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W hen the End of Life Option Act goes into effect in June
of 2016, Californians will be able, for the first time, to

ask their physicians for medication to end their lives. Many
states introduced similar bills after Brittany Maynard’s highly
publicized campaign for physician-assisted death in late 2014,
but California’s End of Life Option Act is the first to pass and
may signal a national shift. As the largest and most diverse
state in the country, California’s response to the law will likely
set a precedent that affects many Americans, not just the very
few in California who will ultimately use the law to end their
lives. Though the path to legalization of physician-assisted
death in California was fraught with controversy, at this mo-
ment in time, healthcare providers must unite to achieve the
best possible care of patients, regardless of whether or not they
personally support the practice. Herein we describe the prac-
tical clinical, ethical, and policy issues that California, as an
example for the country, must address in the wake of the law’s
passage.
A historical perspective of the first state to legalize

physician-assisted death holds valuable lessons for California.
When voters passed the Death with Dignity Act in Oregon in
1994, Oregonian healthcare providerssaw the event as a wake-
up call that palliative care in Oregon fell short of dying
patients’ expectations, and were invigorated to work toward
change to address the shortcomings.1 In the ensuing years,
hospice referrals increased 20 %. Hospitals created or expand-
ed palliative care consult teams. The Oregon Health and
Sciences University bolstered training in palliative care
throughout the state.1 In a survey conducted two years after
the Death with Dignity Act took effect, physicians reported
very few requests under the law, and 46 % of patients who
made a request changed their minds after physician interven-

tions.2 Oregon continues to rank among the top states in the
country in the provision of excellent palliative care,3 and
utilization of the Death with Dignity Act remains low.
It may be too soon to tell, but the legalization of

physician-assisted death in California has not yet created
a sense of urgency to improve care for the dying, as
happened in Oregon in 1994. There is certainly room to
improve in California; in a 2015 state-by-state report card
on access to palliative care, California received a BB^
rating (61–80 % of hospitals have access to palliative care
services)3. Palliative care uptake is particularly low in for-
profit hospitals, small hospitals, and community hospitals
that are the lone providers for their region3. Most requests
for physician-assisted death, however, occur in the outpa-
tient setting. On par with the rest of the country, outpatient
palliative care in California is even more limited than
inpatient services. Outpatient and home-based palliative
care programs in California have the capacity to serve
only 24–37 % of patients in need, and 22 of 58 counties
have no such services.4 Nationally, the majority of prima-
ry care providers receive no training in palliative care, nor
do specialists like oncologists, cardiologists, or nephrolo-
gists, who routinely care for seriously ill patients.
Why is access to palliative care important? Many more

people support the general concept of physician-assisted death
than seriously consider it for themselves; 68 % of people in the
USA supported physician-assisted death in a 2015Gallup poll,
but the Death with Dignity Act accounts for only 0.3 % of
deaths in Oregon. There are many reasons that the actual rate
of the law’s usage is low, but one critical factor is that aggres-
sive symptom management, restoring patient control in deci-
sion-making, and the provision of hospice care help many
people to have a dignified, comfortable death without the need
for death-hastening medication. No matter where healthcare
providers stand on physician-assisted death philosophically,
all agree that maximizing multidisciplinary palliative interven-
tions to address potentially reversible physical, psychological,
and spiritual suffering should be standard of care for seriously
ill people, and that physician-assisted death should be a last
resort, if it is included in the spectrum of options at all. The
BFast Facts^ guides to evaluating and responding to patient
requests for hastened death are an excellent starting point for
all clinicians (available at www.mypcnow.org). When
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specialty palliative care is needed, a national provider directo-
ry can be found on the Center to Advance Palliative Care’s
website www.getpalliativecare.org.
Another important area of focus in California is whether

legalization of physician-assisted death will negatively affect
vulnerable groups, including racial and ethnic minorities and
persons with disabilities. Data from Oregon and Washington
have been held up as evidence disproving this concern. How-
ever, the finding that predominantly affluent, educated white
patients use the law in those states is not sufficient evidence
that those at a social disadvantage will be unaffected. Califor-
nia’s tremendous diversity will represent a truer test of poten-
tial disproportionate use in disadvantaged groups. This could
result either from pressure from family, providers, or society to
take advantage of the law, or from insufficient access to
providers with expertise to explore the meaning behind
requests and to respond with interventions that might obviate
the request, like pain control and hospice care.
Even if vulnerable patients do not disproportionately use

physician-assisted death, existing distrust in the healthcare
system may be exacerbated by its legalization. African-
American patients are less likely than white patients to enroll
in hospice at the end of life and more likely to opt for
aggressive care. These choices stem, at least in part, from a
legacy of unequal treatment that eroded the credibility of the
healthcare system.5 The addition of physician-assisted death
may substantiate suspicion of death-hastening or the devaluing
of some lives relative to others, potentially worsening existing
disparities in palliative and hospice care. Providers should
maintain curiosity and openness in talking about end of life
decisions with patients to identify possible barriers to access-
ing supportive care, and should enlist the aid of spiritual and
social support services when appropriate. In addition, only
patients, never healthcare providers, should initiate conversa-
tions about the End of Life Option Act, since even the presen-
tation of the law as one option among many could imply some
degree of approval or encouragement.
In order for the experience of dying patients to improve

after the passage of the End of Life Option Act, California
needs action on multiple levels. Individual physicians will
need training in evaluating patient requests for medication,
whether they plan to prescribe or not, including assessment of
capacity, symptoms, and reasons for the request, as well as
training in basic palliative care to respond to patients’ needs.
Individual healthcare clinics and facilities must create policies
that both support providers who conscientiously object and
provide continuity of care to patients who request physician-

assisted death. These local policies may add further safe-
guards, such as requiring provider credentialing to prescribe
medications under the law, or mandating a referral to a pro-
vider trained in palliative care. On the state health policy level,
important steps are being taken to increase palliative care
access for low-income patients with Medicaid in California,
but these are not enough. California also needs to address the
specialist palliative care workforce shortage and increase pal-
liative care training for primary care providers. Researchers
should monitor the impact of legalization on vulnerable pop-
ulations. Engagement of patient advocacy groups from diverse
communities will be a key factor in making quality end-of-life
care broadly acceptable and accessible.
This is a critical moment for California. There is an enor-

mous opportunity for California to lead the way for other
states that might soon legalize physician-assisted death. To
do this, California must heed the lessons of Oregon but also
address the needs of its own large, diverse population. If these
efforts are successful, the End of Life Option Act may be used
by only a small number of people—but many more seriously
ill patients would stand to benefit.
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