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Goals

•Briefly review legal background and 

history of aid in dying in America

•Examine the practical process of the End 

of Life Option Act for patients and 

providers

•Clinical aspects: Discuss Cases, Drugs, 

and Data



Supreme Court. Vacco v. Quill: 
“Dr. Timothy Quill along with other physicians and three seriously ill 

patients...challenged the constitutionality of the New York State’s ban on 

physician-assisted suicide.”

January 7, 1997



June 26, 1997

Unanimous decision that there is no constitutional 

right for physicians to help patients terminate their life. 

but at the same time suggested that the

states were free to…permit doctor-assisted 

suicide if they chose to do so.



October 27, 1997

Oregon implements the Death with Dignity Act, which allows terminally-

ill Oregonians to end their lives through the voluntary self-administration 

of lethal medications, expressly prescribed by a physician for that 

purpose. 



California Aid In Dying Acts

Failed Propositions

1992: Voters Reject Proposition 161 “California Death with Dignity Act”

Failed Legislation

1995: AB 1080, AB 1310 AB 1592 

2005: AB 654 

2006: AB 651 

2007: AB 374

Passed Legislation

2015: SB128, ABX2-15



6 +¼  states have now legalized Physician Aid in Dying



Who are the patients?

Oregon: 78% over 65; 77% cancer; ALS 8%; 

hospice 90%

Patients’ reasons for choosing Aid-in-Dying:

96% Decreased ability to enjoy life

92% Loss of autonomy

75% Loss of dignity

48% Burden on family or friends 

35% Lost control of bodily functions 

29% Inadequate pain control 

2% Financial concerns



California End of Life Option Act at 
One Year 

First 6 Months: Data from CDPH June 2016 to December 2016 

• 258 official requests 

• 173 unique physicians prescribed  

• 191 patients received prescriptions 
 111 ingested the drug; all died

 21 did not ingest and died of underlying illness*

 59 undetermined 

• Patients who took drug
 Median age 73 (most 60-90)

 46% Men; 54% women

 5% no diploma; 37% high school or some college; 

58% Associate degree or greater

 3% Black; 6% Asian; 3% Latino; 89% White



Rate of Death

•OREGON • The rate death from lethal ingestion was 

37 per 10,000 total deaths in the state. (Year 18) 

•CALIFORNIA • The rate death from lethal ingestion 

was 6 per 10,000 total deaths in the state. Total 

deaths per year in California=245K (First 6 months) 
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California: Shavelson Aid-in-Dying 

Inquiries/Requests 

to April 30, 2017

•297: Total California (16 out of state)

13 Kaiser patients; referred back to Kaiser 

63 Warranted full intakes (exam, records review, 

etc)

56 qualified for EOLOA
33 took aid in dying medications (59%)

23 died or lost capacity before or after the 15 day 

waiting period



Hospice by the Bay
as of May 9 2016

•Well over 100 requests

•19 patients took AID meds
• 6 Dr. Shavelson

• 5 Kaiser

• 4 UCSF

• 4 Other physicians



Shavelson: Some who didn’t qualify for 

EOLOA

•25: Patients with chronic diseases

•3: Palliative care crises. Rejected.  

•17: Mental illnesses, mostly depression

•6: Dementia—inquiries from family members: 

5 were from male husbands requesting AID for 

their wives; 

1 was a son calling about his father; 

All calls requesting AID for family members were 

from men requesting AID for women. 

No women requested AID for males.  





EOLOA Process
Step By Step Guide



California 

Hospital 

Association



UCSF/UC Hastings Consortium





Patient Eligibility

• 18 years or older 

• Terminally ill with a six-month prognosis

• Capable of making medical decisions 

and self-administering medications  

“physically and mentally able” 

• A resident of California



Does being in hospice 

confirm the less than 6-month prognosis?

Challenging conditions 

•Dementia

•ALS

•Neurodegenerative conditions



JH: Progressive 
Supranuclear Palsy

81 yo F with progressive supranuclear palsy and loss of muscle 

tone over last year.  She was last able to ambulate March, 2016. 

Her blurred vision progressed to horizontal diplopia; she now “can’t 

read, can barely see what’s on the TV.”  Now needs assistance 

with all ADLs
•Physical Examination: 
•VS:  P 81       R 12       BP  102/62        T  O2 sat 97%
•Weight: Usual 135 Feb, 2016 103    Now 90 

General: Sitting upright in chair with support. Frail, cachectic in 
appearance, feeble but audible voice.  Can hold cup in hand herself and 

drink without spilling. 
CHEST: Low volume
MS: Alert, O X 3.  Speech is halting.
Has capacity to participate and express values and rationale for 

wanting aid in dying



CS: Parkinson’s

Physical Examination: 
VS:  P 73      R 14        BP 110/74         02 sat:  99% room air. 
General: Pleasantly conversational.  Not appearing cachectic.  Sitting up in 
chair.  
Neuro: Alert, O X3, able to carry on complex conversation with full 
understanding. Speech is full and not hesitant.  No dysphagia.  Mild 
Parkinsonian tremor of hands.  
Signs her name smoothly. 

Nutritionist note: Bkfst: ½ bowl oatmeal, scrambled eggs, 1 piece toast, 1 cup 

coffee.  Lunch: ½ bowl pasta, 1 bowl veg soup, coffee/dessert. 

Dinner:Salad,½bowl pasta, cup of tea, dessert. 

Impression: Advanced  (likely stage 4) but not end stage Parkinson’s.  
Cannot validate 6 month prognosis



The End of Life Option Act does not apply 

to people with severe disabilities who are not terminally 

ill with less than six months to live. 



EM: Hepatic cancer; cirrhosis; CHF
capacity and quality of life

65 yo M.  Initial contact 11/3/16 

This 65 yo M with 
•terminal CHF (EF reported at 15%) 
•hep C followed by cirrhosis followed by hepatic cancer.    
6- to 10-L parecentesis every 10 days.  

has requested an evaluation for the End of Life Option Act….  
However, he is leaving in 2 days with his wife for a “bucket 
list” trip to Costa Rica, to return in 8 days.  



EM: Hepatic cancer; cirrhosis; CHF

11/15/16 Home visit concerns about the patient: 

•He has an ICD/pacemaker

•Risk of hepatic encephalopathy impairing his capacity to 

participate in EOLOA.

January 20, 2017: Progression to hepatic encephalopathy.  Wife 

requests full treatment so he can be coherent enough to tell her 

what to do. 

Increase lactulose, add neomycin, start dexamethasone. 

January 24, 2017: Home visit  
…awake, oriented, able to participate easily in complex conversation.  He 
sat in his backyard in the sun and said he was “thrilled with a beautiful 
day.” He told me, as he had by phone in prior days, that he was glad to 
be alive and was feeling so good that he didn’t see any need at this time 
to think of an aid-in-dying medication.



EM: Hepatic cancer; cirrhosis; CHF

2/13/17 recurrent encephalopathy

Phone conversation with patient’s wife. 
… was doing very well until 2 d ago when confusion 
increased. He’s been consistent on his medications including 
lactulose, neomycin and dexamethasone. He didn’t seem 
hyperactive but rather somewhat more lethargic than usual.  
In past 24 hours he’s become hallucinatory, angry, peeing 
on the floor, and confused.  Family is having a hard time 
managing him with this change.  

PLAN: Decrease dexamethasone; start haldol.  



EM: Hepatic cancer; cirrhosis; CHF

2/19/17: Phone call. Patient stated doing better--thinking 
clearly and that he’d like to take AID medications tomorrow 
at noon.

2/20/17: Alert, oriented, coherent detailed conversation. 
Takes aid-in-dying medications.



Who are the practitioners? 

 Attending Physician: Has primary responsibility for the treatment of 

the individual’s terminal disease.  

 “Independent” Consulting Physician: Qualified by specialty or 

experience to evaluate the diagnosis and prognosis. 

 Mental Health Specialist: (optional) Psychiatrist or Licensed 

Clinical Psychologist: Evaluates the patient’s “Capacity to make 

medical decisions.”  



The consulting physician

When a patient asks their long-term doctor to 

verify their diagnosis, prognosis and mental 

capacity – is it ethical for that doctor to say 

“no”? 



Who aren’t the practitioners? 

• Any individual or organization can opt out, for reasons of 

conscience, morality or ethics. 

• Any organization can prohibit its employees from participating. 

• Hospitals: “...most of the activities...will happen in the doctor’s 

office and at home—not in the hospital. However, hospitals should 

be aware of the law...and develop appropriate policies. If a 

hospital chooses to prohibit participation in such activities, it 

may do so. (California Medical Association, 2016)



A health care provider…is not required to refer 

an individual to a physician who participates 

in activities authorized under the law. 

A health care provider cannot be disciplined or 

penalized for providing a referral to a physician 

who participates in aid-in-dying. 



How does it happen? 

1) Verbal request #1: The patient makes a verbal request to the 

attending physician for an aid-in-dying medication. 

2) Verbal request #2: The patient makes a second verbal request—at 

least 15 days after the first request. 

3) Written request: The patient fills out and signs CHA Form 5-5: 

“Request for an Aid-in-Dying Drug to End My Life in a Humane and 

Dignified Manner.” 

4) Two witnesses (not the physician) affirm the signature, and that it is 

voluntary and made of sound mind. 

5) Physician speaks with patient alone, ascertaining there has been 

no coercion.



How does it happen? 

6) At the time of writing the prescription, the attending physician 

informs the patient of the right to withdraw the request, and confirms 

that the patient is making an informed decision. 

7) At most 48 hours before self-administering the medication, the 

patient must fill out CHA Form 5-6 “Final Attestation for an Aid-in-

Dying Drug to End My Life in a Humane and Dignified Manner.”



Strongly recommended:

The attending physician informs the patient that:

 Another person should be present during ingestion of medication

 Next of kin should be informed

 Participate in a hospice program



Dx: 71 year old man with metastatic prostate cancer to the pelvis, spine, and liver; 

urinary retention

Reason for consult: “Palliative Medicine Consult”

SOCHx: 

Former Naval officer; retired 3 months ago as Harbor Master for Coronado Naval Base 

where he was known as “The Admiral”

Married x 25 years to his second wife; no children or contact with his first wife

Spirituality: believes in God but “not religious”

Physical Exam:

Elderly man lying naked in hospital bed in his living room.  

Alert and oriented, no acute distress.  Fatigued appearing

Foley draining amber urine

2+ leg edema

Generalized weakness but non-focal neuro exam.

After a brief introduction the patient clarifies the reason for wanting to see you today.

“I just want to die.  Can you help me out, doc?”

The Admiral



The Death Certificate

The physician is free to list the cause(s) of death that he/she feels is 

most accurate—including the underlying disease. 

However, the Act also provides that the “…actions taken in 

accordance with the End of Life Options Act shall not, for any 

purpose, constitute suicide, assisted suicide, homicide, or elder 

abuse…” 

Death by self-administering an Aid-in-Dying medication does not 

affect a life, health, or annuity policy. It is not a suicide. 



How are the meds administered?

The medications must be “self-administered”:

“…an affirmative, conscious, and physical act of administering and 

ingesting the aid-in-dying drug...”  

A person other than the patient can prepare the medications (i.e. 

empty the capsules, produce the slurry) and hand them to the patient. 



Does everyone who gets a prescription use it? 

Oregon Death with Dignity Act: 1998 to 2016

1,749 prescriptions written

1,127 deaths from ingesting the medications

622 families left with lethal medication after patient died



What are the medications? 

The End of Life Option Act is silent as to which medications should be 

used. 

In 2015 and 2016, The California Medical Association, Journal of 

Palliative Medicine, Compassion and Choices and others wrote 

practice guidelines and recommendations. 

These recommendations are already out of date. 



What are the medications? 
Journal of Palliative Medicine

Volume 18, Number X, 2015

DOI: 10.1089/jpm.2015.0092 

Premedication antiemetic: 

Ondansetron 8mg + metoclopramide 20mg 

taken 45 to 60 minutes before.

Secobarbital 100mg, #90 (=9gms). 

Mix powder from capsules with half-cup (4 oz) of water. 

Consume within 2 minutes. 



Secobarbital

Seconal

Developed 1930

Sold for pennies a pill

Bought by Valeant, 2015

Why would a huge pharmaceutical company 

buy this old, inexpensive medication?  



Secobarbital

Price for 100 tablets today: ≈ $3,500

Insurance coverage: 

Yes, theoretically, varies in practice:  

Anthem Blue Cross

Blue Shield

Health Net

Kaiser 

Medi-Cal

United

No: 

Medicare

V.A.



Oregon 1998 to 2016: 

Time from ingestion of medication to death

Median: 25 minutes

Range: 1 minute to 104 hours (4.3 days)

2016: 7 minutes to 9 hours. 

BUT: only 25 of 133 patients reported 

(108 deaths unknown)



Alternate protocols
Developed by a 4-state task force: Washington, Vermont, Oregon, Montana. 

Needs compounding pharmacist

DDMP2 

Morphine sulfate: 15 grams

Diazepam 1 gm

Propranolol 2gms 

Digoxin 50mg 

About $600



Alternate protocols
Developed by a 4-state task force: Washington, Vermont, Oregon, Montana. 

Needs compounding pharmacist

DDMP2 – LS version

Morphine sulfate: 15 grams

Diazepam 1 gm

Propranolol 2gms 

Digoxin 100mg 

When in doubt: Add chloral hydrate 10gms, as separate dose.

About $600



Shavelson data, to 4/30/2017: n=33 

Time to death: 

Median: 43 min   Mean: 1.4 hours

Range: 9 minutes to 9 hours



Shavelson data, to 4/30/2017: n=33 

Time to death                  Cause of death

1 to 40 min                Pure respiratory suppression

40 to 120 min            Respiratory or cardiac

>120 min                   Pure cardiac



Positive Impact on Palliative Care

According to a 2015 article in the Journal of Palliative Medicine, 

the Oregon Death With Dignity Act may have resulted in 

“ … more open conversation and careful 

evaluation of end-of-life options, more 

appropriate palliative care training of 

physicians, and more efforts to reduce 

barriers to access to hospice care and has 

thus increased hospice referrals and 

reduced potentially concerning patterns of 

hospice use in the state.”



The most significant change from the 

Oregon Death with Dignity Act 

was an overall improvement 

in end-of-life care
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Cases



JM: Heart failure
improved palliation

95 yo F with new onset of CHF from aortic stenosis. 

Hospitalized and “refused all treatment.” Discharged to 

SNF and hospice. 

Adamantly wants to avoid prolongation of life (debility 

and suffering).  Therefore no heart failure meds

Highly distressful flash pulmonary edema and 

significant lag time with morphine relief

“I get to the point where I start crying, a complete 
breakdown.  I can’t breathe in or out.”



JM: Heart failure

Empowerment that she can have an end point allows her to accept 

better management of her heart failure to relieve symptoms

Medications added: 

Isordil, Coreg, increased lasix, hs MS. 

Two days later: Phone conversation with patient. She slept through the 
night last night, “it was wonderful,” without any SOB.

15-days later: No further episodes of paroxysmal shortness of 

breath.  Takes Aid-in-Dying medications. 



EE: Bladder and colon cancer
Symptoms and hospice

Sept 3, 2016: 

76 yo M – bladder cancer followed by colon cancer X 2. 

Ileostomy/ureterostomy; repeated pelvic abscesses with drains, 

daily output >200cc, bloody. Repeated transfusions. 

Reasons for considering physician aid-in-dying (if not reported above): 

“I don’t want to die. It’s that I’m miserable, and I’ve been miserable for 

months now, and it’s not getting better and I’m not coping. I can’t walk

anymore (pelvic pain and general weakness). I’m incredibly weak. I don’t 

enjoy anything any more. I’m deteriorating rapidly.” He is now certain that 

“that time is here, now.”



EE: Bladder and colon cancer 

9/3/16: 

PLAN: 

Continue abx. 

Enroll in hospice ASAP. 

Decadron (risk of increased infection understood) for 

fatigue 



EE: Bladder and colon cancer 

9/17/16 Phone conversation

He’s doing remarkably well. He’s enrolled in hospice and has 

accepted some decadron and says his energy and appetite have 

both improved substantially.  He’s cautious about walking because 

of “balance problems” but says his mobility is still improved.  His 

pelvic pain is well controlled – initially with a stormy roller coaster 

response to oxycodone, but now stabilized on methadone and prn

oxycodone.  He says his pain is now “quite comfortable.” He’s 

also using med marijuana and says it’s helping his appetite 

substantially.  He’s able to eat and drink. 

“When I last saw you I wanted the medication as soon as I 

could have it, but I’m feeling much better and just want it for 

later in case I need it.”



EE: Bladder and colon cancer 

9/3/2016: Initial request for AID meds

9/25/16: …his condition is deteriorating and he’s asking 

about AID meds: 

He’s not immediately ready, but would like for the 

medications to be available “because it might be soon.”

12/20/16: Aid-in-Dying day. 



RS: COPD; Valvular heart 
disease; PAF
the importance of control

88 yo f.  Swam 50 laps/day until 1996.  Mitral valve repair, 

returned to baseline.  1998: Valve infected, CNS embolus.  2014: 

Increasing SOB, refuses further aggressive tx. 

July, 2015: Admit to hospice. 

October, 2016: Requests aid-in-dying. Severely symptomatic. 

Refusing bronchodilators, O2, steroids, “Because they’ll just 

prolong my life.” 



RS: COPD; Valvular heart 
disease; PAF

Present Sxs: 
Weight: Usual 110     Now 77lbs
Appetite: Eats small amounts, mostly limited by fatigue. 
Respiratory: SOB with minimal exertion, talking. Deep, frequent, cough, 
yellow sputum. 

Physical Examination: 
General: Cachectic F, talks in short sentences, SOB even with that.



RS: COPD; Valvular heart 
disease; PAF

IMPRESSION: 

This patient may indeed have some significant reversible component of 
her chronic bronchitis, COPD, reactive airways. She has been offered 
and has denied bronchodilators, steroids, more regular antibiotics –
“because I don’t want to prolong my life.” We had a long discussion 
today, that the EOLOA can provide her a definitive date of death, and 
therefore more aggressive treatments of her breathing now for 
symptom control will not prolong her life, i.e. she now has control of 
when she dies.  With some discussion, she has agreed to a trial of 
nebulized bronchodilators on a prn basis. 



JF: Multiple Myeloma

64 yo F.  Failed bone marrow transplant for multiple 

myeloma. 

My mental issues and distress play into this (lifelong history of 
depression). Am anxioius and stressed out and not happy.  My fear is 
that I’m producing less Hgb, getting weaker, and I’m susceptible to 
infections. I’m not doing well now, and I’m only going to get worse.” It 
feels more humane and tolerable to set a time, to know what’s coming if 
it’s going to happen anyway. It seems comforting. 

Initial impression: depressed, but maintains capacity for 

medical decisions. 



JF: Multiple Myeloma

Hospice MD and staff note significant progression of depression. 

Repeat visit: 
“There’s no pleasure left any more and that’s a big reason I want to die.” 
“I’m really ashamed that it’s come to this.  I never thought my life would 
end up this way.”
“There’s no worse feeling in the world than being this depressed.  I hate it. 
I can’t seem to pull myself out of this depression.”
Readily agreed that her desire for AID at this time is mostly driven by her 
depression. “I have to find some way out of this depression.”



JF: Multiple Myeloma

PE: makes no eye contact at all, mostly stares at a wall while 
talking. Her speech is slow, hesitant. 

she had difficulty making decisions even while we were talking – she 
couldn’t decide what room we should talk in, whether I could talk with 
her family about her depression, whether she will take anti-depressant 
and/or energy-stimulant medications, all such questions/suggestions 
were met with a vacant stare and the comment, “I don’t know, I’d have 
to think about that.” Her family related that she can stare for hours in 
the morning trying to decide what socks to wear. 



JF: Multiple Myeloma

IMPRESSION: 

Explained to JF and her family that if she’s having such difficulty 

deciding which socks to put on in the morning, then her decision-

making capacity is well below what would be needed to decide to 

take an aid-in-dying medication. 



CH: Oral cancer
Coercion vs. influence?

76 yo M with large oropharyngeal cancer with 

impending airway difficulties. I was contacted by 

patient’s daughter, concerned about how he would 

die if he “suffocates.” 



CH: Oral cancer
Coercion vs. influence?

Reasons for considering physician aid-in-dying: 
The only reason I would take that medication is if I was in excruciating 
pain. I’ve had that excruciating pain and I said I want to die, right then and 
there. It hasn’t been that bad again yet.

I explained that patients rarely opt for an AID medication because of 
uncontrolled pain, and asked about his thoughts of airway obstruction: “I 
don’t know how to answer that.  I’m afraid of suffocating, but I haven’t 
ever suffocated. So I can’t answer that. I haven’t reached that point.”

Coercion Evaluation: The pt states clearly that all of his thoughts and plans 
are his own and there has been no coercion toward any path.



CH: Oral cancer
Coercion vs. influence?

IMPRESSION: When discussing the pt’s various EOL options he 

repeatedly expressed his thoughts that he already had many 

doctors, he trusts them, he’s not dying yet and he does not need 

to consider an AID medication. He thanked me for the visit and said 

he would contact me if he changed his mind. 



KR: 

Central respiratory

suppression

72 yo F 

ALS 

Meds: DDMP

MS10gm

Diazepam 500mg

Propranolol 2gm

Digoxin 25mg



WR: 

Digitalis toxicity

82 yo M 

Extreme athlete

(competitive 

swimmer) 

Meds: DDMP2 

MS15gm

Diazepam 1gm

Propranolol2gm

Digoxin 50mg


