the head, by

use of a nonpenetrating captive bolt, or by use of elec-
tric current. Stunning must be followed immediately
by a method that ensures death. With stunning, evalu-
ating loss of consciousness is difficult, but it is usually
associated with a loss of the menace or blink response,
pupillary dilatation, and a loss of coordinated move-
ments. Specific changes in the electroencephalogram
and a loss of visually evoked responses are also thought
to indicate loss of consciousness.60,172

Blow to the head—Stunning by a blow to the head
is used primarily in small laboratory animals with thin
craniums.9,173-175 A single sharp blow must be delivered to
the central skull bones with sufficient force to produce
immediate depression of the central nervous system.
When properly done, consciousness is lost rapidly.

Nonpenetrating captive bolt—A nonpenetrating
captive bolt may be used to induce loss of conscious-
ness in ruminants, horses, and swine. Signs of effective
stunning by captive bolt are immediate collapse and a
several second period of tetanic spasm, followed by
slow hind limb movements of increasing frequency.60,176
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Other aspects regarding use of the nonpenetrating cap-
tive bolt are similar to the use of a penetrating captive
bolt, as previously described.

Electrical stunning—Alternating electrical current
has been used for stunning species such as dogs, cattle,
sheep, goats, hogs, fish and chickens.133,134,140,177,178

Experiments with dogs have identified a need to direct
the electrical current through the brain to induce rapid
loss of consciousness. In dogs, when electricity passes
only between fore- and hind limbs or neck and feet, it
causes the heart to fibrillate but does not induce sud-
den loss of consciousness.139 For electrical stunning of
any animal, an apparatus that applies electrodes to
opposite sides of the head, or in another way directs
electrical current immediately through the brain, is
necessary to induce rapid loss of consciousness.
Attachment of electrodes and animal restraint can pose
problems with this form of stunning. Signs of effective
electrical stunning are extension of the limbs,
opisthotonos, downward rotation of the eyeballs, and
tonic spasm changing to clonic spasm, with eventual
muscle flaccidity.

Electrical stunning should be followed promptly
by electrically induced cardiac fibrillation, exsanguina-
tion, or other appropriate methods to ensure death.
Refer to the section on electrocution for additional
information.

PITHING
In general, pithing is used as an adjunctive proce-

dure to ensure death in an animal that has been ren-
dered unconscious by other means. For some species,
such as frogs, with anatomic features that facilitate easy
access to the central nervous system, pithing may be
used as a sole means of euthanasia, but an anesthetic
overdose is a more suitable method.

SPECIAL CONSIDERATIONS

Equine euthanasia
Pentobarbital or a pentobarbital combination is

the best choice for equine euthanasia. Because a large
volume of solution must be injected, use of an intra-
venous catheter placed in the jugular vein will facilitate
the procedure. To facilitate catheterization of an
excitable or fractious animal, a tranquilizer such as
acepromazine, or an alpha-2 adrenergic agonist can be
administered, but these drugs may prolong time to loss
of consciousness because of their effect on circulation
and may result in varying degrees of muscular activity
and agonal gasping. Opioid agonists or agonist/antago-
nists in conjunction with alpha-2 adrenergic agonists
may further facilitate restraint.

In certain emergency circumstances, such as
euthanasia of a horse with a serious injury at a race-
track, it may be difficult to restrain a dangerous horse
or other large animal for intravenous injection. The
animal might cause injury to itself or to bystanders
before a sedative could take effect. In such cases, the
animal can be given a neuromuscular blocking agent
such as succinylcholine, but the animal must be eutha-
natized with an appropriate technique as soon as the

animal can be controlled. Succinylcholine alone or
without sufficient anesthetic must not be used for
euthanasia.

Physical methods, including gunshot, are consid-
ered conditionally acceptable techniques for equine
euthanasia. The penetrating captive bolt is acceptable
with appropriate restraint.

Animals intended for human 
or animal food

In euthanasia of animals intended for human or ani-
mal food, chemical agents that result in tissue residues
cannot be used, unless they are approved by the US Food
and Drug Administration.179 Carbon dioxide is the only
chemical currently used for euthanasia of food animals
(primarily swine) that does not result in tissue residues.
Physical techniques are commonly used for this reason.
Carcasses of animals euthanatized by barbituric acid
derivatives or other chemical agents may contain poten-
tially harmful residues. These carcasses should be dis-
posed of in a manner that will prevent them from being
consumed by human beings or animals.

Selection of a proper euthanasia technique for free-
ranging wildlife must take into account the possibility
of consumption of the carcass of the euthanatized ani-
mal by nontarget predatory or scavenger species.
Numerous cases of toxicosis and death attributable to
ingestion of pharmaceutically contaminated carcasses
in predators and scavengers have been reported.107

Proper carcass disposal must be a part of any euthana-
sia procedure under free-range conditions where there
is potential for consumption toxicity. When carcasses
are to be left in the field, a gunshot to the head, pene-
trating captive bolt, or injectable agents that are non-
toxic (potassium chloride in combination with a non-
toxic general anesthetic) should be used so that the
potential for scavenger or predator toxicity is lessened.

Euthanasia of nonconventional species:
zoo, wild, aquatic, and ectothermic animals

Compared with objective information on compan-
ion, farm, and laboratory animals, euthanasia of
species such as zoo, wild, aquatic, and ectothermic ani-
mals has been studied less, and guidelines are more
limited. Irrespective of the unique or unusual features
of some species, whenever it becomes necessary to
euthanatize an animal, death must be induced as pain-
lessly and quickly as possible.

When selecting a means of euthanasia for these
species, factors and criteria in addition to those previous-
ly discussed must be considered. The means selected will
depend on the species, size, safety aspects, location of the
animals to be euthanatized, and experience of personnel.
Whether the animal to be euthanatized is in the wild, in
captivity, or free-roaming are major considerations.
Anatomic differences must be considered. For example,
amphibians, fish, reptiles, and marine mammals differ
anatomically from domestic species. Veins may be diffi-
cult to locate. Some species have a carapace or other
defensive anatomic adaptations (eg, quills, scales, spines).
For physical methods, access to the central nervous sys-
tem may be difficult because the brain may be small and
difficult to locate by inexperienced persons.
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ZOO ANIMALS
For captive zoo mammals and birds with related

domestic counterparts, many of the means described
previously are appropriate. However, to minimize
injury to persons or animals, additional precautions
such as handling and physical or chemical restraint are
important considerations.16

WILDLIFE
For wild and feral animals, many recommended

means of euthanasia for captive animals are not feasi-
ble. The panel recognizes there are situations involving
free-ranging wildlife when euthanasia is not possible
from the animal or human safety standpoint, and
killing may be necessary. Conditions found in the field,
although more challenging than those that are con-
trolled, do not in any way reduce or minimize the eth-
ical obligation of the responsible individual to reduce
pain and distress to the greatest extent possible during
the taking of an animal’s life. Because euthanasia of
wildlife is often performed by lay personnel in remote
settings, guidelines are needed to assist veterinarians,
wildlife biologists, and wildlife health professionals in
developing humane protocols for euthanasia of
wildlife.

In the case of free-ranging wildlife, personnel may
not be trained in the proper use of remote anesthesia,
proper delivery equipment may not be available, per-
sonnel may be working alone in remote areas where
accidental exposure to potent anesthetic medications
used in wildlife capture would present a risk to human
safety, or approaching the animal within a practical
darting distance may not be possible. In these cases,
the only practical means of animal collection may be
gunshot and kill trapping.13,180-184 Under these condi-
tions, specific methods chosen must be as age-,
species-, or taxonomic/class-specific as possible. The
firearm and ammunition should be appropriate for the
species and purpose. Personnel should be sufficiently
skilled to be accurate, and they should be experienced
in the proper and safe use of firearms, complying with
laws and regulations governing their possession and
use.

Behavioral responses of wildlife or captive nontra-
ditional species (zoo) in close human contact are very
different from those of domestic animals. These ani-
mals are usually frightened and distressed. Thus, min-
imizing the amount, degree, and/or cognition of
human contact during procedures that require han-
dling is of utmost importance. Handling these animals
often requires general anesthesia, which provides loss
of consciousness and which relieves distress, anxiety,
apprehension, and perception of pain. Even though the
animal is under general anesthesia, minimizing audito-
ry, visual, and tactile stimulation will help ensure the
most stress-free euthanasia possible. With use of gen-
eral anesthesia, there are more methods for euthanasia
available.

A 2-stage euthanasia process involving general
anesthesia, tranquilization, or use of analgesics, fol-
lowed by intravenous injectable pharmaceuticals,
although preferred, is often not practical. Injectable
anesthetics are not always legally or readily available to

those working in nuisance animal control, and the dis-
tress to the animal induced by live capture, transport
to a veterinary facility, and confinement in a veterinary
hospital prior to euthanasia must be considered in
choosing the most humane technique for the situation
at hand. Veterinarians providing support to those
working with injured or live-trapped, free-ranging
animals should take capture, transport, handling dis-
tress, and possible carcass consumption into consider-
ation when asked to assist with euthanasia.
Alternatives to 2-stage euthanasia using anesthesia
include a squeeze cage with intraperitoneal injection
of sodium pentobarbital, inhalant agents (CO2 cham-
ber, CO chamber), and gunshot. In cases where
preeuthanasia anesthetics are not available, intraperi-
toneal injections of sodium pentobarbital, although
slower in producing loss of consciousness, should be
considered preferable over intravenous injection, if
restraint will cause increased distress to the animal or
danger to the operator.

Wildlife species may be encountered under a
variety of situations. Euthanasia of the same species
under different conditions may require different tech-
niques. Even in a controlled setting, an extremely
fractious large animal may threaten the safety of the
practitioner, bystanders, and itself. When safety is in
question and the fractious large animal, whether wild,
feral, or domestic, is in close confinement, neuro-
muscular blocking agents may be used immediately
prior to the use of an acceptable form of euthanasia.
For this technique to be humane, the operator must
ensure they will gain control over the animal and per-
form euthanasia before distress develops.
Succinylcholine is not acceptable as a method of
restraint for use in free-ranging wildlife because ani-
mals may not be retrieved rapidly enough to prevent
neuromuscular blocking agent-induced respiratory
distress or arrest.185

DISEASED, INJURED, OR LIVE-CAPTURED WILDLIFE
OR FERAL SPECIES

Euthanasia of diseased, injured, or live-trapped
wildlife should be performed by qualified profession-
als. Certain cases of wildlife injury (eg, acute, severe
trauma from automobiles) may require immediate
action, and pain and suffering in the animal may be
best relieved most rapidly by physical methods includ-
ing gunshot or penetrating captive bolt followed by
exsanguination.

BIRDS
Many techniques discussed previously in this

report are suitable for euthanasia of captive birds
accustomed to human contact. Free-ranging birds may
be collected by a number of methods, including nets
and live traps, with subsequent euthanasia. For collec-
tion by firearm, shotguns are recommended. The bird
should be killed outright by use of ammunition loads
appropriate for the species to be collected. Wounded
birds should be killed quickly by appropriate tech-
niques previously described. Large birds should be
anesthetized prior to euthanasia, using general anes-
thetics.
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AMPHIBIANS, FISH, AND REPTILES
Euthanasia of ectothermic animals must take into

account differences in their metabolism, respiration,
and tolerance to cerebral hypoxia. In addition, it is
often more difficult to ascertain when an animal is
dead. Some unique aspects of euthanasia of amphib-
ians, fishes, and reptiles have been described.13,51,186,187

Injectable agents—Sodium pentobarbital (60 to
100 mg/kg of body weight) can be administered intra-
venously, intraabdominally, or intrapleuroperitoneally
in most ectothermic animals, depending on anatomic
features. Subcutaneous lymph spaces may also be used
in frogs and toads. Time to effect may be variable, with
death occurring in up to 30 minutes.1,187,188 Barbiturates
other than pentobarbital can cause pain on injection.189

Clove oil—Because adequate and appropriate clin-
ical trials have not been performed on fish to evaluate
its effects, use of clove oil is not acceptable.

External or topical agents—Tricaine methane sul-
fonate (TMS, MS-222) may be administered by various
routes to euthanatize. For fish and amphibians, this
chemical may be placed in water.190-193 Large fish may be
removed from the water, a gill cover lifted, and a con-
centrated solution from a syringe flushed over the gills.
MS 222 is acidic and in concentrations ≥ 500 mg/L
should be buffered with sodium bicarbonate to satura-
tion resulting in a solution pH of 7.0 to 7.5.105 MS 222
may also be injected into lymph spaces and pleu-
roperitoneal cavities.194 These are effective but expen-
sive means of euthanasia.

Benzocaine hydrochloride, a compound similar to
TMS, may be used as a bath or in a recirculation system
for euthanasia of fish184 or amphibians.13 Benzocaine is
not water soluble and therefore is prepared as a stock
solution (100 g/L), using acetone or ethanol, which
may be irritating to fish tissues. In contrast, benzocaine
hydrochloride is water soluble and can be used direct-
ly for anesthesia or euthanasia.105 A concentration 
≥ 250 mg/L can be used for euthanasia. Fish should be
left in the solution for at least 10 minutes following
cessation of opercular movement.104

The anesthetic agent 2-phenoxyethanol is used at
concentrations of 0.5 to 0.6 ml/L or 0.3 to 0.4 mg/L for
euthanasia of fish. Death is caused by respiratory col-
lapse. As with other agents, fish should be left in solu-
tion for 10 minutes following cessation of opercular
movement.195,196

Inhalant agents—Many reptiles and amphibians,
including chelonians, are capable of holding their
breath and converting to anaerobic metabolism, and
can survive long periods of anoxia (up to 27 hours for
some species).197-202 Because of this ability to tolerate
anoxia, induction of anesthesia and time to loss of con-
sciousness may be greatly prolonged when inhalants
are used. Death in these species may not occur even
after prolonged inhalant exposure.203 Lizards, snakes,
and fish do not hold their breath to the same extent
and can be euthanatized by use of inhalant agents.

Carbon dioxide—Amphibians,1 reptiles,1 and
fish203-205 may be euthanatized with CO2. Loss of con-

sciousness develops rapidly, but exposure times
required for euthanasia are prolonged. This technique
is more effective in active species and those with less
tendency to hold their breath.

Physical methods—Line drawings of the head of
various amphibians and reptiles, with recommended
locations for captive bolt or firearm penetration, are
available.13 Crocodilians and other large reptiles can
also be shot through the brain.51

Decapitation with heavy shears or a guillotine is
effective for some species that have appropriate
anatomic features. It has been assumed that stopping
blood supply to the brain by decapitation causes rapid
loss of consciousness. Because the central nervous sys-
tem of reptiles, fish, and amphibians is tolerant to
hypoxic and hypotensive conditions,13 decapitation
must be followed by pithing.188

Two-stage euthanasia procedures—Propofol and
ultrashort-acting barbiturates may be used for these
species to produce rapid general anesthesia prior to
final administration of euthanasia.

In zoos and clinical settings, neuromuscular
blocking agents are considered acceptable for restraint
of reptiles if given immediately prior to administration
of a euthanatizing agent.

Most amphibians, fishes, and reptiles can be
euthanatized by cranial concussion (stunning) fol-
lowed by decapitation, pithing, or some other physical
method.

Severing the spinal cord behind the head by
pithing is an effective method of killing some
ectotherms. Death may not be immediate unless both
the brain and spinal cord are pithed. For these animals,
pithing of the spinal cord should be followed by decap-
itation and pithing of the brain or by another appro-
priate procedure. Pithing requires dexterity and skill
and should only be done by trained personnel. The
pithing site in frogs is the foramen magnum, and it is
identified by a slight midline skin depression posterior
to the eyes with the neck flexed.187

Cooling—It has been suggested that, when using
physical methods of euthanasia in ectothermic species,
cooling to 4 C will decrease metabolism and facilitate
handling, but there is no evidence that whole body
cooling reduces pain or is clinically efficacious.206 Local
cooling in frogs does reduce nociception, and this may
be partly opioid mediated. 207 Immobilization of reptiles
by cooling is considered inappropriate and inhumane
even if combined with other physical or chemical
methods of euthanasia. Snakes and turtles, immobi-
lized by cooling, have been killed by subsequent freez-
ing. This method is not recommended.13 Formation of
ice crystals on the skin and in tissues of an animal may
cause pain or distress. Quick freezing of deeply anes-
thetized animals is acceptable.208

MARINE MAMMALS
Barbiturates or potent opioids (eg, etorphine

hydrochloride [M 99] and carfentanil) are the agents of
choice for euthanasia of marine mammals,209 although
it is recognized their use is not always possible and can
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be potentially dangerous to personnel. An accurately
placed gunshot may also be a conditionally acceptable
method of euthanasia for some species and sizes of
stranded marine mammals.51,209,210

For stranded whales or other large cetaceans or
pinnipeds, succinylcholine chloride in conjunction
with potassium chloride, administered intravenously
or intraperitoneally, has been used.211 This method,
which is not an acceptable method of euthanasia as
defined in this report, leads to complete paralysis of the
respiratory musculature and eventual death attribut-
able to hypoxemia.209 This method may be more
humane than allowing the stranded animal to suffocate
over a period of hours or days if no other options are
available.

Euthanasia of animals raised 
for fur production

Animals raised for fur are usually euthanatized
individually at the location where they are raised.
Although any handling of these species constitutes a
stress, it is possible to minimize this by euthanatizing
animals in or near their cages. For the procedures
described below, please refer to previous sections for
more detailed discussion.

Carbon monoxide—For smaller species, CO
appears to be an adequate method for euthanasia.
Compressed CO is delivered from a tank into an
enclosed cage that can be moved adjacent to holding
cages. Using the apparatus outside reduces the risk to
humans; however, people using this method should
still be made aware of the dangers of CO. Animals
introduced into a chamber containing 4% CO lost con-
sciousness in 64 ± 14 seconds and were dead within
215 ± 45 seconds.80 In a study involving electroen-
cephalography of mink being euthanatized with 3.5%
CO, the mink were comatose in 21 ± 7 seconds.212 Only
1 animal should be introduced into the chamber at a
time, and death should be confirmed in each case.

Carbon dioxide—Administration of CO2 is also a
good euthanasia method for smaller species and is less
dangerous than CO for personnel operating the sys-
tem. When exposed to 100% CO2, mink lost con-
sciousness in 19 ± 4 seconds and were dead within 153
± 10 seconds. When 70% CO2 was used with 30% O2,
mink were unconscious in 28 seconds, but they were
not dead after a 15-minute exposure.80 Therefore, if
animals are first stunned by 70% CO2, they should be
killed by exposure to 100% CO2 or by some other
means. As with carbon monoxide, only one animal
should be introduced into the chamber at a time.

Barbiturates—Barbiturate overdose is an accept-
able procedure for euthanasia of many species of ani-
mals raised for fur. The drug is injected intraperi-
toneally and the animal slowly loses consciousness. It
is important that the death of each animal be con-
firmed following barbiturate injection. Barbiturates
will contaminate the carcass; therefore the skinned car-
cass cannot be used for animal food.

Electrocution—Electrocution has been used for
killing foxes and mink.135 The electric current must

pass through the brain to induce loss of consciousness
before electricity is passed through the rest of the body.
Electrical stunning should be followed by euthanasia,
using some other technique. Cervical dislocation has
been used in mink and other small animals and should
be done within 20 seconds of electrical stunning.213 Use
of a nose-to-tail or nose-to-foot method135 alone may
kill the animal by inducing cardiac fibrillation, but the
animal may be conscious for a period of time before
death. Therefore, these techniques are unacceptable.

Prenatal and neonatal euthanasia
When ovarian hysterectomies are performed,

euthanasia of feti should be accomplished as soon as
possible after removal from the dam. Neonatal animals
are relatively resistant to hypoxia.44,214

Mass euthanasia
Under unusual conditions, such as disease eradi-

cation and natural disasters, euthanasia options may be
limited. In these situations, the most appropriate tech-
nique that minimizes human and animal health con-
cerns must be used. These options include, but are not
limited to, CO2 and physical methods such as gunshot,
penetrating captive bolt, and cervical dislocation.

POSTFACE
This report summarizes contemporary scientific

knowledge on euthanasia in animals and calls atten-
tion to the lack of scientific reports assessing pain, dis-
comfort, and distress in animals being euthanatized.
Many reports on various methods of euthanasia are
either anecdotal, testimonial narratives, or unsubstan-
tiated opinions and are, therefore, not cited in this
report. The panel strongly endorses the need for well-
designed experiments to more fully determine the
extent to which each procedure meets the criteria used
for judging methods of euthanasia.

Each means of euthanasia has advantages and disad-
vantages. It is unlikely that, for each situation, any means
will meet all desirable criteria. It is also impractical for
this report to address every potential circumstance in
which animals are to be euthanatized. Therefore, the use
of professional judgment is imperative.

Failure to list or recommend a means of euthana-
sia in this report does not categorically condemn its
use. There may occasionally be special circumstances
or situations in which other means may be acceptable.
For research animals, these exceptions should be care-
fully considered by the attending veterinarian and the
Institutional Animal Care and Use Committee. In other
settings, professional judgment should be used. 

The panel discourages the use of unapproved
products for euthanasia, unless the product has a clear-
ly understood mechanism of action and pharmacoki-
netics, and studies published in the literature that sci-
entifically verify and justify its use. Those responsible
for euthanasia decisions have a critically important
responsibility to carefully assess any new technique,
method, or device, using the panel’s criteria. In the
absence of definitive proof or reasonable expectation,
the best interest of the animal should guide the deci-
sion process.
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References cited in this report do not represent a
comprehensive bibliography on all methods of
euthanasia. Persons interested in additional informa-
tion on a particular aspect of animal euthanasia are
encouraged to contact the Animal Welfare Information
Center, National Agricultural Library, 10301 Baltimore
Blvd, Beltsville, MD 20705.

The Panel on Euthanasia is fully committed to the
concept that, whenever it becomes necessary to kill
any animal for any reason whatsoever, death should be
induced as painlessly and quickly as possible. It has
been our charge to develop workable guidelines for
veterinarians needing to address this problem, and it is
our sincere desire that these guidelines be used consci-
entiously by all animal care providers. We consider this
report to be a work in progress with new editions war-
ranted as results of more scientific studies are pub-
lished.

Acknowledgment: The panel acknowledges the assistance of
Ms. Julie Horvath and Dr. David Granstrom in coordinating the
preparation and circulation of various drafts of the report. The panel
also acknowledges and thanks Dr. Laurence Roy, Dr. Leah Greer, and
the many other individuals and organizations that provided valuable
review, criticism, and input to the panel through the many drafts of
the report. The research and humane communities were especially
helpful in shaping important changes and additions to the report.
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Appendix 1
Agents and methods of euthanasia by species (refer to Appendix 4 for unacceptable agents and methods.)

Acceptable* Conditionally acceptable†
(refer to Appendix 2 (refer to Appendix 3

Species and text for details) and text for details)

Barbiturates, inhalant anesthetics (in appropriate species),
CO2, CO, tricaine methane sulfonate (TMS, MS 222), ben-

zocaine hydrochloride, double pithing

Barbiturates, inhalant anesthetics, CO2, CO, 
gunshot  (free-ranging only)

Barbiturates, inhalant anesthetics, CO2, CO, potassium 
chloride in conjunction with general anesthesia

Barbiturates, inhalant anesthetics, CO2, CO, potassium 
chloride in conjunction with general anesthesia

Barbiturates, inhalant anesthetics, CO2, tricaine methane 
sulfonate (TMS, MS 222), benzocaine hydrochloride, 
2-phenoxyethanol

Barbiturates, potassium chloride in conjunction with 
general anesthesia, penetrating captive bolt

Barbiturates, etorphine hydrochloride

Barbiturates, inhalant anesthetics, CO2 (mink require high 
concentrations for euthanasia without supplemental 
agents), CO, potassium chloride in conjunction with 
general anesthesia

Barbiturates

Barbiturates, inhalant anesthetics, CO2, CO, potassium 
chloride in conjunction with general anesthesia

Barbiturates, inhalant anesthetics (in appropriate species),
CO2 (in appropriate species)

Barbiturates, inhalant anesthetics, CO2, CO, potassium
chloride in conjunction with general anesthesia,
microwave irradiation

Barbiturates, potassium chloride in conjunction with 
general anesthesia, penetrating captive bolt

Barbiturates, CO2, potassium chloride in conjunction with 
general anesthesia, penetrating captive bolt

Barbiturates, inhalant anesthetics, CO2, CO, potassium 
chloride in conjunction with general anesthesia

Barbiturates IV or IP, inhalant anesthetics, potassium 
chloride in conjunction with general anesthesia

Penetrating captive bolt, gunshot, stunning and decapitation, 
decapitation and pithing

N2, Ar, cervical dislocation, decapitation, 
thoracic compression (small, free-ranging only)

N2, Ar

N2, Ar, penetrating captive bolt, electrocution

Decapitation and pithing, stunning and decapitation/pithing

Chloral hydrate (IV, after sedation), gunshot, electrocution

Gunshot (cetaceans < 4 meters long)

N2, Ar, electrocution followed by cervical dislocation

Inhalant anesthetics, CO2, CO, N2, Ar

N2, Ar, cervical dislocation (< 1 kg), decapitation, penetrating 
captive bolt

Penetrating captive bolt, gunshot, decapitation and pithing, stun-
ning and decapitation

Methoxyflurane, ether, N2, Ar, cervical dislocation (rats < 200 g),
decapitation

Chloral hydrate (IV, after sedation), gunshot, electrocution

Inhalant anesthetics, CO, chloral hydrate (IV, after sedation), 
gunshot, electrocution, blow to the head (< 3 weeks of age)

N2, Ar, penetrating captive bolt, gunshot

CO2, CO, N2, Ar, penetrating captive bolt, gunshot, 
kill traps (scientifically tested)

Amphibians

Birds

Cats

Dogs

Fish

Horses

Marine mammals

Mink, fox, and other mammals 
produced for fur

Nonhuman primates

Rabbits

Reptiles

Rodents and other small mammals

Ruminants

Swine

Zoo animals

Free-ranging wildlife

*Acceptable methods are those that consistently produce a humane death when used as the sole means of euthanasia. †Conditionally acceptable methods are those that by
the nature of the technique or because of greater potential for operator error or safety hazards might not consistently produce humane death or are methods not well docu-
mented in the scientific literature.

Continued on next page.
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Ease Safety Efficacy
Agent Classification Mode of action Rapidity of performance for personnel Species suitability and comments

Appendix 2
Acceptable agents and methods of euthanasia—characteristics and modes of action (refer to text for details)

Barbiturates

Benzocaine
hydrochloride

Carbon dioxide
(bottled gas
only)

Carbon monoxide
(bottled gas
only)

Inhalant anes-
thetics

Microwave irradi-
ation

Penetrating cap-
tive bolt

2-Phenoxyethanol

Potassium chlo-
ride (intracar-
dially or intra-
venously in
conjunction
with general
anesthesia
only)

Tricaine methane
sulfonate (TMS,
MS 222)

Hypoxia attributable
to depression of
vital centers

Hypoxia attributable
to depression of
vital centers

Hypoxia attributable
to depression of
vital centers

Hypoxia

Hypoxia attributable
to depression of
vital centers

Brain enzyme inacti-
vation

Physical damage to
brain

Hypoxia attributable
to depression of
vital centers

Hypoxia

Hypoxia attributable
to depression of
vital centers

Direct depression of cerebral cor-
tex, subcortical structures, and
vital centers; direct depression
of heart muscle 

Depression of CNS

Direct depression of cerebral cor-
tex, subcortical structures, and
vital centers; direct depression
of heart muscle

Combines with hemoglobin, pre-
venting its combination with oxy-
gen

Direct depression of cerebral cor-
tex, subcortical structures, and
vital centers

Direct inactivation of brain
enzymes by rapid heating of
brain

Direct concussion of brain tissue

Depression of CNS

Direct depression of cerebral cor-
tex, subcortical structures, and
vital centers secondary to car-
diac arrest.

Depression of CNS

Rapid onset of
anesthesia

Very rapid,
depending on
dose

Moderately rapid

Moderate onset
time, but insidi-
ous so animal
is unaware of
onset

Moderately rapid
onset of anes-
thesia, excita-
tion may de-
velop during in-
duction

Very rapid

Rapid

Very rapid,
depending on
dose

Rapid

Very rapid,
depending on
dose

Animal must be restrained; per-
sonnel must be skilled to per-
form IV injection

Easily used

Used in closed container

Requires appropriately main-
tained equipment

Easily performed with closed
container; can be adminis-
tered to large animals by
means of a mask

Requires training and highly
specialized equipment

Requires skill, adequate
restraint, and proper place-
ment of captive bolt

Easily used

Requires training and special-
ized equipment for remote
injection anesthesia, and abil-
ity to give IV injection of
potassium chloride

Easily used

Safe except human
abuse potential;
DEA-controlled sub-
stance

Safe

Minimal hazard

Extremely hazardous,
toxic, and difficult to
detect

Must be properly scav-
enged or vented to
minimize exposure to
personnel

Safe

Safe

Safe

Anesthetics may be
hazardous with acci-
dental human expo-
sure

Safe

Most species

Fish, amphibians

Small laboratory animals, birds,
cats, small dogs, rabbits, mink
(high concentrations required),
zoo animals, amphibians, fish,
some reptiles, swine

Most small species including
dogs, cats, rodents, mink,
chinchillas, birds, reptiles,
amphibians, zoo animals, rab-
bits

Some amphibians, birds, cats,
dogs, furbearing animals,
rabbits, some reptiles,
rodents and other small mam-
mals, zoo animals, fish, free-
ranging wildlife

Mice, rats

Horses, ruminants, swine

Fish

Most species

Fish, amphibians

Highly effective when appropri-
ately administered; accept-
able IP in small animals and IV

Effective but expensive

Effective, but time required
may be prolonged in imma-
ture and neonatal animals

Effective; acceptable only
when equipment is properly
designed and operated

Highly effective provided that
subject is sufficiently
exposed; either is condition-
ally acceptable

Highly effective for special
needs

Instant loss of consciousness,
but motor activity may continue

Effective but expensive

Highly effective, some clonic
muscle spasms may be
observed

Effective but expensive
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Appendix 3
Conditionally acceptable agents and methods of euthanasia—characteristics and modes of action (refer to text for details)

Mode of Ease of Species Efficacy
Agent Classification action Rapidity performance Safety suitability and comments

Blow to the head

Carbon dioxide (bottled
gas only)

Carbon monoxide (bottled
gas only)

Cervical dislocation

Chloral hydrate

Decapitation

Electrocution

Gunshot

Inhalant anesthetics

Nitrogen, argon

Penetrating captive bolt

Pithing

Thoracic compresion

Physical damage to brain

Hypoxia due to depression of
vital centers

Hypoxia

Hypoxia due to disruption of
vital centers

Hypoxia from depression of
respiratory center

Hypoxia due to disruption of
vital centers

Hypoxia

Hypoxia due to disruption of
vital centers

Hypoxia due to depression 
of vital centers

Hypoxia

Physical damage to brain

Hypoxia due to disrution of
vital centers, physical
damage to brain

Hypoxia and cardiac arrest

Direct concussion of brain
tissue

Direct depression of cerebral
cortex, subcortical struc-
tures and vital centers;
direct depression of heart
muscle

Combines with hemoglobin,
preventing its combination
with oxygen

Direct depression of brain

Direct depression of brain

Direct depression of brain

Direct depression of brain
and cardiac fibrillation

Direct concussion of brain
tissue

Direct depression of cerebral
cortex, subcortical struc-
tures, and vital centers

Reduces partial pressure of
oxygen available to blood

Direct concussion of brain
tissue

Trauma of brain and spinal
cord tissue

Physical interference with car-
diac and respiratory function

Rapid

Moderately rapid

Moderate onset time, but
insidious so animal is
unaware of onset

Moderately rapid

Rapid

Rapid

Can be rapid

Rapid

Moderately rapid onset of
anesthesia; excitation may
develop during induction

Rapid

Rapid

Rapid

Moderately rapid

Requires skill, adequate
restraint, and appropriate
force

Used in closed container

Requires appropriately main-
tained equipment

Requires training and skill

Personnel must be skilled to
perform IV injection

Requires training and skill

Not easily performed in all
instances

Requires skill and appropri-
ate firearm

Easily performed with closed
container; can be adminis-
tered to large animals by
means of a mask

Used in closed chamber with
rapid filling

Requires skill, adequate
restraint and proper place-
ment of captive bolt

Easily performed but requires
skill

Requires training

Safe

Minimal hazard

Extremely hazardous, toxic,
and difficult to detect

Safe

Safe

Guillotine poses potential
employee injury hazard

Hazardous to personnel

May be dangerous

Must be properly scav-
enged or vented to
minimize exposure to
personnel; ether has
explosive potential and
exposure to ether may
be stressful

Safe if used with ventilation

Safe

Safe

Safe

Young pigs < 3 weeks old

Nonhuman primates, free-
ranging wildlife

Nonhuman primates, free-
ranging wildlife

Poultry, birds, laboratory
mice, rats (< 200 g), rab-
bits (< 1 kg)

Horses, ruminants, swine

Laboratory rodents; small
rabbits; birds; some fish,
amphibians, and reptiles
(latter 3 with pithing)

Used primarily in sheep,
swine, foxes, mink (with
cervical dislocation),
ruminants, animals > 5 kg

Large domestic and zoo
animals, reptiles, amphib-
ians, wildlife, cetaceans
(< 4 meters long)

Nonhuman primates,
swine; ether is condi-
tionally acceptable for
rodents and small
mamals; methoxyflurane
is conditionally accept-
able for rodents and
small mammals.

Cats, small dogs, birds,
rodents, rabbits, other
small species, mink, zoo
animals, nonhuman pri-
mates, free-ranging wildlife

Dogs, rabbits, zoo animals,
reptiles, amphibians,
free-ranging wildlife

Some ectotherms

Small- to medium-sized
free-ranging birds

Must be properly applied to
be humane and effective

Effective, but time required
may be prolonged in
immature and neonatal
animals

Effective; acceptable only
when equipment is properly
designed and operated

Irreversible; violent muscle
contractions can occur
after cervical dislocation

Animals should be sedated
prior to administration

Irreversible; violent muscle
contraction can occur
after decapitation

Violent muscle contractions
occur at same time as loss
of consciousness

Instant loss of conscious-
ness, but motor activity
may continue

Highly effective provided that
subject is sufficiently
exposed

Effective except in young
and neonates; an effective
agent, but other methods
are preferable

Instant loss of conscious-
ness but motor activity
may continue

Effective, but death not
immediate unless brain
and spinal cord are pithed

Apparently effective
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Agent or method Comments

Air embolism Air embolism may be accompanied by convulsions, opisthotonos, and vocaliza-
tion. If used, it should be done only in anesthetized animals.

Blow to the head Unacceptable for most species.

Burning Chemical or thermal burning of an animal is not an acceptable method of
euthanasia.

Chloral hydrate Unacceptable in dogs, cats, and small mammals.

Chloroform Chloroform is a known hepatotoxin and suspected carcinogen and, therefore,
is extremely hazardous to personnel.

Cyanide Cyanide poses an extreme danger to personnel and the manner of death is
aesthetically objectionable. 

Decompression Decompression is unacceptable for euthanasia because of numerous
disadvantages. 
(1) Many chambers are designed to produce decompression
at a rate 15 to 60 times faster than that recommended as optimum for ani-
mals, resulting in pain and distress attributable to expanding gases trapped
in body cavities. 
(2) Immature animals are tolerant of hypoxia, and longer periods of 
decompression are required before respiration ceases. 
(3) Accidental recompression, with recovery of injured animals, can occur. 
(4) Bleeding, vomiting, convulsions, urination, and defecation, which are 
aesthetically unpleasant, may develop in unconscious animals.

Drowning Drowning is not a means of euthanasia and is inhumane.

Exsanguination Because of the anxiety associated with extreme hypovolemia, exsanguination 
should be done only in sedated, stunned, or anesthetized animals. 

Formalin Direct immersion of an animal into formalin, as a means of euthanasia, is 
inhumane.

Household products and solvents Acetone, quaternary compounds (including CCl4), laxatives, clove oil, 
dimethylketone, quaternary ammonium products*, antacids, and other com-
mercial and household products or solvents are not acceptable agents for 
euthanasia.

Hypothermia Hypothermia is not an appropriate method of euthanasia.

Neuromuscular blocking agents When used alone, these drugs all cause respiratory arrest before loss of conscious-
(nicotine, magnesium sulafte, ness, so the animal may perceive pain and distress after it is immobilized.
potassiumchloride, all curariform 
agents)

Rapid freezing Rapid freezing as a sole means of euthanasia is not considered to be humane.
If used, animals should be anesthetized prior to freezing. 

Strychnine Strychnine causes violent convulsions and painful muscle contractions.

Stunning Stunning may render an animal unconscious, but it is not a method of euthana-
sia (except for neonatal animals with thin craniums). If used, it must be 
immediately followed by a method that ensures death.

Tricaine methane sulfonate (TMS, MS 222) Should not be used for euthanasia of animals intended as food.

*Roccal D Plus, Pharmacia & Upjohn, Kalamazoo, Mich.

Appendix 4
Some unacceptable agents and methods of euthanasia (refer to text for details)
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Practice Advisory for Intraoperative Awareness and Brain Function Monitoring 

(Approved by the House of Delegates on October 25, 2005) 

A Report by the American Society of Anesthesiologists Task Force on Intraoperative Awareness* 
 

PRACTICE advisories are systematically developed reports that are intended to assist decision-

making in areas of patient care.  Advisories provide a synthesis and analysis of expert opinion, 

clinical feasibility data, open forum commentary, and consensus surveys.  Advisories are not 

intended as standards, guidelines, or absolute requirements.  They may be adopted, modified, or 

rejected according to clinical needs and constraints. 

The use of practice advisories cannot guarantee any specific outcome.  Practice advisories 

summarize the state of the literature and report opinions derived from a synthesis of task force 

members, expert consultants, open forums and public commentary.  Practice advisories are not 

supported by scientific literature to the same degree as are standards or guidelines because sufficient 

numbers of adequately controlled studies are lacking.  Practice advisories are subject to periodic 

revision as warranted by the evolution of medical knowledge, technology, and practice. 

 
Methodology  

 
A.  Definitions 
 
Intraoperative awareness under general anesthesia is a rare occurrence, with a reported incidence 

of 0.1-0.2%.1-4  Significant psychological sequelae (e.g., post traumatic stress disorder) may occur 

                                                           
* Developed by the American Society of Anesthesiologists Task Force on Intraoperative Awareness: Jeffrey L. 
Apfelbaum, M.D., (Chair), Chicago, Illinois; James F. Arens, M.D., Houston, Texas; Daniel J. Cole, M.D., Phoenix, 
Arizona; Richard T. Connis, Ph.D., Woodinville, Washington; Karen B. Domino, M.D., Seattle, Washington; John C. 
Drummond, M.D., San Diego, California; Cor J. Kalkman, M.D., Ph.D., Utrecht, the Netherlands; Ronald D. Miller, 
M.D., San Francisco, California; David G. Nickinovich, Ph.D., Bellevue, Washington; and Michael M. Todd, M.D., Iowa 
City, Iowa. 

Submitted for publication October 28, 2005.  Accepted for publication _______.  Supported by the American 
Society of Anesthesiologists under the direction of James F. Arens, M.D., Chair, Committee on Practice Parameters.  
Approved by the House of Delegates on October 25, 2005.  A complete list of references used to develop this 
Advisory is available by writing to the American Society of Anesthesiologists. 

Address reprint requests to the American Society of Anesthesiologists: 520 N. Northwest Highway, Park Ridge, Illinois 
60068-2573
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following an episode of intraoperative awareness, and affected patients may remain severely disabled 

for extended periods of time.5  However, in some circumstances, intraoperative awareness may be 

unavoidable in order to achieve other critically important anesthetic goals. 

The following terms or concepts discussed in this Advisory include:  consciousness, general 

anesthesia, depth of anesthesia or depth of hypnosis, recall, amnesia, intraoperative awareness, and 

brain function monitors.  Consistent definitions for these terms are not available in the literature.  For 

purposes of this Advisory, these terms are operationally defined or identified as follows: 

(1) Consciousness:  Consciousness is a state in which a patient is able to process information 

from his or her surroundings.  Consciousness is assessed by observing a patient’s purposeful 

responses to various stimuli.  Identifiers of purposeful responses include organized 

movements following voice commands or noxious/painful stimuli.†  For example, opening of 

the eyes is one of several possible identifiers or markers of consciousness.  Purposeful 

responses may be absent when paralysis is present as a consequence of neurological disease 

or the administration of a neuromuscular blocking drug. 

(2) General anesthesia:  General anesthesia is defined as a drug-induced loss of consciousness 

during which patients are not arousable, even by painful stimulation.‡  The ability to maintain 

ventilatory function independently is often impaired.  Patients often require assistance in 

maintaining a patent airway, and positive pressure ventilation may be required because of 

depressed spontaneous ventilation or drug-induced depression of neuromuscular function. 

Cardiovascular function may be impaired. 

                                                           
† Reflex withdrawal from a painful stimulus is NOT considered a purposeful response, as indicated by the “continuum of 
depth of sedation, definition of general anesthesia, and levels of sedation/analgesia;” American Society of 
Anesthesiologists, 2004. 
‡ American Society of Anesthesiologists: Continuum of depth of sedation, definition of general anesthesia, and levels of 
sedation/analgesia;” ASA Standards, Guidelines and Statements, 2004. 
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(3) Depth of anesthesia:  Depth of anesthesia or depth of hypnosis refers to a continuum of 

progressive central nervous system depression and decreased responsiveness to stimulation. 

(4) Recall:  For the purpose of this Advisory, recall is the patient’s ability to retrieve stored  

memories.  Recall is assessed by a patient’s report of previous events, in particular, events 

that occurred during general anesthesia.  Explicit memory is assessed by the patient’s ability 

to recall specific events that took place during general anesthesia.  Implicit memory is 

assessed by changes in performance or behavior without the ability to recall specific events 

that took place during general anesthesia that led to those changes.6  A report of recall may be 

spontaneous or it may only be elicited in a structured interview or questionnaire.  This 

Advisory does not address implicit memory. 

(5)  Amnesia:  Amnesia is the absence of recall.  Many anesthetic drugs produce amnesia at 

concentrations well below those necessary for suppression of consciousness.  Anterograde 

amnesia is intended when a drug with amnestic properties is administered before induction of 

anesthesia.  Retrograde amnesia is intended when a drug such as a benzodiazepine is 

administered after an event that may have caused or been associated with intraoperative 

consciousness in the hope that it will suppress memory formation and “rescue” from recall. 

(6)  Intraoperative awareness:  Intraoperative awareness occurs when a patient becomes conscious  

during a procedure performed under general anesthesia and subsequently has recall of these 

events.  For the purpose of this Advisory, recall is limited to explicit memory, and does not 

include the time before general anesthesia is fully induced or the time of emergence from 

general anesthesia, when arousal and return of consciousness are intended.  Dreaming is not 

considered intraoperative awareness. 

(7)  Brain function monitors:  Brain function monitors are devices that record or process brain 

electrical activity and convert these signals mathematically into a continuous measure 

AA03356



 

  4
 

typically scaled from 0 to 100.  In addition to spontaneous cortical electrical activity 

(electroencephalogram, EEG), these devices may also record and process evoked cortical and 

subcortical activity (auditory evoked potentials, or AEP) as well as electromyographic (EMG) 

activity from scalp muscles.  For the purpose of this Advisory, only monitors purported to 

measure depth of anesthesia or hypnosis will be considered.  Other, non-EEG/AEP/EMG 

devices are also available, but are not addressed by this Advisory. 

B.  Purposes of the Advisory 
  

Intraoperative awareness under general anesthesia is an important clinical problem that clearly is 

within the foundation of training and continuing medical education in anesthesiology.  The purposes 

of this Advisory are to identify risk factors that may be associated with intraoperative awareness, 

provide decision tools that may enable the clinician to reduce the frequency of unintended 

intraoperative awareness, stimulate the pursuit and evaluation of strategies that may prevent or reduce 

the frequency of intraoperative awareness, and provide guidance for the intraoperative use of brain 

function monitors as they relate to intraoperative awareness. 

C.  Focus 
 

This Advisory focuses on the perioperative management of patients who are undergoing a 

procedure during which general anesthesia is administered.  This Advisory is not intended for the 

perioperative management of minimal, moderate, or deep sedation in the OR or ICU; regional or 

local anesthesia without general anesthesia; monitored anesthesia care; tracheal intubation of patients 

or those undergoing resuscitation in emergency trauma after the administration of a neuromuscular 

block, or intentional intraoperative wake-up testing (e.g., for the purposes of assessing intraoperative 

neurologic function).  In addition, this Advisory is not intended to address the perioperative 

management of pediatric patients. 

D.  Application 
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This Advisory is intended for use by anesthesiologists, other physicians who supervise the 

administration of general anesthesia, and all other individuals who administer general anesthesia.  

The Advisory may also serve as a resource for other physicians and health care professionals who 

are involved in the perioperative management of patients receiving general anesthesia. 

E.  Task Force Members and Consultants 
 

The American Society of Anesthesiologists (ASA) appointed this Task Force of 10 members to 

(1) review and assess the currently available scientific literature on intraoperative awareness, (2) 

obtain expert consensus and public opinion, and (3) develop a practice advisory.  The Task Force is 

comprised of anesthesiologists from various geographic areas of the United States, an 

anesthesiologist from the Netherlands, and two methodologists from the ASA Committee on Practice 

Parameters. 

The ASA appointed the 10 members to the Task Force because of their knowledge or expertise in  

the medical specialty of anesthesiology, and the development of practice parameters.  The members 

include but are not limited to anesthesiologists with specialized knowledge or expertise in the area of 

neuroanesthesiology.  Two of the 10 members disclosed receipt of funds from or a financial interest 

in a company developing or manufacturing brain function monitors, which companies have a direct 

financial interest in the expanded use of such monitors.  Other members may have received funds 

from or have a financial interest in other companies, such as developers or manufacturers of 

anesthetics, that may be indirectly affected by the expanded use of brain function monitors.  The Task 

Force did not request its members to disclose such interests because they were deemed too remote 

and speculative to present conflicts of interest. 

The Task Force, in turn, sought input from consultants, many of whom who had particularized 

knowledge, expertise and/or interest in intraoperative awareness and brain function monitors.  Such 

knowledge or expertise is based in part in some cases on research or investigational activities funded 
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by a company developing or manufacturing brain function monitors.  Fifty-four percent of the 

consultants disclosed receipt of funds from or a financial interest in a company developing or 

manufacturing brain function monitors.  Consultants also may have received funds from or have a 

financial interest in other companies that may be indirectly affected by the use of brain function 

monitors.  The Task Force did not request its consultants to disclose such interests because they were 

deemed too remote and speculative to present conflicts of interest. 

The Task Force used a six-step process.  First, the members reached consensus on the criteria for 

evidence of effective perioperative interventions for the prevention of intraoperative awareness.  

Second, they evaluated original articles published in peer-reviewed journals relevant to this issue.  

Third, consultants who had expertise or interest in intraoperative awareness and who practiced or 

worked in diverse settings (e.g., scientists and/or physicians in academic and private practice) were 

asked to participate in opinion surveys on the effectiveness of various perioperative management 

strategies, and to review and comment on a draft of the Advisory developed by the Task Force.  

Fourth, additional opinions were solicited from a random sample of active members of the ASA.  

Fifth, the Task Force held open forums at three national and international anesthesia meetings to 

solicit input on the key concepts of this Advisory.  Sixth, all available information was used to build 

consensus within the Task Force on the Advisory. 

The draft document was made available for review on the ASA website, and commentary was 

invited via e-mail announcement to all ASA members.  All submitted comments were considered by 

the Task Force in preparing the final draft. 

F.  Availability and Strength of Evidence 
 

Practice advisories are developed by a protocol similar to that of an ASA evidence-based practice 

guideline, including a systematic search and evaluation of the literature.  However, practice 

advisories lack the support of a sufficient number of adequately controlled studies to permit 
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aggregate analyses of data with rigorous statistical techniques such as meta-analysis.  Nonetheless, 

literature-based evidence from case reports and other descriptive studies are considered during the 

development of the Advisory.  This literature often permits the identification of recurring patterns of 

clinical practice. 

As with a practice guideline, formal survey information is collected from consultants and 

members of the ASA.  The following terms describe survey responses for any specified issue.  

Responses are solicited on a  5-point scale; ranging from 1 (strongly disagree) to 5 (strongly agree) 

with a score of 3 being equivocal.  Survey responses are summarized based on median values as 

follows:  

 Strongly Agree: Median score of 5 (At least 50% of the responses are 5) 

 Agree: Median score of 4 (At least 50% of the responses are 4 or 4 and 5) 

Equivocal: Median score of 3 (At least 50% of the responses are 3, or no other 

response category or combination of similar categories contain at least 

50% of the responses) 

 Disagree: Median score of 2 (At least 50% of responses are 2 or 1 and 2) 

 Strongly Disagree: Median score of 1 (At least 50% of responses are 1) 

Additional information is obtained from open forum presentations and other invited and public 

sources.  The advisory statements contained in this document represent a distillation of the current 

spectrum of clinical opinion and literature-based findings.§ 

 
Advisories 

I. Preoperative Evaluation 

A preoperative evaluation includes (1) obtaining a focused history (i.e., medical records, 

laboratory reports, patient or patient and family interview), (2) conducting a physical examination, 

(3) identifying patients at risk for intraoperative awareness (e.g., planned anesthetics, type of 

surgery), and (4) informing selected patients of the possibility of intraoperative awareness. 
                                                           
§ Refer to appendix 1 for a summary of the advisories. 
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Descriptive studies and case reports suggest that certain patient characteristics may be associated 

with intraoperative awareness, including age, gender, ASA status, and drug resistance or tolerance.4,7-

11  Descriptive studies and case reports suggest that certain procedures (e.g., cesarean section, cardiac 

surgery, trauma surgery) 4,8,12-29 as well as anesthetic techniques (e.g., rapid-sequence induction, 

reduced anesthetic doses with or without the presence of paralysis)2,3,9,13,16,21, 23,30-33 may be associated 

with an increased risk of intraoperative awareness.  No studies were found that examined the clinical 

impact of informing the patient prior to surgery of the possibility of intraoperative awareness. 

The consultants and ASA members agree that a preoperative evaluation may be helpful in 

identifying patients at risk for intraoperative awareness.**  In addition, they agree that a focused 

preoperative evaluation to identify patients at risk of intraoperative awareness should include review 

of a patient’s medical record, a thorough physical examination, and a patient or patient and family 

interview.  They agree that patient characteristics that may place a patient at risk for intraoperative 

awareness include: substance use or abuse, limited hemodynamic reserve, and ASA status of 4 or 5.  

The consultants strongly agree and the ASA members agree that a history of intraoperative awareness 

may place a patient at risk.  The consultants disagree and the ASA members are equivocal regarding 

whether all patients should be informed of the possibility of intraoperative awareness.  The 

consultants strongly agree and the ASA members agree that only patients considered to be at elevated 

risk of intraoperative awareness should be informed of the possibility of intraoperative awareness.  

Finally the consultants  and the ASA members disagree that informing the patient preoperatively of 

the risk of intraoperative awareness increases the actual risk of intraoperative awareness. 

Advisory.  The Task Force believes that some components of the preoperative evaluation may be 

useful in identifying a patient at increased risk for awareness.  An evaluation should include, if 

possible, a review of a patient’s medical records for previous occurrences of awareness or other 

                                                           
** Refer to appendix 2 for complete results of the consultant and ASA membership surveys. 
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potential risk factors, a patient interview to assess level of anxiety or previous experiences with 

anesthesia, and a physical examination.  Potential risk factors to consider for patients undergoing 

general anesthesia include substance use or abuse (e.g., opioids, benzodiazepines, cocaine), a history 

of awareness, a history of difficult intubation or anticipated difficult intubation, chronic pain patients 

on high doses of opioids, cardiac surgery, Cesarean section, trauma and emergency surgery, reduced 

anesthetic doses in the presence of paralysis, planned use of muscle relaxants during the maintenance 

phase of general anesthesia, total intravenous anesthesia, the planned use of nitrous oxide-opioid 

anesthesia, ASA status of 4 or 5, and limited hemodynamic reserve.  The consensus of the Task Force 

is that patients whom the individual clinician considers to be at substantially increased risk of 

intraoperative awareness should be informed of the possibility of intraoperative awareness when 

circumstances permit. 

II. Preinduction Phase of Anesthesia 

Issues concerned with the preinduction phase of anesthesia related to the prevention of 

intraoperative awareness include checking the functioning of anesthesia delivery systems, and the 

prophylactic administration of benzodiazepines.  

Although checking the functioning of anesthesia delivery systems is standard practice, some cases 

of intraoperative awareness have resulted from too low concentrations of inspired volatile anesthetics 

or drug errors, including drug delivery errors.8,34-39  One double-blind randomized clinical trial 

evaluated the efficacy of the prophylactic administration of midazolam as an anesthetic adjuvant 

during ambulatory procedures under total intravenous anesthesiaand reported a lower frequency of 

intraoperative awareness in the midazolam groups compared to the placebo group.40  Two 

randomized clinical trials examined anterograde amnesia by providing pictures as stimuli after 

administration of midazolam but before induction of general anesthesia. Although these studies 
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reported reduced recall in patients administered midazolam, the presence of consciousness during 

general anesthesia and subsequent intraoperative awareness was not examined.41,42 

The consultants and ASA members strongly agree that the functioning of anesthesia delivery 

systems (e.g., vaporizers, infusion pumps, fresh gas flow, IV lines) should be checked to reduce the 

risk of intraoperative awareness.  The consultants disagree, and the ASA members are equivocal that 

a benzodiazepine or scopolamine should be used as a component of the anesthetic to reduce the risk 

of intraoperative awareness for all patients.  The consultants agree that a benzodiazepine or 

scopolamine should be used for patients requiring smaller dosages of anesthetics, patients undergoing 

cardiac surgery, and patients undergoing trauma surgery.  They are equivocal regarding patients 

undergoing Cesarean section, emergency surgery, and with total intravenous anesthesia.  The ASA 

members agree that a benzodiazepine or scopolamine should be used for patients requiring smaller 

dosages of anesthetics, patients undergoing cardiac surgery, emergency surgery, trauma surgery, and 

total intravenous anesthesia.  They are equivocal regarding patients undergoing Cesarean section. 

Advisory.  Since intraoperative awareness may be caused by equipment malfunction or misuse, 

the Task Force believes that there should be adherence to a checklist protocol for anesthesia machines 

and equipment to assure that the desired anesthetic drugs and doses will be delivered.  These 

procedures should be extended to include verification of the proper functioning of intravenous access, 

infusion pumps and their connections.  The Task Force consensus is that the decision to administer a 

benzodiazepine prophylactically should be made on a case-by-case basis for selected patients (e.g., 

patients requiring smaller dosages of anesthetics).  The Task Force cautions that delayed emergence 

may accompany the use of benzodiazepines. 

III.  Intraoperative Monitoring 

Intraoperative awareness cannot be measured during the intraoperative phase of general 

anesthesia, since the recall component of awareness can only be determined postoperatively by 
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obtaining information directly from the patient.  Therefore, the primary issue regarding intraoperative 

monitoring addressed by this Advisory is whether the use of clinical techniques, conventional 

monitoring systems, or brain function monitors reduce the occurrence of intraoperative awareness. 

The majority of literature obtained during the search and review process did not directly address 

whether these techniques, systems, or monitors reduce the frequency of intraoperative awareness.  

However, many studies were found that report intraoperative measures or index values from 

monitoring activities.  This literature, while not directly assessing the impact of an intervention on 

awareness, often reported patterns or values that occurred at identifiable times during the 

perioperative period with the intention of describing or predicting variations in the depth of 

anesthesia.  Therefore, commonly reported findings from this literature are summarized below. 

The literature for each intervention is presented in the following order: (1) randomized clinical 

trials, (2) nonrandomized comparative studies (e.g., quasi-experimental, prospective cohort studies), 

(3) correlational studies (e.g., correlations of index values with end-tidal concentrations of hypnotic 

drugs or with movement in response to noxious stimuli), (4) descriptive reports of monitor index 

values at particular times during a procedure; and (5) case reports of unusual or unintended benefits 

or harms occurring during a monitoring activity.  Correlational studies often report a measure of 

association between two continuous variables (e.g., the correlation between index values and 

anesthetic drug concentrations).  Other correlational measures include a prediction probability (Pk) 

value that provides a measure of how well a monitor or technique can differentiate between two 

different clinical states (e.g., response versus no response to verbal command).43  A Pk value of 1.0 

indicates perfect association between an index value and a clinical state, while a Pk value of 0.50 

indicates a prediction probability equal to chance. 

A. Clinical Techniques and Conventional Monitoring: 
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Among the clinical techniques utilized to assess intraoperative consciousness are checking for 

movement, response to commands, opened eyes, eyelash reflex, pupillary responses or diameters, 

perspiration and tearing.  Conventional monitoring systems include ASA standard monitoring†† as 

well as the end-tidal anesthetic analyzer. 

No clinical trials or other comparative studies were found that examine the effect of clinical 

techniques or conventional monitoring on the incidence of intraoperative awareness.  Correlational 

studies reported Pk values ranging from 0.74 to 0.76 for the association between reflex or purposeful 

movement and indicators for depth of anesthesia.44  One study reported a significant association 

between response to command and memory when continuous infusions of propofol were used as the 

induction anesthetic.45  Pk values for mean arterial pressure (MAP) ranged from 0.68 to 0.94 for 

distinguishing a responsive state from an unresponsive state, and from 0.81 to 0.89 for distinguishing 

an anesthetized state from emergence following anesthesia (i.e., first response).  Pk values for heart 

rate (HR) ranged from 0.50 to 0.82 for distinguishing a responsive state from an unresponsive state, 

and from 0.54 to 0.67 for emergence.46-48  Wide ranges of mean MAP and HR values were reported 

during various intraoperative times.  Studies reported ranges of mean MAP values as follows: before 

induction or baseline, 90 to 103 mmHg; at induction, 58.4 to 88 mmHg; during surgery, 78 to 102 

mmHg; at emergence or end of surgery, 58.7 to 97 mmHg; and during postoperative recovery, 86 to 

104mmHg.  Mean HR ranges were reported as follows: before induction or baseline, 61 to 82 bpm; at 

induction, 55 to 67 bpm; during surgery, 74 to 82 bpm; at emergence or end of surgery, 59 to 92 bpm; 

and during postoperative recovery, 82 to 89 bpm.49-56  Awareness has been reported to occur in the 

absence of tachycardia or hypertension.8,23,24 

The consultants and ASA members agree that clinical techniques (e.g., checking for purposeful or 

reflex movement) are valuable and should be used to assess intraoperative consciousness.  In 
                                                           
†† American Society of Anesthesiologists: Standards for basic anesthetic monitoring.  In ASA Standards, Guidelines and 
Statements; American Society of Anesthesiologists Publication: October, 2004. 
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addition, the consultants and ASA members agree that conventional monitoring systems (e.g, ECG, 

BP, HR, end-tidal anesthetic analyzer, capnography) are valuable and should be used to help assess 

intraoperative consciousness. 

B.  Brain Electrical Activity Monitoring: 

Most of the devices designed to monitor brain electrical activity for the purpose of assessing 

anesthetic effect record electroencephalographic (EEG) activity from electrodes placed on the 

forehead.  Systems can be subdivided into those that process spontaneous EEG and 

electromyographic (EMG) activity and those that acquire evoked responses to auditory stimuli 

(auditory evoked potential, AEP).  After amplification and conversion of the analog EEG signal to 

the digital domain, various signal processing algorithms are applied to the frequency, amplitude, 

latency and/or phase relationship data derived from the raw EEG or AEP to generate a single number, 

often referred to as an “index” typically scaled between 100 and zero.  This index represents the 

progression of clinical states of consciousness (‘awake’, ‘sedated’, ‘light anesthesia’, ‘deep 

anesthesia’), with a value of 100 being associated with the awake state, and values of zero occurring 

with an isoelectric EEG (or absent middle latency AEP).  These processing algorithms may either be 

published and in the public domain or proprietary.  Detailed descriptions of the various approaches to 

EEG signal processing, including bispectral analysis may be found elsewhere.57  Artifact recognition 

algorithms intended to avoid contaminated, and therefore spurious, ‘index’ values are an important 

component of the software in most monitors. 

  Although EMG activity from scalp muscles can be considered an artifact from the viewpoint of 

pure EEG analysis, it may be an important source of clinically relevant information.  Sudden 

appearance of frontal (forehead) EMG activity suggests somatic response to noxious stimulation 

resulting from inadequate analgesia and may give warning of impending arousal.  For this reason, 

some monitors separately provide information on the level of EMG activity. 
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1.  Spontaneous EEG Activity Monitors. 

Bispectral Index.  Bispectral index (BIS) is a proprietary algorithm (Aspect Medical 

Systems) that converts a single channel of frontal EEG into an index of hypnotic level (bispectral 

index; BIS).  BIS is available either as a separate device (BIS monitor; Aspect Medical Systems) 

or incorporated - under license from Aspect Medical Systems - in ‘BIS modules’ made by various 

anesthesia equipment manufacturers.  To compute the BIS, several variables derived from the 

EEG time domain (burst-suppression analysis), frequency domain (power spectrum, bispectrum: 

interfrequency phase relationships) are combined into a single index of hypnotic level.  BIS 

values are scaled from 0 to 100, with specific ranges (e.g., 40-60) reported to reflect a low 

probability of consciousness under general anesthesia.  The weight factors for the various 

components in the multivariate model that generates the BIS were empirically derived from a 

prospectively collected database of over 1500 anesthetics.  The BIS model accounts for the 

nonlinear stages of EEG activity by allowing different parameters to dominate the resulting BIS 

as the EEG changes its character with increasing plasma concentrations of various anesthetics, 

resulting in a linear decrease in BIS.  As more data have become available and as methods and 

algorithms to suppress artifacts have been improved, revised iterations of the algorithm and 

optimized hardware have been released. 

Several RCTs have compared outcomes with BIS-guided anesthetic administration versus 

standard clinical practice without BIS.  In one RCT that enrolled 2500 patients at high risk of 

intraoperative awareness, explicit recall occurred in 0.17% of patients when BIS monitors were 

used and in 0.91% of patients managed by routine clinical practice (p < 0.02).58  A small (N = 30) 

single-blinded RCT (i.e., the anesthesiologists were blinded to the recorded BIS values) compared 

BIS monitoring with clinical signs during cardiac surgery), and reported one episode of recall in 
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the clinical signs group compared to no episodes in the BIS-monitored group (p > 0.50).59  In 

other RCTs, times to awakening, first response, or eye opening and consumption of anesthetic 

drugs were reduced with the use of BIS.8,60-68   

One nonrandomized comparison of the use of BIS monitoring versus a cohort of historical 

controls (N = 12,771) found explicit recall occurring in 0.04% of the BIS monitored patients 

versus 0.18% of the historical controls (p < 0.038).68  Another prospective nonrandomized cohort 

study (N = 19,575) designed to establish the incidence of awareness with recall during routine 

general anesthesia and to determine BIS values associated with intraoperative awareness events 

reported no statistically significant difference when BIS was used (0.18% of patients) compared 

to when BIS was not used (0.10% of patients).  Other nonrandomized comparative studies 

reported higher index values upon arrival in the PACU, shorter recovery times, and lower 

anesthetic usage among patients monitored with BIS compared to patients not monitored with 

BIS.70,71  Numerous correlational studies reported Pk values for BIS ranging from 0.72 to 1.00 for 

awake versus loss of response following induction with propofol (with or without opioids); and 

from 0.79 to 0.97 for anesthetized versus first response.46-48,72-78  One study reported a Pk value of 

0.86 for movement from electrical stimulation.44  Wide ranges of mean BIS values have been 

reported during various intraoperative times.  Ranges of mean BIS values were as follows: before 

induction or baseline, 80 to 98; at or after induction, 37 to 70; during surgery, 20 to 58; at 

emergence or end of surgery, 42 to 96; and during postoperative recovery, 64 to 96.50,51,54-56,79-110  

Several case reports indicate that intraoperative events unrelated to titration of anesthetic agents 

can produce rapid changes in BIS values, e.g., cerebral ischemia or hypoperfusion, gas embolism, 

unrecognized hemorrhage, inadvertent blockage of anesthesia drug delivery.111-119  Other case 

reports suggest that routine intraoperative events (e.g., administration of depolarizing muscle 

relaxants, activation of electromagnetic equipment or devices, patient warming or planned 
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hypothermia) may interfere with BIS functioning.120-128  Two case reports were found that 

reported patients experiencing intraoperative awareness in spite of monitored values indicating an 

adequate depth of anesthesia.129,130  Finally, still other case reports suggested that certain patient 

conditions may affect BIS values.131-133 

Entropy.  Entropy (GE Healthcare Technologies) describes the irregularity, complexity, or 

unpredictability characteristics of a signal.  A single sine wave represents a completely 

predictable signal (entropy = 0), whereas noise from a random number generator represents 

entropy = 1.  The algorithm for calculation of entropy in the EEG signal (as incorporated in the 

Datex-Ohmeda S/5 entropy Module) is in the public domain and detailed descriptions have 

recently been published.134 

Entropy is independent of absolute scales such as the amplitude or the frequency of the signal.  

The commercially available Datex-Ohmeda module calculates entropy over time windows of 

variable duration and reports two separate entropy values.  State entropy (SE) is an index ranging 

from zero to 91 (awake), computed over the frequency range from 0.8 Hz to 32 Hz, reflecting the 

cortical state of the patient.  Response Entropy (RE) is an index ranging from zero to 100 (awake) 

computed over a frequency range from 0.8 Hz to 47 Hz, containing the higher EMG-dominated 

frequencies, and will thus also respond to the increased EMG activity resulting from inadequate 

analgesia.  No clinical trials or other comparative studies were found that examine the impact of 

entropy monitoring on the incidence of intraoperative awareness.  One clinical trial reported 

reduced times to eye opening, response to command, and consumption of anesthetic drugs with 

the use of entropy monitoring.135 

Correlational studies report the following Pk values for loss of consciousness: for RE, 0.83 to 

0.97; for SE, 0.81 to 0.90.45,136-137  For anesthetized versus first response, the following Pk values 

are reported: for RE, 0.85; and for SE, 0.82.46  Ranges of mean RE and SE values were as 
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follows: before induction or baseline, 98 (RE) and 89 to 91 (SE); during surgery, 34 to 52 (RE) 

and 50 to 63 (SE); and at emergence or end of surgery, 96 (RE) and 85 (SE).52,135,138,139 

Narcotrend.  The Narcotrend (MonitorTechnik) is derived from a system developed for the 

visual classification of the EEG patterns associated with various stages of sleep.  After artifact 

exclusion and Fourier transformation, the original electronic algorithm classified the raw (frontal) 

EEG according to the following system: A (awake), B (sedated), C (light anesthesia), D (general 

anesthesia), E (general anesthesia with deep hypnosis), F (general anesthesia with increasing 

burst suppression).  The system included a series of sub-classifications resulting in a total of 14 

possible sub-stages: A, B0–2, C0–2, D0–2, E0–1, and F0–1.140  In the most recent iteration of the 

Narcotrend software (version 4.0), the alphabet-based scale has been “translated” into a 

dimensionless index, the Narcotrend index, scaled from zero (deeply anesthetized) to 100 

(awake), with the stated intention of producing a scale quantitatively similar to the BIS index. 

No clinical trials or other comparative studies were found that examine the impact of 

Narcotrend monitoring on the incidence of intraoperative awareness.  One RCT has compared the 

use of Narcotrend-controlled versus clinically controlled anesthetic administration and found a 

shorter recovery time in the Narcotrend group (i.e., opened eyes) after termination of anesthesia.63  

Pk values for Narcotrend ranged from 0.93 to 0.99 for awake versus loss of response following 

induction with propofol combined with an opioid, and from 0.94 to 0.99 for anesthetized versus 

first response.47,48  Reported mean Narcotrend values are as follows: after induction (loss of 

response), 72 to 80; and at emergence or end of surgery (spontaneously opened eyes), 80.73 

Patient State Analyzer.  The Patient State Index, or PSI (Physiometrix) is derived from a 4-

channel EEG.  The derivation of the PSI is based on the observation that there are reversible 

spatial changes in power distribution of quantitative EEG at loss and return of consciousness.  

The Patient State Index (PSI) has a range of 0 to 100, with decreasing values indicating 
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decreasing levels of consciousness or increasing levels of sedation, similar to BIS, Entropy and 

Narcotrend.  The PSI algorithm was constructed using stepwise, discriminant analysis based on 

multivariate combinations of quantitative EEG variables, derived after Fourier transformation of 

the raw EEG, and found to be sensitive to changes in the level of anesthesia. 

No clinical trials or other comparative studies were found that examine the impact of PSI 

monitoring on the incidence of intraoperative awareness.  One correlational study reported a Pk 

value of 0.70 for predicting response to command, with a sensitivity of 85.6% and specificity of 

38.8%,77 and another study reported a significant correlation of the PSI with unconsciousness.141  

Reported mean PSI values are as follows: before induction or baseline, 92; during surgery, 32; at 

emergence or end of surgery, 53; and during postoperative recovery, 81.141 

SNAP index.  The SNAPII (Everest Biomedical Instruments) calculates a “SNAP index” 

from a single channel of EEG.  The index calculation is based on a spectral analysis of EEG 

activity in the 0-18 Hz and 80-420 Hz frequency ranges, and a burst suppression algorithm.  

There are no published data on the actual algorithm used to calculate the SNAP index, which is 

based on a composite of both low (0-40 Hz) and high (80-420 Hz) frequency components. 

No clinical trials or other comparative studies were found that examine the impact of SNAP 

monitoring on the incidence of intraoperative awareness.  One correlational study was found that 

reported a mean SNAP index of 71 to be predictive of a loss of consciousness in 95% of elective 

surgery patients.142 

Danmeter Cerebral State Monitor/Cerebral State Index.  The Danmeter CSM is a 

handheld device that analyzes a single channel EEG and presents a cerebral state ‘index’ scaled 

from 0-100. In addition, it also provides EEG suppression percentage and a measure of EMG 

activity (75-85 Hz). 

No published literature was found that examined the impact of Danmeter CSM monitoring on 
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the incidence of intraoperative awareness. 

2.  Evoked Brain Electrical Activity Monitors. 

AEP Monitor/2 (Danmeter).  Auditory evoked potentials (AEP) are the electrical responses 

of the brainstem, the auditory radiation and the auditory cortex to auditory sound stimuli (clicks) 

delivered via headphones.  The effects of anesthetics on AEP have been studied since the early 

1980s.143-145  The brainstem response is relatively insensitive to anesthetics while early cortical 

responses, known as the middle-latency AEP (MLAEP) change predictably with increasing 

concentrations of both volatile and intravenous anesthetics.  The typical AEP response to 

increasing anesthetic concentrations is increased latency and decreased amplitude of the various 

waveform components.  These signals are extremely small (less than one microvolt) necessitating 

extraction from the spontaneous EEG using signal averaging techniques.  Prior to recent 

innovations, signal averaging was relatively time consuming (several minutes per averaged 

waveform).  More recent signal filtering advances have resulted in an instrument (A-Line) that 

can record and rapidly update a single channel of AEP from forehead electrodes.  From a 

mathematical analysis of the AEP waveform, the device generates an ‘AEP-index’ that provides a 

correlate of anesthetic concentration.  The AEP index, or AAI, is scaled from 0 to 100.  In 

contrast to many EEG indices, the AAI corresponding with low probability of consciousness is 

less than 25, rather than the higher numeric thresholds associated with the other monitors.  The 

device is FDA approved but is not currently marketed in North America. 

RCTs that compared MLAEP monitoring (e.g., to titrate anesthetics) to standard clinical 

practice without MLAEP reported reduced times to eye opening or orientation.63,64,146  A Pk value 

of 0.79 was reported for loss of eyelash reflex following induction with propofol and an opioid,74 

and Pk values of 0.63 and 0.66 were reported for responsiveness following discontinuation of 

remifentanil or sevoflurane, respectively.147  One study reported a Pk value of 0.87 for 
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movement,148 and another study reported a Pk value of 0.99 for awareness after LMA insertion,149  

Descriptive studies reported ranges of mean values as follows: before induction or baseline, 73.5 

to 85; at or after induction, 33.4 to 61; during surgery, 21.1 to 37.8; at emergence or end of 

surgery, 24.6 to 40; and during postoperative recovery, 89.7.74,80,144,150-151 

 C.  Consultant and ASA Member Survey Findings. 

Consultants who participated in this Advisory typically either had a particular knowledge or an 

expressed interest in intraoperative awareness and brain function monitors.  The majority of these 

consultants disclosed receipt of funds from or a financial interest in a company developing or 

manufacturing brain function monitors.  Consultants were not asked to disclose similar relationships 

with other companies that may be indirectly affected by the use of brain function monitors.  ASA 

members were randomly selected from a list of active members of the society. 

The consultants and ASA members disagree that a brain electrical activity monitor is valuable 

and should be used to reduce the risk of intraoperative awareness for all patients.  The consultants 

and ASA members disagree that a brain electrical activity monitor is valuable and should be used to 

reduce the risk of intraoperative awareness for no patient.  The consultants agree that a brain 

electrical activity monitor should be used for patients with conditions that may place them at risk, 

patients requiring smaller doses of general anesthetics, trauma surgery, Cesarean section, and total 

intravenous anesthesia.  They are equivocal regarding the use of brain electrical activity monitoring 

for cardiac surgery and emergency surgery.  The ASA members agree with the use of such monitors 

for patients with conditions that may place them at risk, patients requiring smaller doses of general 

anesthetics, and patients undergoing cardiac surgery.  They are equivocal regarding the use of these 

monitors for patients undergoing Cesarean section, emergency surgery, trauma surgery, and total 

intravenous anesthesia. 

The consultants and ASA members disagree that a brain electrical activity monitor is valuable 
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and should be used to assess intraoperative depth of anesthesia for all patients.  The consultants and 

ASA members disagree with the statement that “a brain electrical activity monitor is valuable and 

should be used to assess intraoperative depth of anesthesia for no patient.”  The consultants agree that 

a brain electrical activity monitor should be used to assess intraoperative depth of anesthesia for 

selected patients.  The ASA members agree with the use of brain electrical activity monitors for 

patients with conditions that may place them at risk and patients requiring smaller doses of general 

anesthetics.  They are equivocal regarding the use of such monitors for patients undergoing cardiac 

surgery, Cesarean section, emergency surgery, trauma surgery, and total intravenous anesthesia. 

Advisory.  Intraoperative monitoring of depth of anesthesia, for the purpose of minimizing the 

occurrence of awareness, should rely on multiple modalities, including clinical techniques (e.g., 

checking for clinical signs such as purposeful or reflex movement) and conventional monitoring 

systems (e.g., ECG, BP, HR, end-tidal anesthetic analyzer, capnography).  The use of neuromuscular 

blocking drugs may mask purposeful or reflex movements, and adds additional importance to the use 

of monitoring methods that assure the adequate delivery of anesthesia. 

Brain function monitors are dedicated to the assessment of the effects of anesthetics on the brain, 

and provide information that correlates with some depth of anesthesia indicators, such as plasma 

concentrations of certain anesthetics (e.g., propofol).  In general, the indices generated by these 

monitors vary in parallel with other established correlates of depth of anesthesia, although the values 

generated by individual devices in any given anesthetic state differ among the various monitoring 

technologies.  In addition, the values generated by individual devices in the face of a given depth of 

anesthesia achieved by different combinations of anesthetic drugs (e.g., with or without opioids) will 

also differ.  In other words, a specific numerical value may not correlate with a specific depth of 

anesthesia.  Furthermore, the measured values do not have uniform sensitivity across different 

anesthetic drugs or types of patients.  As with other monitors, common occurrences in the OR may 
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introduce artifacts into the values derived by these monitors (e.g., electrocautery, lasers, warming 

devices). 

The general clinical applicability of these monitors in the prevention of intraoperative awareness 

has not been established.  While a single randomized clinical trial reported a decrease in the 

frequency of awareness in high-risk patients, there is insufficient evidence to justify a standard, 

guideline, or absolute requirement that these devices be used to reduce the occurrence of 

intraoperative awareness in high-risk patients undergoing general anesthesia.  In addition, there is 

insufficient evidence to justify a standard, guideline, or absolute requirement that these devices be 

used to reduce the occurrence of intraoperative awareness for any other group of patients undergoing 

general anesthesia. 

It is the consensus of the Task Force that brain function monitoring is not routinely indicated for 

patients undergoing general anesthesia, either to reduce the frequency of intraoperative awareness or 

to monitor depth of anesthesia.  This consensus is based, in part, on the state of the literature and 

survey responses from the consultants and ASA membership, who generally disagree with the 

following statements:  "Brain function monitors are valuable and should be used to reduce the risk of  

intraoperative awareness for all patients under general anesthesia," and "Brain function monitors are 

valuable and should be used when possible to assess intraoperative depth of anesthesia for all patients 

under general anesthesia" (see above and tables 1 and 2). 

It is the consensus of the Task Force that the decision to use a brain function monitor should be 

made on a case-by-case basis by the individual practitioner for selected patients (e.g., light 

anesthesia).  This consensus is based, in part, on the state of the literature and survey response 

patterns from consultants and ASA members regarding specific risk factors (see above and tables 1 

and 2).  The Task Force cautions that maintaining low brain function monitor values in an attempt to 

prevent intraoperative awareness may conflict with other important anesthesia goals (e.g., 
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preservation of vital organ functions, minimizing the risks of aggravating existing co-morbidities 152).  

It is the opinion of the Task Force that brain function monitors currently have the status of the many 

other monitoring modalities that are currently used in selected situations at the discretion of 

individual clinicians. 

IV.  Intraoperative and Postoperative Interventions 

Intraoperative and postoperative interventions include: (1) the intraoperative administration of 

benzodiazepines to patients who may have become conscious, (2) providing a postoperative 

structured interview to patients to define the nature of the episode after an episode of intraoperative 

awareness has been reported, (3) providing a postoperative questionnaire to patients to define the 

nature of the episode, and (4) offering postoperative counseling or psychological support. 

No studies were found that evaluated the efficacy of the intraoperative administration of 

benzodiazepines to patients who have unexpectedly become conscious in reducing the occurrence of 

awareness.  Two randomized clinical trials examined retrograde amnesia by providing pictures as 

stimuli to awake patients before administration of midazolam and induction of general anesthesia.  

The studies reported no evidence of retrograde amnesia.41,42  However, these studies did not examine 

the effect of administering a benzodiazepine to patients after the apparent occurrence of 

consciousness during general anesthesia. 

Although several studies have applied structured interviews and questionnaires to obtain 

additional information about reported incidences of intraoperative awareness,4,11,26,28,153-157 no studies 

were found that demonstrated improvements in patient well-being or psychological state following 

such interactions.  No studies were found that followed up on the efficacy of counseling or 

psychological support provided to patients who experienced a documented incidence of 

intraoperative awareness. 

The consultants are equivocal and ASA members agree that benzodiazepines or scopolamine 
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should be administered intraoperatively to prevent awareness after a patient has unexpectedly become 

conscious.  The consultants strongly agree, and the ASA members agree that, once an episode of 

intraoperative awareness has been reported, a structured interview should be conducted to define the 

nature of the episode.  Both the consultants and ASA members are equivocal regarding whether a 

questionnaire should be given to define the nature of the episode.  The consultants strongly agree, and 

the ASA members agree that, in documented cases of intraoperative awareness, patients should be 

offered counseling or psychological support.  Finally, the consultants strongly agree, and the ASA 

members agree that, in documented cases of intraoperative awareness, an occurrence report 

concerning the event should be completed for the purpose of quality management. 

Advisory.  The Task Force consensus is that the decision to administer a benzodiazepine 

intraoperatively after a patient unexpectedly becomes conscious should be made on a case-by-case 

basis. .  This consensus is based, in part, on the state of the literature and on responses from the 

Consultants and ASA members who generally agree with the following statement: “Benzodiazepines 

or scopolamine should be administered intraoperatively to prevent awareness after a patient has 

unexpectedly become conscious.”  However, the Task Force believes that evidence from the literature 

is not sufficient to provide guidance regarding this issue.  Finally, the Task Force cautions that the 

use of scopolamine may result in unintended side-effects (e.g., emergence delirium). 

Practitioners should speak with patients who report recall of intraoperative events to obtain details 

of the event and to discuss possible reasons for its occurrence.‡‡  A questionnaire or structured 

interview may be used to obtain a detailed account of the patient’s experience.  Once an episode of 

intraoperative awareness has been reported, an occurrence report concerning the event should be 

completed for the purpose of quality management.  Finally, the patient should be offered counseling 

or psychological support. 

                                                           
‡‡ Refer to the ASA Director of Communications at 847-825-5586 for further information and guidance. 
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Appendix 1:  Summary of Practice Advisory 

 
Preoperative Evaluation 
 

• Review patient medical records for potential risk factors 
o Substance use or abuse 
o Previous episode of intraoperative awareness 
o History of difficult intubation or anticipated difficult intubation 
o Chronic pain patients on high doses of opioids 
o ASA status 4-5 
o Limited hemodynamic reserve 

• Interview patient 
o Assess level of anxiety 
o Obtain information regarding previous experiences with anesthesia 

• Determine other potential risk factors 
o Cardiac surgery 
o Cesarean section 
o Trauma surgery 
o Emergency surgery 
o Reduced anesthetic doses in the presence of paralysis 
o Planned use of muscle relaxants during the maintenance phase of general anesthesia 
o Planned use of nitrous oxide-opioid anesthesia 

• Patients whom the individual clinician considers to be at substantially increased risk of 
intraoperative awareness should be informed of the possibility of intraoperative awareness 
when circumstances permit 

 
Preinduction Phase of Anesthesia 
 

• Adhere to a checklist protocol for anesthesia machines and equipment to assure that the 
desired anesthetic drugs and doses will be delivered 

• Verifiy the proper functioning of intravenous access, infusion pumps and their connections, 
including the presence of appropriate back-flow check valves 

• The decision to administer a benzodiazepine prophylactically should be made on a case-by-
case basis for selected patients (e.g., patients requiring smaller dosages of anesthetics) 

 
Intraoperative Monitoring 
 

• Use multiple modalities to monitor depth of anesthesia 
o Clinical techniques (i.e., checking for purposeful or reflex movement) 

 Neuromuscular blocking drugs may mask purposeful or reflex movement 
o Conventional monitoring systems (e.g., ECG, BP, HR, end-tidal anesthetic analyzer, 

capnography 
o Brain function monitoring 

 Not routinely indicated for general anesthesia patients 
 The decision to use a brain function monitor should be made on a case-by-case 

basis by the individual practitioner for selected patients (e.g., light anesthesia) 
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Intraoperative and Postoperative Management 
 

• The decision to administer a benzodiazepine intraoperatively after a patient unexpectedly 
becomes conscious should be made on a case-by-case basis 

• Speak with patients who report recall of intraoperative events to obtain details of the event 
and to discuss possible reasons for its occurrence 

• A questionnaire or structured interview may be used to obtain a detailed account of the 
patient’s experience 

• Once an episode of intraoperative awareness has been reported, an occurrence report 
concerning the event should be completed for the purpose of quality management 

• Offer counseling or psychological support to those patients who report an episode of 
intraoperative awareness 
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Appendix 2:  Literature Review and Consensus-Based Evidence 
 

For this Advisory, a literature review was used in combination with opinions obtained from 

experts and other sources (e.g., professional society members, open forums, web-based postings) to 

provide guidance to practitioners regarding intraoperative awareness.  Both the literature review and 

opinion data were based on evidence linkages, consisting of directional statements about relationships 

between specific perioperative interventions and intraoperative awareness.  The interventions for the 

evidence linkages are listed below: 

Preoperative Evaluation 
 

Focused history (i.e., medical records, patient interview, physical exam) 
Patient characteristics associated with risk of awareness 
Procedures associated with higher risk of intraoperative awareness 
Anesthetic techniques may be associated with higher risk of intraoperative awareness 
Informing patients of the possiblity of intraoperative awareness 

 
Preinduction Phase of Anesthesia 
 

Check anesthesia delivery systems to reduce errors 
Prophylactic administration of benzodiazepines as co-anesthetics 

 
Intraoperative Monitoring 
 

Commonly used clinical techniques 
Conventional monitoring systems 
Brain function monitors 

Spontaneous electrical activity (EEG/EMG) 
Bispectral index (BIS) 
Danmeter Cerebral State Monitor/Cerebral State Index 
Entropy 
Narcotrend 
Patient state analyzer (PSA) 
SNAP index 

Evoked electrical activity (auditory evoked potential monitoring) 
AEP Monitor/2 

 
Intraoperative and Postoperative Interventions 
  

Intraoperative use of benzodiazepines for unexpected consciousness 
Structured interview of patients who report recall of intraoperative events 
Questionnaire administered to patients who report recall of intraoperative events 

 Patient counseling for patients who report recall of intraoperative events 
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A.  State of the Literature. 

A study or report that appears in the published literature is included in the development of an 

advisory if the study: (1) is related to one of the specified linkage statements, (2) reports a finding or 

set of findings that can be tallied or measured (e.g., articles that contain only opinion are not 

included), and (3) is the product of an original investigation or report (i.e., review articles or follow-

up studies that summarize previous findings are not included). 

For the literature review, potentially relevant studies were identified via electronic and manual 

searches of the literature.  The electronic search covered a 40-year period from 1966 through 2005.  

The manual search covered a 36-year period of time from 1970 through 2005.  Over 1500 citations 

were initially identified, yielding a total of 711 non-overlapping articles that addressed topics related 

to the evidence linkages and met our criteria for inclusion.  Following review of the articles, 389 

studies did not provide direct evidence, and were subsequently eliminated.  A total of 322 articles 

contained direct linkage-related evidence.  No evidence linkage contained enough studies with well-

defined experimental designs and statistical information to conduct a quantitative analysis (i.e., meta-

analysis). 

Interobserver agreement among Task Force members and two methodologists was established by 

interrater reliability testing.  Agreement levels using a kappa (κ) statistic for two-rater agreement 

pairs were as follows: (1) type of study design, κ = 0.60 to 0.85; (2) type of analysis, κ = 0.60 to 0.93; 

(3) evidence linkage assignment, κ = 0.77 to 0.88; and (4) literature inclusion for database, κ = 0.76 

to 1.00.  Three-rater chance-corrected agreement values were: (1) study design, Sav = 0.82, Var (Sav) 

= 0.007;  (2) type of analysis, Sav =0.73, Var (Sav) = 0.008; (3) linkage assignment, Sav = 0.69 Var 

(Sav) = 0.012; (4) literature database inclusion, Sav = 0.84, Var (Sav) = 0.014. These values represent 

moderate-to-high levels of agreement. 
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The primary focus of this Advisory was to examine studies with hypothesis-driven research 

designs, such as RCTs, that examined the effect of an intervention (such as a brain function monitor) 

on reducing the occurrence or frequency of intraoperative awareness.  To date, only two randomized 

controlled trials were found that reported intraoperative awareness as the primary study endpoint.55,56  

Additional controlled trials will be necessary before data from published literature can be aggregated 

to provide a basis for quantitative evidence (i.e., meta-analysis). 

Several other RCTs were reviewed that reported primary outcomes other than intraoperative 

awareness, including emergence time, consumption of anesthetic drugs and recovery characteristics. 

In addition, many other published studies applied non-hypothesis driven research designs to obtain 

non-causal or indirect data.  For example, descriptive literature (i.e., reports of frequency or 

incidence) may provide an indication of the scope of the problem.  Correlational or predictive data 

provides information regarding the direction and strength of association of values obtained from 

patient monitoring devices with other intraoperative measures such as blood concentrations of 

anesthetic drugs, time to loss of eyelash reflex, and time to awakening.  Case reports are typically 

employed as a forum for reporting and recognizing unusual or unintended benefits or harms.  Often, 

case reports, as well as descriptive or correlational data provide useful hypotheses-generating 

information that may stimulate additional causal examination of the topic of intraoperative 

awareness. 

Future studies should focus on prospective methodologies, when possible, that utilize traditional 

hypothesis testing techniques.  Use of the following methodological procedures for assessing the 

impact of interventions for intraoperative awareness is recommended: (1) comparison studies 

assessing the efficacy of one technique versus other techniques; (2) random assignment to treatment 

groups with blinding if appropriate; and (3) full reporting of sample size, effect size estimates, test 

scores, measures of variability, and p-values.  The Task Force recognizes that conducting such 
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studies may be difficult and expensive, because  intraoperative awareness is a very low incidence 

event.  The required sample size for a RCT to test the impact of an intervention (e.g., brain function 

monitor) on the incidence of intraoperative awareness is invariably large.  The Task Force also 

recognizes that, with low incidence data, a difference in the recording of one or two cases of 

intraoperative awareness can affect the statistical significance of study findings. 

Limiting the study to patient subgroups thought to have a higher risk for intraoperative awareness 

(e.g., cardiac surgery, cesarean section, emergency trauma surgery) may allow for a smaller sample 

size and provide useful information regarding these subgroups.  However, the Task Force recognizes 

that the generalizability of these findings to the larger population of general anesthesia patients may 

be limited. 

 
B.  Consensus-Based Evidence. 

Consensus was obtained from multiple sources, including: (1) survey opinion from 

Consultants who were selected based on their knowledge or expertise in intraoperative awareness, 

(2) survey opinions from a randomly selected sample of active members of the American Society 

of Anesthesiologists, (3) testimony from attendees of three open forums held at national anesthesia 

meetings,§§ (4) internet commentary, and (5) Task Force opinion and interpretation.  The survey 

rate of return was 60% (N = 57/95) for Consultants, and 30% (N=151/500) for the ASA 

membership.  Survey results are presented in the text of the document and in tables 1 and 2. 

Ninety-one percent of the consultants and 72% of the ASA members indicated that they had 

personally used a brain function device in the past.  Fifty-seven percent of the consultants 

indicated that they make use in their current practice of a brain function device either always 

(11.1%), frequently (20.4%), or sometimes (25.9%).  Thirty-six percent of the ASA members 

                                                           
§§ American Society of Anesthesiologists, Annual Meeting, October 25, 2004 in  Las Vegas, NV; International Anesthesia 
Research Society, 79th Clinical and Scientific Congress, March 12, 2005 in Honolulu, HI; and Association of University 
Anesthesiologists 52nd Annual Meeting, May 6, 2005 in Baltimore, MD. 
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indicated that they make use in their current practice of a brain function device either always 

(6.0%), frequently (13.4%), or sometimes (16.8%). 

The Consultants were also asked to indicate which, if any, of the evidence linkages would change 

their clinical practices if the Advisory was instituted.  The rate of return was 18% (N = 17/95).  The 

percent of responding Consultants expecting no change associated with each linkage were as follows: 

preoperative evaluation - 82%; informing patients of the possibility of intraoperative awareness - 

65%; check anesthesia delivery systems - 94%; prophylactic use of benzodiazepines as co-anesthetics 

- 100%; use of clinical techniques to monitor for intraoperative awareness - 94%; use of conventional 

monitoring systems to monitor for intraoperative awareness - 100%; use of brain function monitors to 

monitor for intraoperative awareness - 59%; intraoperative use of benzodiazepines for uuunexpected 

consciousness - 100%; use of a structured interview for patients who report recall of intraoperative 

events - 41%; use of a questionnaire for patients who report recall of intraoperative events - 53% and 

counseling for patients who report recall of intraoperative events - 76%.  Seventy-one percent of the 

respondents indicated that the Advisory would have no effect on the amount of time spent on a typical 

case.  Four respondents (24%) indicated that there would be an increase in the amount of time they 

would spend on a typical case with the implementation of this Advisory.  The amount of increased 

time anticipated by these respondents ranged from 1 to 20 minutes. 
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Table 1.  Consultant Survey Responses *** 
 Percent Responding to Each Item 
 Strongly Strongly 
Preoperative evaluation:    N Agree Agree Uncertain Disagree Disagree 

1.  Helpful to identify pts at risk of 
intraoperative awareness 57 31.6 43.9* 7.0 10.5 7.0 

 
2.  A preop eval should include: 

 
Review of medical records 48 41.7 45.8* 4.2 6.3 2.1 
A physical examination 47 21.3 34.0* 17.0 25.5 2.1 
A patient/family interview 48 39.6 35.4* 14.6 8.3 2.1 

 
3.  Potential patient risk factors: 

 
Substance use or abuse 54 38.9 42.6* 5.6 13.0 0.0 
 
Pt history of intraop awareness  55 52.7* 29.1 10.9   7.3 0.0 
 
Limited hemodynamic reserve 54 38.9 40.7* 13.0 7.4 0.0 
ASA status of 4 or 5 54 24.1 48.1* 20.4 7.1 0.0 

 
4.  Procedures/ anesthetic techniques that may 

place a patient at risk for intraop awareness: 
 

Cesarean section under GA, cardiac 
surgery, trauma, emergency surgery 57 75.4* 24.6 0.0 0.0 0.0 

 
Planned use of reduced doses of 

anesthetics in the presence of paralysis 56 66.1* 25.0 5.4 1.8 1.8 
 
Planned use of muscle relaxants for 

maintenance 57 26.4 45.6* 8.8 17.5 1.8 
 

Planned use of total intravenous 
anesthesia 57 10.5 33.3 24.6* 21.1 10.5 
 

Planned use of volatile anesthetics 57 3.5 5.3 12.3 57.9* 21.1 
 

Planned use of nitrous oxide- 
narcotic anesthesia  57 29.8 35.1* 14.0 19.3 1.8 
 

Preoperative or intraoperative use of 
beta-blockers under general anesthesia 57 5.3 35.1 26.3* 29.8 3.5 
 

Rapid-sequence induction  57 5.3 29.8 19.3* 42.1 3.5 
 

5.  All pts should be informed of the 
possibility of intraop awareness 57 10.5 31.6 5.3 42.1* 10.5 

 
6.  Only patients considered to be at elevated 

risk of intraop awareness should be  
informed of the possibility of intraop 
awareness 40 17.5 60.0* 5.0 7.5 10.0 

                                                           
***  N = the number of consultants who responded to each item.  An astrisk beside a percentage score indicates the 
median. 
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 Strongly Strongly 
    N Agree Agree Uncertain Disagree Disagree 

7.  Informing the pt preoperatively of the 
risk of intraop awareness increases the 
actual risk of intraoperative awareness 53 3.8 5.7 30.2 35.8* 24.5 

 
 Preinduction activities:     

 
8.  The functioning of anesthesia delivery 

systems should be checked preoperatively 
to reduce the risk of intraop awareness 57 77.2* 17.5 1.8 3.5 0.0 

 
9.  A benzodiazepine or scopolamine should be 

used as a component of the anesthetic 
to reduce the risk of intraop awareness: 
 
For all patients under GA 54 7.4 24.1 1.9 33.3* 33.3 

 
For no patients under GA 54 3.7 3.7 3.7 46.3* 42.6 

  
For pts with conditions that may place 

them at risk for intraop awareness 53 20.8 58.5* 7.5 7.5 5.7 
 

For patients requiring smaller dosages of 
general anesthetics (“light anesthesia”) 53 17.0 43.4* 11.3 20.8 7.5 
 

For patients undergoing cardiac surgery 54 22.2 44.4* 11.1 16.7 5.6 
 

For patients undergoing Cesarean 
section under GA 54 7.4 29.6 20.4* 31.5 11.1 
 

For patients undergoing emergency 
surgery under GA 53 15.1 30.2 20.8* 28.3 5.7 
 

For patients undergoing trauma 
surgery under GA 54 16.7 35.2* 20.4 22.2 5.6 
 

For patients undergoing total 
intravenous anesthesia 54 16.7 31.5 18.5* 24.1 9.3 

 
Intraoperative Monitoring: 

10. Commonly used clinical techniques 
(e.g., checking for purposeful or reflex 
movement) are valuable and should be 
used to detect intraop consciousness 53 18.9 47.2* 5.7 18.9 9.4 

 
11. Conventional monitoring systems are 

valuable and should be used to detect 
intraoperative consciousness 53 22.6 41.5* 5.7 24.5 5.7 
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 Strongly Strongly 
    N Agree Agree Uncertain Disagree Disagree 

12. Brain function monitors are valuable and 
should be used to reduce the risk of 
intraoperative awareness: 

 
For all patients under GA  57 7.0 21.1 19.3 15.8* 36.8 

 
For no patients under GA  56 3.6 7.1 14.3 35.7* 39.3 

  
For pts with conditions that 
  may place them at risk for  

intraop awareness  57 36.8 26.3* 14.0 14.0 8.8 
 

For patients requiring smaller 
dosages of general   
anesthetics (“light anesthesia”) 56 26.8 32.1* 14.3 19.6 7.1 
 

For patients undergoing 
cardiac surgery  57 28.1 21.1 26.3* 14.0 10.5 
 

For patients undergoing  
Cesarean section under GA  57 31.6 21.1* 21.1 17.5 8.8 
 

For patients undergoing  
emergency surgery under GA  57 21.1 28.1 24.6* 17.5 8.8 
 

For patients undergoing trauma  
surgery under GA  57 26.3 24.6* 24.6 15.8 8.8 
 

For patients undergoing total  
intravenous anesthesia  56 16.1 39.3* 23.2 14.3 7.1 
 

13. Brain function monitors are valuable and 
should be used when possible to assess 
 intraoperative depth of anesthesia: 

 
For all patients under GA  56 12.5 21.4 10.7 14.3* 41.1 

 
For no patients under GA  54 9.3 5.6 9.3 37.0* 38.9 

  
For pts with conditions that 
  may place them at risk for 

intraop awareness  56 33.9 30.4* 8.9 14.3 12.5 
 

For patients requiring smaller 
dosages of general   
anesthetics (“light anesthesia”)  56 28.6 35.7* 10.7 10.7 14.3 
 

For patients undergoing  
cardiac surgery  56 26.8 28.6* 16.1 14.3 14.3 
 

For patients undergoing  
Cesarean section under GA  56 28.6 32.1* 12.5 12.5 14.3 
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 Strongly Strongly 
    N Agree Agree Uncertain Disagree Disagree 

For patients undergoing  
emergency surgery under GA  57 21.1 36.8* 10.5 17.5 14.0 
 

For patients undergoing trauma  
surgery under GA  57 22.8 38.6* 10.5 14.0 14.0 
 

For patients undergoing total  
intravenous anesthesia  57 26.3 35.1* 17.5 8.8 12.3 

 

Intraoperative & Postoperative Interventions: 

14. Benzodiazepines or scopolamine should be 
administered intraoperatively to prevent 
awareness after a pt has unexpectedly  
become conscious 57 21.1 26.3 15.8* 21.1 15.8 
 

15. Once an episode of intraoperative awareness 
has been reported, a structured interview 
should be conducted to define the nature 
of the episode 57 63.2* 31.5 1.8 0.0 0.0 
 

16. Once an episode of intraop awareness 
has been reported, a questionnaire 
should be given to define the nature 
of the episode 57 10.5 19.3 36.8* 28.1 5.3 

 
17. Once an episode of intraop awareness 

has been reported and documented, 
the pt should be offered counseling 
or psychological support 56 69.6* 25.0 5.4 0.0 0.0 

 
18. Once an episode of intraop awareness 

has been reported, an occurrence report 
concerning the event should be completed  
for the purpose of quality management 57 54.4* 40.4 0.0 5.3 0.0 
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Table 2.  ASA Member Survey Responses††† 
 Percent Responding to Each Item 
 Strongly Strongly 
Preoperative evaluation:    N Agree Agree Uncertain Disagree Disagree 

1.  Helpful to identify pts at risk of 
intraoperative awareness 146 27.4 46.6* 14.4 10.3 1.4 

 
2.  A preop eval should include: 

 
Review of medical records 121 38.8 47.9* 7.4 5.0 0.8 
A physical examination 118 23.7 37.3* 18.6 17.8 2.5 
A patient/family interview 121 46.3 43.0* 6.6 3.3 0.8 

  
3.  Potential patient risk factors: 

 
Substance use or abuse 147 31.3 44.2* 16.3 6.8 1.4 
Pt history of intraop awareness 146 45.2 31.5* 11.0 11.6 0.7 
Limited hemodynamic reserve 145 46.3 38.6* 6.9 6.9 1.4 
ASA status of 4 or 5 145 33.1 40.7* 11.0 13.1 2.1 

 
4.  Procedures/ anesthetic techniques that may 

place a patient at risk for intraop awareness: 
 

Cesarean section under GA, cardiac 
surgery, trauma, emergency surgery 151 70.2* 27.2 0.7 1.3 0.7 

 
Planned use of reduced doses of 

anesthetics in the presence of paralysis 148 48.6 44.6* 4.1 2.7 0.0 
 
Planned use of muscle relaxants for 

maintenance 147 21.1 34.7* 16.3 26.5 1.4 
 

Planned use of total intravenous 
anesthesia 146 13.0 26.7 24.0* 32.2 4.1 
 

Planned use of volatile anesthetics 148 0.7 10.1 10.1 63.5* 15.5 
 

Planned use of nitrous oxide-narcotic 
anesthesia 147 11.6 46.9* 18.4 19.7 3.4 
 

Preoperative or intraoperative use of 
beta-blockers under general anesthesia 148 4.7 31.1 23.0* 36.5 4.7 
 

Rapid-sequence induction 148 3.4 31.1 18.9* 41.9 4.7 
 

5.  All pts should be informed of the 
possibility of intraop awareness 147 15.0 28.6 10.9* 40.1 5.4 
 

6.  Only patients considered to be at elevated 
risk of intraop awareness should be  
informed of the possibility of intraop 
awareness 112 17.0 49.1* 7.1 21.4 5.4 
 

                                                           
†††  N =  the number of members who responded to each item.  An astrisk beside a percentage score indicates the median. 
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 Strongly Strongly 
    N Agree Agree Uncertain Disagree Disagree 

7.  Informing the pt preoperatively of the risk 
of intraop awareness increases the 
actual risk of intraoperative awareness 147 2.7 10.9 33.3 38.8* 14.3 

 
 Preinduction activities:     

 
8.  The functioning of anesthesia delivery 

systems should be checked preoperatively 
to reduce the risk of intraop awareness 148 60.8* 37.8 0.7 0.7 0.0 

 
9.  A benzodiazepine or scopolamine should be 

used as a component of the anesthetic 
to reduce the risk of intraop awareness: 
 
For all patients under GA 150 15.3 34.0 6.0* 30.7 14.0 

 
For no patients under GA 144 0.7 2.8 3.5 50.7* 42.4 

  
For pts with conditions that may place 

them at risk for intraop awareness 148 37.8 56.1* 3.4 2.7 0.0 
 

For patients requiring smaller dosages of 
general anesthetics (“light anesthesia”) 150 31.3 60.7* 4.7 3.3 0.0 
 

For patients undergoing cardiac surgery 147 39.5 48.3* 9.5 2.7 0.0 
 

For patients undergoing Cesarean 
section under GA 151 13.2 23.2 27.8* 28.5 7.3 
 

For patients undergoing emergency 
surgery under GA 151 21.1 42.4* 21.9 13.9 0.7 
 

For patients undergoing trauma 
surgery under GA 150 24.0 44.7* 22.7 8.7 0.0 
 

For patients undergoing total 
intravenous anesthesia 150 23.3 48.0* 14.0 12.7 2.0 

 
Intraoperative Monitoring: 

10. Commonly used clinical techniques 
(e.g., checking for purposeful or reflex 
movement) are valuable and should be 
used to detect intraop consciousness 151 10.6 50.3* 21.2 13.9 4.0 

 
11. Conventional monitoring systems are 

valuable and should be used to detect 
intraoperative consciousness 150 20.7 56.7* 9.3 10.7 2.7 
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 Strongly Strongly 
    N Agree Agree Uncertain Disagree Disagree 

12. Brain function monitors are valuable and 
should be used to reduce the risk of 
intraoperative awareness: 

 
For all patients under GA 149 10.7 10.7 16.1 37.6* 24.8 

 
For no patients under GA 146 2.7 3.4 24.7 44.5* 24.7 

  
For pts with conditions that may place 

them at risk for intraop awareness 147 21.1 48.3* 19.0 10.2 1.4 
 

For patients requiring smaller dosages of 
general anesthetics (“light anesthesia”) 147 19.7 38.8* 24.5 13.6 3.4 
 

For patients undergoing cardiac surgery 148 20.3 33.8* 30.4 12.2 3.4 
 

For patients undergoing Cesarean 
section under GA 148 12.8 34.5 25.0* 23.0 4.7 
 

For patients undergoing emergency 
surgery under GA 146 17.8 26.0 28.8* 24.0 3.4 
 

For patients undergoing trauma 
surgery under GA 148 18.9 29.7 28.4* 19.6 3.4 
 

For patients undergoing total 
intravenous anesthesia 148 13.5 35.1 25.7* 20.3 5.4 

 
13. Brain function monitors are valuable and 

should be used when possible to assess 
 intraoperative depth of anesthesia: 

 
For all patients under GA 150 12.0 9.3 16.0 30.7* 32.0 

 
For no patients under GA 147 2.7 4.8 24.5 41.5* 26.5 

  
For pts with conditions that may place 

them at risk for intraop awareness 148 20.3 43.2* 20.9 10.8 4.7 
 

For patients requiring smaller dosages of 
general anesthetics (“light anesthesia”) 149 20.1 37.6* 20.8 15.4 6.0 
 

For patients undergoing cardiac surgery 149 20.1 27.5 28.2* 19.5 4.7 
 

For patients undergoing Cesarean 
section under GA 149 13.4 30.2 22.8* 26.2 7.4 
 

For patients undergoing emergency 
surgery under GA 149 14.8 26.8 24.8* 26.8 5.4 
 

For patients undergoing trauma 
surgery under GA 149 16.1 28.9 25.5* 24.2 5.4 
 

For patients undergoing total 
intravenous anesthesia 149 15.4 32.9 24.8* 20.1 6.7 
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 Strongly Strongly 
    N Agree Agree Uncertain Disagree Disagree 

Intraoperative & Postoperative Interventions: 

14. Benzodiazepines or scopolamine should be 
administered intraoperatively to prevent 
awareness after a pt has unexpectedly 
become conscious 151 33.1 49.7* 9.9 7.3 0.0 
 

 
15. Once an episode of intraoperative awareness 

has been reported, a structured interview 
should be conducted to define the nature 
of the episode 151 49.0 43.0* 7.3 0.7 0.0 
 

16. Once an episode of intraop awareness 
has been reported, a questionnaire 
should be given to define the nature 
of the episode 151 19.9 21.9 38.4* 18.5 1.3 

 
17. Once an episode of intraop awareness 

has been reported and documented, 
the pt should be offered counseling 
or psychological support 151 44.4 39.1* 14.6 1.3 0.7 

 
18. Once an episode of intraop awareness 

has been reported, an occurrence report 
concerning the event should be completed  
for the purpose of quality management 151 47.7 41.1* 9.3 1.3 0.7 
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STANDARDS FOR BASIC ANESTHETIC MONITORING 
Committee of Origin:  Standards and Practice Parameters 

(Approved by the ASA House of Delegates on October 21, 1986, and last amended on 
October 25, 2005) 

These standards apply to all anesthesia care although, in emergency circumstances, appropriate 
life support measures take precedence.  These standards may be exceeded at any time based on 
the judgment of the responsible anesthesiologist.  They are intended to encourage quality patient 
care, but observing them cannot guarantee any specific patient outcome.  They are subject to 
revision from time to time, as warranted by the evolution of technology and practice.  They apply 
to all general anesthetics, regional anesthetics and monitored anesthesia care.  This set of 
standards addresses only the issue of basic anesthetic monitoring, which is one component of 
anesthesia care.  In certain rare or unusual circumstances, 1) some of these methods of monitoring 
may be clinically impractical, and 2) appropriate use of the described monitoring methods may 
fail to detect untoward clinical developments.  Brief interruptions of continual† monitoring may 
be unavoidable.  These standards are not intended for application to the care of the obstetrical 
patient in labor or in the conduct of pain management. 

STANDARD I 

Qualified anesthesia personnel shall be present in the room throughout the conduct of all general 
anesthetics, regional anesthetics and monitored anesthesia care. 

OBJECTIVE 
Because of the rapid changes in patient status during anesthesia, qualified anesthesia personnel 
shall be continuously present to monitor the patient and provide anesthesia care.  In the event 
there is a direct known hazard, e.g., radiation, to the anesthesia personnel which might require 
intermittent remote observation of the patient, some provision for monitoring the patient must be 
made.  In the event that an emergency requires the temporary absence of the person primarily 
responsible for the anesthetic, the best judgment of the anesthesiologist will be exercised in 
comparing the emergency with the anesthetized patient’s condition and in the selection of the 
person left responsible for the anesthetic during the temporary absence. 

STANDARD II 
During all anesthetics, the patient’s oxygenation, ventilation, circulation and temperature shall be 
continually evaluated. 
OXYGENATION 

OBJECTIVE 
To ensure adequate oxygen concentration in the inspired gas and the blood during all 
anesthetics. 
METHODS 
l) Inspired gas:  During every administration of general anesthesia using an anesthesia 

machine, the concentration of oxygen in the patient breathing system shall be measured by 
an oxygen analyzer with a low oxygen concentration limit alarm in use.* 

 
† Note that “continual” is defined as “repeated regularly and frequently in steady rapid 

succession” whereas “continuous” means “prolonged without any interruption at any time.” 

* Under extenuating circumstances, the responsible anesthesiologist may waive the requirements 
marked with an asterisk (*); it is recommended that when this is done, it should be so stated 
(including the reasons) in a note in the patient’s medical record.   
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2) Blood oxygenation:  During all anesthetics, a quantitative method of assessing oxygenation 
such as pulse oximetry shall be employed.*  When the pulse oximeter is utilized, the 
variable pitch pulse tone and the low threshold alarm shall be audible to the anesthesiologist 
or the anesthesia care team personnel.*  Adequate illumination and exposure of the patient 
are necessary to assess color.* 

VENTILATION 
OBJECTIVE 
To ensure adequate ventilation of the patient during all anesthetics. 
METHODS 
l)  Every patient receiving general anesthesia shall have the adequacy of ventilation continually 

evaluated.  Qualitative clinical signs such as chest excursion, observation of the reservoir 
breathing bag and auscultation of breath sounds are useful.  Continual monitoring for the 
presence of expired carbon dioxide shall be performed unless invalidated by the nature of 
the patient, procedure or equipment.  Quantitative monitoring of the volume of expired gas 
is strongly encouraged.* 

2) When an endotracheal tube or laryngeal mask is inserted, its correct positioning must be 
verified by clinical assessment and by identification of carbon dioxide in the expired gas.  
Continual end-tidal carbon dioxide analysis, in use from the time of endotracheal 
tube/laryngeal mask placement, until extubation/removal or initiating transfer to a 
postoperative care location, shall be performed using a quantitative method such as 
capnography, capnometry or mass spectroscopy.*  When capnography or capnometry is 
utilized, the end tidal CO2  alarm shall be audible to the anesthesiologist or the anesthesia 
care team personnel.* 

3) When ventilation is controlled by a mechanical ventilator, there shall be in continuous use a 
device that is capable of detecting disconnection of components of the breathing system.  
The device must give an audible signal when its alarm threshold is exceeded. 

4)  During regional anesthesia and monitored anesthesia care, the adequacy of ventilation shall 
be evaluated by continual observation of qualitative clinical signs and/or monitoring for the 
presence of exhaled carbon dioxide. 

CIRCULATION 
OBJECTIVE 
To ensure the adequacy of the patient’s circulatory function during all anesthetics. 

 METHODS 
1) Every patient receiving anesthesia shall have the electrocardiogram continuously displayed 

from the beginning of anesthesia until preparing to leave the anesthetizing location.* 
2) Every patient receiving anesthesia shall have arterial blood pressure and heart rate 

determined and evaluated at least every five minutes.* 
3) Every patient receiving general anesthesia shall have, in addition to the above, circulatory 

function continually evaluated by at least one of the following: palpation of a pulse, 
auscultation of heart sounds, monitoring of a tracing of intra-arterial pressure, ultrasound 
peripheral pulse monitoring, or pulse plethysmography or oximetry. 

* Under extenuating circumstances, the responsible anesthesiologist may waive the requirements 
marked with an asterisk (*); it is recommended that when this is done, it should be so stated 
(including the reasons) in a note in the patient’s medical record.   
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BODY TEMPERATURE 

OBJECTIVE 
To aid in the maintenance of appropriate body temperature during all anesthetics. 
METHODS 
Every patient receiving anesthesia shall have temperature monitored when clinically significant 
changes in body temperature are intended, anticipated or suspected.  
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A condemned inmate liked prison staffen to find anothtr way 
to ld1l him after dltftcul1y tndlq a wla delayed hil execution by 
.wc.t 90 minut-. 1tatt prilon recorda lhow. 

·can y0u juet &i" me IOIIl.tbiu& by uwutb to •nd thil? " 
convicted killer Joseph Clark asked member& of the execudon 
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~ u they strugled to find a way to insert an iDtraVVDouallntlfttr the ftnt tzy failed. 
CWk'1 execution wu piqued with prablea from the bech'"'"& wheD team memben 1tngltd 

for sen~ral miDutal to find a~ to tab the IV. MtM proceedf"' witb a .hut iA dark'aleft um, 
the VI!:Bl col1apaed and the ~on team bad to ltart ovw. 

Afte.r flna1ly attach ina a shunt to Clark's rtaht arm. the exeeution team apparently trllld to 
adminilter the lethal drup tbrouah the ori&inallV liDe by mistake, according to writts KCOWltl of 
the a:ec:utioo obtained by the Associated Prill. 

A member of tbe executioa team said he ralized a iJlObltm "upon notlclns tbe wroq reaction by 
Inmate Clark qaln," tbe member"• staMmtn.t said. 

"I 11ottc:ed I had p.lclcad up the wron, line. cmc:. I awitched to proper IV Une, eacec:utloD wu 
completed sua:eafuUy. • 

1'he t-.m member noticed Clark mOY«< bia left foot. •aid prison. tpokMWODW\ Andre& Dean. 
DurinJ the ftrst attempt to admbdlter the drup. Clark continued t.o move and tba finally putbed 

h1mlelf up and .said, "It doD't work." 

Clark, Yf, 1enteneed to die iD November 1984 far lcfiHn& Otll'ld MannfDI, bad been fadDa 
execution loqer thaa aU but u ol tha 193 men on Ohio's Death Row. 

The problema wtth the ILW!ICUtion fueled • JlOWinl deb&~ about lttllal m,jection, wtth m.any Death 
Row inmates saytnc that their executions could bt painful. .ttber bec:aUBe af the drug combJnatfon 
or beeaule the proc:edure Ia nat handled by specially tralfted medical penonnel 

A lawyer representina Clark'• family aaid the records anderscore the need for a thoroup 
inveatlption. 
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"There'• sometbln& druticaDy wrons with th• pmcedu* dllt art in place, and we hope that thJI 
leads to an hODeat evaluation and discussion of these probltma." Alan Konop Mid. "Thil should 
neva- happen and bopofully will IWMtl bappeu apia. • 

The DepartmuU of hhabtlltation md ColnCtion il re- viewin& the exeeution becauae o( the 
problema but doeul't think itJ procedurM are flawd. 

"''11e vein simply col!apled; that wasn't • tlaw in t:b.!t proeess," DeaD aaid. 

The handwritten reporu by mtlllbera of tbe execution team, who volunteer for the job, provide an 
intimate tbousb emotionlea vitw of the~ proc~~~. No report indicated a team member 
wu upslt by what happened, and the reports do not indude the priloa emplo~· DaJDM. 

"1 aailted by boldlq the iDmate'a feet, patdn& them in a.o attempt to calm hbu dawn," ooe team 
member wrote. 

The team appeared to andclpate problem• early on. "AI an obnrver fvr the insertion of the IV 
catheren, I noted that Mr. Clark'• vWw Wel'8 not aoin& to be euy to lind." one member wrote. 

8eYeral team mtmben aa1ci thq didll't think Oark suffered d.uriDc tbe oldMl. wldoh bepD at 
9:58a.m. wben membel"' of the team eu.'tllltd a holdiDJ eell to tn..rr tbAI ahunta. 

"Clark lhowed no sip of twrertJIS durl&1c thll proc:nr," one report lakl. 

But ID.Other report said tb.e "Inmate 1eern«l to have 10tH &comfart" where the left shunt wu 
pi~ 

11M SlUM ream membar wbo picked up the wroqllDt Wl'Ote, "Inmatl Cluk wu atr.id, but not in 
IUlf dJatreu.. 

~ the troublM ftndlna ctuk'a vein CDDtinued. a team member .tudlnt wfth .reporten, Clark's 
attonwy aucl members of Ma.nniq'a fua.fly dedded tg draw the curtain that blocbcl public view of 
tbe death chamber. 

That ~ion elicibad a protat from the Amerleatl CMl Libenia Uakm, whldJ prevlOUily sud to 
force tb. prf10111Y1tem to thow more ot the state's U~~~CUUoa procea 

The team member defended tht decillion, sayhq people~ 1ettinJ uput. 

,. could Mel the tension rillna inlidc the viewlq clwnber. and upon that time cl<*ld the 
curtain." the team nwnbtr wrote. ·r personally fek thJa wu a W!t'f wile dedlion to aDeviatll mra 
1treu upon all wttaease~ until the team could deunnine what happened'" 

Dean, a witn• of thJ. ud ta'eral other executlou, pve alliJbtly ditfel'ent ac:oant. 

"There wu an ait of appreheusiOG becauae we dJda't know what wu coin& on becaue thJ. had 
nefti' bapJ*led before.. ue aid. 

The teun, numberiq between 15 and 18, conailtl rumtly of guards with some mailcal 
techniciaua and other prison employee~. 

Every capitll·punithmcnt ataas but Ol\e uaea lethal injection; Nebnaka lttU uta the electric chair. 

A North C&fOlina Jnmat. wu m&:ecuted lMt month only alter the state chqed itt procedures to 
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sa~ a federalJudat-
In Callfomil. exeeuttona are oo hold whDe a federal judge coNiderl the conatirutfonaUty ~that state•a protoc:ol. A. heartn& la ldleduled in September. 

·----------...... ·--·--·-----~-~~ ·-------~--
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It took 36 apizina miDUieiiD pt to lbt detlnlqlDOIIHIIt of $tiDily Tootlo Wi1liaml' ex~ by lothal iajccdc8 arty Ttlad&y, mel wblll it c:IDJ8 it lhot tbroup 1bo stuffy. crowded wibMII t'OCdl lib Upmins. 

WlUilma Jay dlld. strapped to bil pnliSY.It Wlll2:35 a.m. The pri1011 auanJa badjUIC «dWICitbo 39 wi.._. tD la.v .. and lha lint to go ,.,... three frlcada W'&lliama b8d liked tO W8tGb hla &at momtata. n .... ao quiot lbat ....- anc cnmjmped bit pockat chimp. n cclloed olf'lbt waU1. 

Thea, jut u tbly otONed the doorway tD 1he clill1y OlltCiocll-.. die tbrw wiUppecl tMir btW blck and~ iD DDilaG: -n. 1ta1a otc.Hbaiajlllt kiJW • iDnocem mant• Aerotl .._ room tat Lora 0wca1. .eapmadwr a1 ane at till nwnler vkam.- a.1d the ma. Dct cbe'd worn a lbo omin cucntira cdaolvod. Her eyea ft!W wi1b horror. tDd lbo bunt iDto IGIJ'I, preuiq l diaue to bcr ~ 

Aad Wrl it wu: Tba lwia '""'Mu tnwklpfDI tile exoc:udao ottbo 12th man putiD de&lh by Callftnla .moe Olpital paoillmUIIII wu revived ia 1992 aftGr. q~ hialul. 
Oa oae lido wn tbo fi~Ma~IUPPGdtn of~ Jl, who co-founded lbo OiPIIIDI ia thl tUiy 19701 1M later n:IIDUIIOIIl vialence wldJe in pdeoa and wrote inllueatial boob advDCadJII ~-- Qa tbe Olbw \ftl tbl tnfl of IUI'ViYOI'IIeJt Jrievfq Jw tbl fbar people iul Wll COilVicltcl or .thorpalq to dca1fa tn. 1979 In Southa Catifbmia. 

The two ~idea lillY• oam. &o 1 meetin& of tho mJncll. Not tMIII in tta. caL 

The dramsdot aocmod fir .6\m. an~t• Miad whla 1M execucioa ~ precitely at 11 :59 p.m. Moaday. 

The oval &lor of tho dOith chamber popped opoa - it loob lib a tubnwiM batch - and William~ •~ iA with a paea-unitoaDed pard on Clldalide, IDoaety ~~~GJcUne hil anna. and lbree Collowia~~d Hia wriat& W«< bludcu«ed 10 a wail& ~:bam. ~ tyt1 wero C4lm behind lteCJ.. alaaes. &q. act flrmJy abow a py beard. 
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THE .BX.BCUTION OF ST ANLBY TOOKJE WILLIAMS IE~: Priloaer dicl aot ... Paae l oC S 

tc loobd lib it would be jUit lib tM otno lethal \njecdo111 before It: controlltd. noiMJ-. priCtigally lllriaepric. 

With a cbot& lib a baml Uld bulaioa uma the alzo of toned thJabs. Witnams had to squtea with bla pudlalODI tho 71fl~foot·wide chambcr'1 paaa wiadow juat to JtC to the dde oftl\1 pmty. TIMn, belay down liowly, mel after die pards unloc:lced hfl wn.c.. ho bclp6JJty llpl'ad hi11111111 aloq th8 pm.y and became .an. Ill &wo minutea. tbe team had him 18lbecl down tiatJt: bltok lttapl widl bucldet ar hit moulders. dJM. wail&, bM and feet, iWl brown-la.dla Vckw m..,a • bJa wriau. 

The tJne pwrdlleft. and tlve othcn walked in. 

Watcbiq temcfJ the whole while wwe tbel9 wi&ncuea. Tbey'd bMD mANMd into tbe wi~~~ea raGIIl by • pbalan.x ot pardla trw m.iauta betbre midaiiht and placed ia a halt .. cJrcle arOUild tJw dada ohunb« - 11 ill cbain at tbo wialiow. cbG Nit oa riten qaiNt tbrM ..U.. It'• imPQIIibt. to t.11 wbo oway wimeuca an, ba:IUIO by prilod. ruJaa aobody CU1 move to• ttMir .1p01 or talk. but dMsy always~ afiNr 1t0upt: ~ oftbe COC'Idenmed mill. IUppofterl ofhfl victtml, 17 madia ~ ad DWJte tba doaa Ja• lllforotn:aa aacllep.l oa:K;ialt. 

lD thb e'J[fiC\Ltiml. at leur 11ve were Nlll*lto cu iMir poople Wl1liual wu coavicced of kill1q- c:oavaUcnce liON clork Al1Mn 0waa, 26, MMl D10itll 0WUC1 Y ... l Yllllt 76, T ..... Sbai Cbea Yma. 63, and tbc:ir daupter Yee-Oe lJD. .,_ Priaoa IOUl'Cel aid tho vicdm ~-were .U 1om dlo aw. &mily. 

The thrN wilD aboutecl oe dleir way Olll waa lal by ~-balnd a.t.n BCQIOI, coauthor otnt. ud--pnJ boob. A1lo wnn.aina Oil WUiilml' bebaJf were bila~tonMy, PICir Flemiaa. ancl'aaotber J.wyet. 

Nobody llid a wonll& «nt. Bvlrybocly ~ ripdly. 

The tittt ealbeW slid in meally • ~crook ofWDllaml' right elbow, takiftajUit two mi1l1lta co aat but lpU1'tiq 10 much blood at dlt Deedle point t1111a couoa IWib wu IO&kod. MiAiAI doep rod botcn it wu tlped oft 

1'1Hil c:arM dJo ,_ trouble. A tMdical technician. a weman wfdl art blac.t hair, Md fO poke 1br 11 millltw bt1bre h« needle hit home. 

A\ 1M ftra l&lok, II 12:04. William~ c:l..cbcd hit toe1. At 12:0$, be ICI'Ugled lldptlly aplna lbe 11r1p1 boldlnt bim dawn eo look ap at Cbe Pf* pn.y IHbind ILim. diabina o~t a bani ltare Cot lix loq IOODndl. By 11; 10 ~.the medical t.ech'alipi....,. ripr and wbita IDd tWoal wq pooHq oa ba' fotebcad u abc probed WUUama' ana. 

"You pya doina lbat riiM?• WiJli..n~ uked angrily, ttuacndoo clear on his face. Tbe f.mall aulnl wbillpered IOIDidUJa& bact: it wqJwd to hear lll)'dUna rbroup cbt dlict 

http:l/lf~~U-camlcsi-binlarticJe.cai?fll.-lciii200"12114/MN00507QMA I.DTL&type-pr... l/1 011006 
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allll walll oCabe d.atb chambw. Ont prd.jaw eltat:Md tiptJy, patted Wllllam•' lbouJder aa if 10 COIIII'ort him. 

Outlide th• chambw, BecJMI atoocl with bar two camplllioaa - • 'NOIIlall aDd a mu - • lbc OA!y window with 1 oto. lint of' Jiab1 mto Willbma' ~ya. md It wu u if &My waoe rtyi:ftl to will tbcmlelna riaJu dwuch ttie aJUI to stud a1onpidD thait ftfend. Tbey lhnlJt tbeit t\su up Jn whaliOIIIHd to bela black power salute, and rbt man called out 10f\ly, "Toolde.' They whlspcnd "I love you" aad "Ood blm you" u tbGy tookod ldorio&IY into Williaml' cyeL 

Meanwhile, 10 fMt away, IMaOweueu aiJUy, lookizas rbrauJh lhl lila attht top of wuu.m.· ...... H• thick red 11m DtVW mov.S. and- moudl wu. £i&b& UDt. A bloacl WOlD• sittma next to het pw lw arm aroUftd ber, IDd tJaca I'CI11CMid it and cr.p.i._ band, m h• Jap. 

AJ ll; 1 G a.m., thfllltlCGdld eed.le wu iDiertod. Hil blftdl wcro tlpod.IIUIDIJD)'-Iib. ta the guruy a"DlL 'Ibl paniJ hutticd out tba door IIJd lelltd h. Jtavina WiJH11111 aJoDe wUb two clear buravCIIIOUI ftaa. metina afthia ~~m~IDd buo hoi.- iD 11M back waU o!tbe daa1h cbamber. 

AJ 12:11 a.m.., a Cealale pmon JU1t1S lolldly l"'lid otrthe wunDC proclaimina that priloDcr · number C29300 had boca ~ ID d.iiiDd "tbe exf!Cddcm aball now proc:eed. • Williuu forc.ci bis had up ooe lut t1m1 co ar.lato tha 0)'01 ofldl4w 8iCDdl-abo~ it flited Ulltil lao pMHCI out I lll minut&r8 later hal dae fint l&lvo of chlasical" ~LaD peatotbll to puc him 10 alelp. Sotrow waabad over tbo ftKia o(BemuriiDII btl' l'lllla1e oompmioa a bit htl4 aant. awl thty clllpecllbtir Undl i1l Jft)'W. 

From dan oa it wu a Mil·bilib& viaiJ ~ ev.-yoae outlide ....m, in. Then "' 110 way to kDCJW 'W!Uob chllnicalt TtCrC bdnl wlmlni•tlnd blc11110 cbo pbmpn MJdiDa cba into the iacraveaoua a&belare pi'UMd by UfJICCIIl banda bebiDd lbl cbiiDbtr w.U.. Willbmt c:beR h•wd ~ tiraea u be l.y willa hLI eye~ cloled. bet tai:Dc:WbeN Ia tM lS Dlfaut11 hal 11:20., 12:35 a.m., tba cucutioaen 1H1td bil...- with plfiGurocUum bromide to .. bit bralahiq. the potas.Aulft cbJori4o to atop bJa heart. 

PIDIJiy, IOIIICI.1IMI bc:blDcJ tbl w&llc caJ1ed out, "He'a tJadlucd," aud it WM cnw. A baDcl lbavod • p..- thtoqb.a peepllolo in lhd wimeu raora, a,._ reid oil a quick ICitciDoat · affinniq WiDiuna' ciaah, JDd 30 MCOOdllatlr tberoom Wll cJcnd. 
Tllal'l whea lhe ou1burJI aupp..cL tt w .. dwt tJrst diM liDoc CaWbmia *Ud'ted axeculiDDJ in 1992 dalt anybody bad yelled or cveo apolam.loud.ty d&ariq the pila proc ... - Uld u UNCia u AllYthina, thlt ia '~~Mt Mt thi• aiC:Utlou aptn. 

AJl of dw otbar ~tta killed by ltcbal i~Qtc:doft lay 10 qllidly oalbt JOmi1Y lbat. ace.,c fOr a few aaU moY'Itll8ldl. it Wlllwd 1D teO if they were~-_.._ Bwa ill the rwo padap at Sea QIMmda dW ptec*ted tba injeclioDI, RDbert Alton H.m.llld David 84win M&IOil faced tbeit eadl IIDictlly. 1\1 wiCDoaM, k)c), have DIIVU dou. moco tlt.lll moulb alnr &ileat wont. md t1rf quictry - lnd tiM vicdm 1114 pNoa.r .d'~Gca~ c:a1aialy IWY• racial k) ~otblr. 

WiUialna ud bll ftifnll WR dift'enru. 

http://Jf'pte.com/ciP-biaf~lc.cp?ftlG-f'ol~/l2/14JMNGOSG7QMAl J)'J'L.Atyp.-pr... UJ 012006 
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It wa lib they were cletenJliMd ro JCIC throup bia tiaal minue. OJl Ell1ll on choir on terma - even up to tbo Ct.ldition of the aondemaod IDIIl iauiq a hal AltcmaM. WiUiuna. nw-dllfiiDt apinll tbe t)'lt8ln bl ccmaidered uafair, pve ao final warda to Warden Stave Omotld, who uJd , .... thlt Wlllt.al c:hoae inartad ro ~w: his ltnal 0111'180 witb knel. Source~ Jaid aha may r.veal It at a &acnl in Loa ADp!a on Tuaday. 

Thl maiA compU~onlD the doldl chamb« tbil timt wu the excrucJatiJlaly lon& wait tbt 1M poitoaa to work. Duri.dJ the last txecudora, wh•1ripi...tiU. Doaald Bcardtlac wu killed iA J~nuatY. tbe 8C1ual iDjec&D proaaa took faur fewer minutw; j,Qec:tiaaa Car "F!eftay Killer" William Bonin requirad only four minute~ bl 1996. Buc prilon oft1ciall had an ~xplazWion. 

He wu a bil maa, • Wtrden Swve Omoald aid ill a pMC•tc\llion britftnJ. Tho tiiCbl djdg't have to ainuniltc:r eJ:b'a tbot1 of dlemicm, he Aid; tU poiloal jUit Dlldecl time to work. 

liiDide MQIO. WlW... wu tho most muscular maa pat 10 ct.tb in the modlm n ol executtona in California. mel It ipp01re4 u lfhil bulky bod.y wu t'lptfna otf tbllucvitlbl.o. evCift after comcio\III1WI Mel tbe ability to move had lied. 

Thia wu ~ a ttLIID who wet meekly. 

&y Ullatt:ity 

White 
Jla41l 
Riapanic 
Oth•~ 

1o-u 
lO•U 
lO-U 
4G-49 
50-59 
'o-n 
"10-79 
IO-U 

3,.su 
J5.lU 
li.Ut 
,,l1t 

Ot 
4.U 

l1.4t 
36.~· 
n.n 

5 .. '1\ 
o.u 

JO .nd abo" 
o• 
o• 

Robe~t Alton Barrie (1tta, ll v••~•, l month) 

http:l/sfpte.c:omlcsf-binlutiaJo.cgi7tlle-¥'cla12005112/14/MNGO.SG7QMAt.O~... l/1 012006 
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~ .. ,,•w~.-.,..._ .. ~ ... ·,•.·, ... ,., ... ,, .. .._y~, ...... ..,.,.,.,........,..,A .. 'I '\'~• Wiit'"•'·-""i" '•' •'• ',. ,.., , , ,,•,•,\-. .. lw'•' .. , '• 'ot\'o'•'\'.•"1¥-•'t' ,"o*oi'M'\',• .... ._".'·'·' ..... '~lr.Wo"o..., ,· :: . -.·.•.•. •. •,,•,•••'•'• '•""''-"""oAI'I•-.'" .... 'JIJ.A.'~'•'N~AIW.'##Itl.MW..WV~'/I.."'.,... .•• .:,.Ar;.•,;..,.•.4.~ .... ~-·•\ 
"' ~ 11Ui: iXiCUTfON OF ST ANL1Y toom WlLLIAMS I Ey.witnea: Pri10ncr djd aot •.• Pap' ot ~ 

K~ith Daniel Milli..e (19fSI 17 yea~a) RQbea-t Lee *•~ie (20011 :u re•~"•• 10 IIOntl\a) O.r~•ll Ke1tft atcb 120001 lt yea~•, 1 ~nth) Kalvi~ Malon•• (19111 1~ y.ara, I eont~) !t.pheft Watn• Aftder•on (20021 20 y•ata, C .anth8) Donald S.ard•l•• (20051 20 ~~•• 10 -ont~) · Stanley Toaki• Willia.a (200~~ 24 y••~•· I aonths) Willi&~ Geort• Bonin (ltt6, 13 y•aca, 1 ~nth) Manu•l ~itt 11'''' tl yaara, 10 .ontn.J JaeutuQ S1r1pon;a (li991 1~ year&, t aaaths) D•vtd Edw!D Naaon (1991; ~ y••~•, ' ~nthaJ Thoma• M. 1hompaon !lttt1 14 ~·ara, 1 eonth) • E~t~~dlt•d to His•guri ~ •x•~uted in that stat•. 
ly .. ntencinc, COI.U\ty 

l&lf Area total• 
County Total P•to.nt&9• AlUICid• If 
Santa Clua S2 
Contra Coat• 34 
San Mateo 21 
ionoaa 4 
kp& • 
~olano • 
Karin 2 
S•n Fxano~~oo 2 

13.3\ 
8.0 
S.l 
Ll 
1.2 
o.a 
O.f 
C.3 
D.J 

http://sf'aMt,com/ep-biDianicle.cp?tllrrlwallOOJ/12/I WNG0507Q.MAl.DTLidyprpr._ I/1M006 
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"' 00 
00 
00 
00 

'""' 

Hln...&C!!I 'o e Tamasi'!: 
Nrmre of Child: 

Fa'ele'i 'i fe: 
Place of Birth: 

____10: I .d.. c!1_ I "'"' . Date 

Tangata pe Fefine: 
Sex: 

Tarnai: . 
Fa'eJe'i 'i fe: 
Place of Birth: 

Fa'e: 
Mother's Name: 

~· eJe I -~Ie: 
Place of Birth: 

Tamasl'i mall pe 'ikal: 
Legitimate or Illegitimate: 

Tohinima 'o e Lesisita: 
By Whom Registered: 

TAT AU MO'ONI '0 HA LESISITA FA'ELE 
TRUE COPY OF BIRTH REGISTRATION 

FIKA LESISITA: 
REGISTRATION NO: 171611970 

y f\1'1~1 

KOLOFO'OU, TONGATAPU 

 

MALE 

UAV. •AU 

KOLOFO'OU 

LU'ISA TAFUNGA VANISI 

PANGAIHP 

LEGITIMATE 

L.> v.-.m.:n 

142577 

'Oku ou fakamo'oni 'eni koe ngaabi me'a kuo0~:i 'oluuga ko e tatau ~!~':!!!~o e me'a 'oku tu'u 'i be Lesisita Fa'ele ki be 
I hereby certify that the above is a true COIJV o rti~ · in '' · · Jn •• 

v11neronua o ki he ta'u 
District of Tongatapu for the year 1970 

Vakal be'eku tobinima hingoa moe sila 'o e Fakamaau'anga Lahi na'e fai 'i be 
Witness my hand and the seal of the Supreme Court dated the 

"''"' 
o emabinako 

VJ 'mvru" OJ -·- ~v•v 

··-::::--.. 
.·~1. .• . :>. 

·:l ·~ 

'! ~ -r~. 
' , -~ . \ . / 

''. .. / Vahefonua 'o 

~/ "Failesisita 'o e Fa'ele, Pekia moe Mali, TONGA District of Tongatapu 
Registrar of Births, Deaths and Marriages, TONGA 

' : Koe tom m oku fokotu'u 'I lolo ba ngaahl me:a malu'i 
. .,;. , wmams lnuUitt secunty 1eatures. ·-

TO-VR00003 
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OPnONAl RM a$, ... ~ 

./) 5QL (Y~ Formerly fS-51 I) ' 
... , 

ln~\Jcrv 197:1 -' ' ' 

' "" 
v 

F.ORM 1-lol MAlLi!a! IV 6327399 
/'l L '' /' J THE 

" oRANT VISA AND I),LifN _,.)IKAIIVN ~Nf,::EVI~YA~N NOT 

r::ic- -lC:c ,_, ' -~ j'' ' 
fc' ., l 

.,, /,, j ... - THE UNITED STATES 

/OF: ·1 ami/_,. :\'t,'/1!1'1 I Fini '"'"'I '"'~:)_'"''" 
VANISI, Si,_ao si ;,I KNOW fl. 

ACTION BY IMMIGRANT IN5FECTOR ~~~T;S v'IA 

NNJ,EO ABOVE AIWVED IN THE UNITED SEC. 212(a)\1.1) 

' 
LABOR CERTIFICAHJN 

\ I .-· 
' 

11D ~ NOT APPLICAS~ 

1 ;'\/tWit' o(t'C\.\(~ w jli,L'fE no. ~~~-:mil'(l/1 " -

I I INEIIG1RILITY FOR VISA WAIVED UNDER SECTION LJ '-J 
I ..., -
' 

! D 0 212(hl 0 ATTACHED 
\. 2l'l(e) 

' 
D 2121g~ p 2121,i) D NOT REQUIRED 

o"'"';~"J} t! M~;o/01} ~~~;~;~:. '?' 41 'I 1'"""¢:'~, ~ j: " 
ina a o~· owooo>E~ ~ IK~n 

~~N~t __ AULH~I,~~ I mm ADDRESS 

~TATES UNITED 199 Fernwood Drive 
W<. "·"· "' '"woe."'""'"" (} tf I 
San Bruno, Cali:fo rnia 

I ,\(liON OF S.I.O. I ACTION 0' APPEAL U.S.P.H.S. 

d 
This visa is issued under Section 221 of the Immigration aml Nationality Act, and upon thl' basis of 

the Facts stated in the <.tpplic:ation. PClssc~sion of u visa does not entitle the bearer to enter the United 

'"'"'" u « u•c 
. f. 

'" • h ·"'' llnnn ""'"'''in rh · llo;;p,j Stm" 

it mmt be surrendered :o a United States Immigration Officer. 

MMir.D<>.NT rt I""' / // 
AMERICAN Embassy P5"3 'ill 

_AL Suva, Fiji 
FC•R E1 GN ST AT~Jt!Kj( llll'let!R!i: 

Tonaa 

~t:UC::L_ / v ;i A,_.A_, I 
r VISA NO 

392 
Walter V, Hall 

~,;onsu.L or m• um·oo "' 

~--

ft 
I -~-~~ 

I ""' i' ' 

' 

Toriff I rem-No. 21 

•ee Pa,d $20 
F$15.50 

ocol C.y Eiliii'V 

15;UEO ON (Day) (Yean 

_Mou 1 071. 

THE VALIDITY Of THIS VISA EXP'RES 'v11DNIG-1T AT THE END OF 

(:1\l')'.' :Mon1h) (Year) 

30 Septenber 1976 

" 
N•) 

3116/72 

-~ 

ISSUED 
TO Luisa Finau V anisi 

BY 
Minister 

ON 19/-r/71 

E:<PIRES 12/7/76 

of pnH ro Tonqa 

jiV 6327399 
·;-\JPO 1'17j OL :08) 45~,:'H 1 

77 
USDHS00079 
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! • • ' 
00 ORIGINAL g 
1-'· 
1./l 
1-'· F I L E D 10 

~ Case No. CR98-0516 
0 

~ Dept. No. 4 SEP 2 7 1999 
10 
03 
Ul 

·Ano~ 4 a'il ' 
L><::ru 1 r vlt;!i!\ 

5 

6 IN THE SECOND JUDICIAL DISTRICT COURT OF THE STATE OF NEVADA, 

7 IN AND FOR THE COUNTY OF WASHOE 

0 

9 THE STATE OF NEVADA, 

10 Plaintiff, 

1 1 v 

12 SIAOSI VANISI, 
also known as 

13 11 PE" I 

also known as 
14 "GEORGE", 

15 Defendant. 

16 I 

.L I "'-'J..J v~n. V" .L ""' '-' uru : 

18 It is my duty as judge to instruct you in the law that 

19 applies to this case, and it is your duty as jurors to follow the 

, T .lo. .11 ~ 
.,, " ·'- . " • .1. 

1 ' 1 'J 

21 the law is or ought to be. On the other hand, it is your 

22 exclusive province to determine the facts in the case, and to 

?< . nF>r ;mn Wl'>i ah r.hl'> F>Vi for t-.hat nurnose . The authoritv 

24 thus vested in you is not an arbitrary power, but must be 

25 Ill 

26 Ill / 
I ' 

>:J 

'I I?' 
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( • • ' 
00 

m 
:0 
1-'· 
1./l 
1-'· 
10 

~. exercised with sincere iudament sound discretion and in 
0 

~ accordance with the rules of law stated to you. 
10 
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~ "'" "· ~ ~. -~ ·'-'- m~t-t-o-r <:Tlln<:T """TT<:T ,, ""' 1<-nr.wn 
0 

~ as 11 PE" also known as "GEORGE", is being tried upon an 
10 

~ Information which was filed on the 26th day of February, 1998, in 

4 the Second Judicial District Court, charging the said defendant, 

5 SIAOSI VANISI also known as "PE 11 also known as "GEORGE", WJ.th: 

6 COUNT I. MURDER IN THE FIRST DEGREE, a violation of 

7 NRS 200.010 and NRS 200.030 and NRS 193.165, a felony, in the 

8 manner J:o.LLOWJ.ng: 

9 That the said defendant on the 13th day of January A.D. 

10 1998, or thereabout, and before the filing of the Information, at 

-' . . '- . • c ~ . -~ .~ ,,,, -" CO< ,,. ,f' rH .-1 ,,d 1 1 f', 1 1" 

' 
12 unlawfully, and with malice aforethought, deliberation, and 

13 premeditation, kill and murder SERGEANT GEORGE SULLIVAN, a human 

14 hPi nrr hv .~~~ nf rPn,.,r,,<'l blows to the head and face with a 

15 hatchet, and/or other implement(s), and/or other blunt force 

16 trauma inflicted to the head and upper torso thereby inflicting 

17 mortal injuries upon the said SERGEANT GEORGE SULLIVAN J:rom wm.cn 

18 he died on January 13, 1998; or 

19 That the said defendant during the course of, and in 

- .. 
.<U LUT1::nerance OL an cumcu .y' ULU WLLLLULLY O.UU UULO.' LY 

21 murder SERGEANT GEORGE SULLIVAN in that the said defendant on or 

22 about January 13, 1998, did kill and murder SERGEANT GEORGE 

TTH~>T '- ·'- >1-r~+-i r.n ~n.-1/r.r t-ho 

' ~ 

24 furtherance of an armed robbery at the University of Nevada, 

25 Reno, at or near the information kiosk, with the use of a deadly 

?.,; t-o wit a hatchet and/or other implement (s) ; or 

1/.p 7 7 
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:=: 'l'k . t-h~> "'"' i Cl r'lefendant on or about January 13, 1998, 
0 

~ did kill and murder SERGEANT GEORGE SULLIVAN, a human being, by 

10 

~ lying in wait, in that the said defendant did watch, wait and 

4 conceal himself from SERGEANT GEORGE SULLIVAN, with the intention 

5 of killing SERGEANT GEORGE ~ULLJ.VAN, ln tnat ne 11iu ctHu wct.LLeu 

6 until SERGEANT GEORGE SULLIVAN completed a traffic stop, then 

7 observed and followed SERGEANT GEORGE SULLIVAN to a location 

~ 

C! wnere ne -was- clllU. -.:;-rrerr-

9 inflicting mortal injuries to his person from which he died on 

10 January 13, 1998. 

' ' TT WT'T'H '!'HE llRR OF A DEADLY WEAPON. a 

12 violation of NRS 200.380 and NRS 193.165, a felony, in the manner 

13 following: 

14 That the said defendant on the 13th day of January p;::u-, 

15 1998, or thereabout, and before the filing of the Information, at 

16 and within the County of Washoe, State of Nevada, did willfully 

17 and unlawtully taKe persona.!. properc.y, L.U w_i_c_; Q 

18 caliber handgun; Glock 11 magazines"; a flashlight; and handcuffs 

19 from the person of SERGEANT GEORGE SULLIVAN, at or near the 

. . -'· ' J n •. ~f: "'"'""'""' 

l>onr> 
.ou .Lll.LU.L. <Hcl L..J.Vll --~~ -" 

21 campus, Washoe County, Nevada, against his will, and by means of 

22 force or violence to his person and with the use of a hatchet, 

-..~ ·"' I 
imnl<>mPnt-1"\ ,.,hi "h the said defendant used to 

24 strike SERGEANT GEORGE SULLIVAN repeatedly in the head and face, 

25 and/or other blunt force trauma inflicted to the head and upper 

26 torso. 

-.<-

;C,7J 
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~ "'u"' TNR nR l\ 'RM a 
0 NV~' 

0 
02 violation of NRS 200.380 and NRS 193.165, a felony, in the manner 
10 

~ following: 

"- That the. said defendant on the 13th day of January A.D. 

5 1998, or thereabout, and before the filing of the Informai:J.on, ate 

6 and within the county of Washoe, State of Nevada, did willfully 

7 and unlawfully take personal property, to wit: u.s. currency 

8 from the person of P :.LA MHH'l'U, c:Tie<..:.J.<on"- ctL. '-'"" -•• u~~·~ 

9 located at 710 Baring Boulevard, Washoe County, Nevada, against 

10 her will, and by means of force or violence or fear of immediate 

' 
,.., 'r' -hA "aA ~-F ~ 1"!rae 

J..J. or .LUL-ULe •uj u~y: 

12 caliber handgun which the said defendant displayed to the victim 

13 and demanded money. 

, A TV WITH THE USE OF A FIREARM, a 

15 violation of NRS 200.380 and NRS 193.165, a felony, in the manner 

16 following: 

1 7 That the said defendant on the 13tn aay or ..January .t<.u. 

18 1998, or thereabout, and before the filing of the Information, at 

19 and within the County of Washoe, State of Nevada, did willfully 

20 and unlawfu.L.LY tcaKe persowou. . L. y' -~ ~· ~. 

21 from DIANA LYNN SHOUSE, the clerk at said establishment, at the 

22 Jackson Food Mart located at 2595 Clearacre Lane, Washoe County, 

' 
. , , _, ' '~ ~-F ~ ~.,.. "i~lence or 

"'-' "evctu.a, ~,~ ... ~ ' -· 
24 fear of immediate or future injury to her person and with the use 

25 of a large caliber handgun which the said defendant displayed to 

"" 
_,. 

·~r'- ""'" _, monev. 

-3-
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~ " ~nUTT'> T ~· ~ ·~l"'t-i~n ~f' l\HlQ 'Jnt;.220 a 
(t 
0 
o2 felony, in the manner following: 
10 

~ That the said defendant on the 13th day of January A.D. 

4 1 C)gR ()T J-.' bout and before the filing of the Information, at 

5 and within the County of Washoe, State of Nevada, did wiiTtuHy 

6 and unlawfully steal, take and drive away the personal property 

7 of LOUIS D. HILL, to wit: a certain black four door 1993 Toyota 
. 

8 Camry bearlng Nevada llcense plal:e v.o~ tiler, wi en cne -±rrc-"'w- ~""" 

9 and there to permanently deprive the owner thereof. 

10 To the charges stated in the Information, the 

. ' liD~ II > 1 o-~~·-·~ ~ 0 

.l.l uc 
·~' -~ 

12 "GEORGE", pled "NOT GUILTY. II 

13 
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0 

~ defendant of a crime. It is not evidence of any kind against the 
10 

~ accused, and does not create any presumption or permit any 

4 inference of guilt. 
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~ ~" . . ,,_ oa onu rn 1 o ,.,, · i rm r>r idea is 
(l 
0 

stated in varying emphasis thereon is intended by me and cfl ways, no 
10 

~ none must be inferred by you. For that reason, you are not to 

4 sinale out anv certain sentence, or any individual point or 

5 instruction, and ignore the others, but you are to consJ.der all 

6 the instructions as a whole and to regard each in the light of 

7 all the others. 
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~ _, 
-~ . . . ' T ~ 

.__, r1, ~o ~nut-hinn 
(t ~~. u "" ' 
0 
a2 which has suggested to you that I am inclined to favor the 
10 

~ position of either party, you will not be influenced by any such 

4 Rl -inn 

5 I have not expressed, nor intended to express any 

6 opinion as to which witnesses are or are not worthy of belief, 

7 what facts are or are not established, or what inference should 

8 be drawn from tne evldence. It any expression o~ mine Hcto 

9 to indicate an opinion relating to any of these matters, I 

10 instruct you to disregard it. 
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~ . " _, ~' -~<r~o~ ~,lv t-h<=> evidence in the 
(t 1 

0 
02 case in reaching a verdict, you must bring to the consideration 
10 

~ of the evidence your everyday common sense and judgment as 

4 .o~~noh1= men and women. Thus, you are not limited solely to 

5 what you see and hear as the witnesses testity. You may araw 

6 reasonable inferences which you feel are justified by the 

7 evidence, keeping in mind that such inferences should not be 

8 based on speculatlon or guess. 

9 A verdict may never be influenced by sympathy, passion, 

10 prejudice, or public opinion. Your decision should be the 

PLUUUCL. Vl. =.:. .. ~ . _, 
'"' ·--' --'; Qr'"Y'Pf-; ~n ; n -' onr-P 

.L.L " 
., 

12 with these rules of law. 

13 

' A 

15 

16 

17 

18 

19 

20 

21 

22 

-"-> 

. 

24 

25 

""' T, --~+-' ~· "Tr> I. 

/0f $i 

2JDC06294 
AA03429




