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California’s End-of-Life Option Act: What RCFEs Need to Know  

What is the End-of-Life Option Act?  

The End-of-Life Option Act allows terminally ill adults to request a prescription for self-administered, 

lethal medication. It prohibits euthanasia and clarifies that choosing to end one’s life through this option 

is not considered suicide or assisted suicide in California statutes. Since residents of RCFEs will be able to 

elect this option, providers must understand the act’s requirements and respond to related questions 

and requests.  

Who can elect this option?  

In order to elect this option, an individual must meet the following criteria:  

 Be a resident of California 

 Be at least 18 years old 

 Have the capacity to make and communicate health care decisions 

 Have the physical and mental ability to self-administer the aid-in-dying drug 

 Be terminally ill, with six months or less to live 

 Voluntarily express the wish to receive a prescription for an aid-in-dying drug 

It is important to note that the request for the aid-in-dying drug must be made solely and directly by the 

individual diagnosed with the terminal disease and cannot be made on behalf of the patient by power of 

attorney, conservator, health care agent, or any other legally recognized health care decision maker.  

How does an individual elect this option?  

1. The individual must submit two oral requests, a minimum of 15 days apart, and a written 

request to his or her attending physician. 

2. The individual’s written request for the aid-in-dying drug must be: 

o Filled out in the form shown at the end of this document 

o Signed and dated, in the presence of two other adults, by the individual seeking the aid-

in-dying drug 

o Witnessed by at least two other adults who, in the presence of the individual, must 

attest to the best of their ability that the individual is all of the following: 

 Personally known to them or has provided proof of identity 

 An individual who voluntarily signed this request in their presence 

 An individual whom they believe to be of sound mind and not under duress, 

fraud, or undue influence 

 Not an individual for whom either of them is the attending physician, consulting 

physician, or mental health specialist 

 Note: The individual’s attending physician, consulting physician, or mental 

health specialist cannot be one of the witnesses. Only one of the two witnesses 

at the time of the request may be: 



 Related to the individual by blood, marriage, registered domestic 

partnership, or adoption or be entitled to a portion of the individual’s estate 

upon death 

 Own, operate, or be employed at a health care facility where the individual 

resides or is receiving medical treatment (this does not apply to RCFE 

licensees or employees) 

3. The prescribing and consulting physicians must: 

o Confirm the diagnosis and prognosis 

o Determine if the patient has the capacity to make medical decisions 

o Determine whether the patient’s request is voluntary 

o Consider a mental health referral, if appropriate 

o Confirm that the patient is making an informed decision, including informing the patient 

of alternatives or additional treatment options 

4. Once the prescription is filled, the patient must complete a “Final Attestation for an Aid-in-Dying 

Drug to End My Life in a Humane and Dignified Manner” form within 48 hours before self-

administering the drug 

What does the bill do to prevent abuse of the option? 

The bill specifies that it is a felony to: 

 Knowingly alter or forge a request for drugs to end an individual’s life without his or her 

authorization 

 Conceal or destroy a withdrawl or rescission of a request for a drug if it is done with the intent 

or effect of causing the individual’s death 

 Knowingly coerce or exert undue influence on an individual to request the aid-in-dying drug 

 Destroy a withdrawl or rescission of the request 

 Administer an aid-in-dying drug to an individual without their knowledge or consent 

When does the End-of-Life Option Act take effect in California?  

This law becomes effective on June 9, 2016. Unless repealed or extended, the law will remain in effect 

until January 1, 2026. 

What do RCFEs need to consider? 

Whether to Participate 

First, the bill specifies that participation by health care providers and employees is voluntary, and health 

care providers can prohibit the practice in their facilities. Further, health care providers are immune 

from liability for refusing to engage in the authorized activities. RCFEs are not considered health care 

facilities under California law and are not specifically addressed in the bill. However, the following 

provisions of the bill apply to RCFEs:  

 A person or entity, including an RCFE, that elects, for reasons of conscience, morality, or ethics, 

not to participate, is not required to take any action in support of an individual’s decision. 

Participating includes: 

o Delivering the prescription for dispensing or delivering the dispensed aid-in-dying drug 

o Being present when the individual takes the aid-in-dying drug 



 Immunity from civil or criminal liability are provided to a person who: 

o Was present when the qualified individual self-administered the drug 

Or 

o Assisted the qualified individual by preparing the aid-in-dying drug, as long as a person 

did not assist with the ingestion of the drug 

 The aid-in-dying drug may not be administered in a public place (in an RCFE, common spaces are 

considered public). 

While an RCFE can refuse to participate, it cannot preclude a resident from electing the option as 

outlined by the End-of-Life Option Act. Under existing resident’s rights, an RCFE resident has the right to 

obtain and self-administer the aid-in-dying drug; this is regardless of the licensee’s or staff’s level of 

participation.  

Some other things to consider include:  

 To what extent will your community(ies) participate or not participate if a resident chooses this 

option?  

 How and when will your level of participation be communicated to residents, prospective 

residents, and staff? 

 How will you handle staff, other residents, or family members objecting to your community’s 

policies on the option?  

 How do you plan to train your staff on the issues surrounding this option?  

Storage and Disposal 

RCFEs that choose to participate have the option to centrally store the medication, or the resident can 

opt to store the medication in a different manner. On the other hand, RCFEs that don’t participate in the 

option would not provide the option to centrally store the medication, leaving the resident responsible 

for its storage. Therefore, even if the RCFE has a policy to centrally store medications, storage of the aid-

in-dying medication will vary. Once the resident is counseled by the consulting physician on the 

importance of maintaining the aid-in-dying drug in a safe and secure location until the time of ingestion, 

different storage options could include: 

 In the RCFE’s central storage or medication room 

 In the qualified resident’s room in a secured container 

 Outside the facility with a friend or family member 

Further, whoever is responsible for custody and control of the aid-in-dying medication is responsible for 

the appropriate disposal of any unused aid-in-dying medication.  

Calling 9-1-1 

An RCFE is required to immediately call 9-1-1 “if an injury or other circumstance has resulted in an 

imminent threat to a resident’s health.” Consequently, an RCFE employee would have to call 9-1-1 even 

knowing that the resident in question was authorized to ingest the aid-in-dying medication. Another 

problematic situation might arise if the RCFE is not aware of the resident ingesting aid-in-dying 

medication; 9-1-1 still has to be called and EMS would likely attempt resuscitation, unless instructed 

otherwise by a DNR.  

 

 



Statistics from States with Similar Options 

 

Oregon 

Since Oregon’s End-of-Life Option took effect in 1998, the state has collected extensive related data . 

Here are the primary statistics gathered in Oregon from 1998-2014: 

 

Use of the End-of-Life Option in Oregon, 1998-2014 

Prescriptions written 1,327 

Deaths from medication 859 

Age 25-96 years (76 median) 

Gender 50% male, 50% female 

Race: White 97.6% 

Education: Bachelor’s 44.8% 

Disease: Cancer 80.4% 

Death: Home 95.1% 

Hospice Use 90.5% 

Insured 98.4% 

 

Patient Concerns, 1998-2014  

Loss of Autonomy 91.3% 

Decreasing ability to participate in activities that made life enjoyable 88.9% 

Loss of Dignity 81.9% 

Losing control of bodily functions 51.7% 

Burden on family, friends, caregivers 39.0% 

Inadequate pain control or concern about it 23.2% 

Financial implications of treatment 2.7% 

 

Statistics on 2014 Deaths in Oregon 

 End-of-Life Option deaths were 0.3% of Oregon deaths in 2014 (105 of 34,143 total deaths) 

 Prescriptions written in 2014: 155 

 Deaths of those who had prescriptions written in 2014: 94 

o 94 patients ingested the medication 

o 37 died of their underlying disease and did not ingest the medication 

o 24 patients had unknown ingestion status 

 Patients with pre-2014 prescriptions who ingested medications in 2014: 11 

 Total deaths from ingesting medications in 2014: 105 (11+94) 

Comparing Oregon and Washington 

After two unsuccessful efforts before passage, Washington’s End-of-Life Option took effect in 2009—11 

years after Oregon. Here’s how the two states compared in their first two years of the option: 

 Oregon (effective 1998) Washington (effective 2009) 

Year 1 Year 2 Year 1 Year 2 

# Deaths from aid-in-dying drug 16 27 36 51 

# Deaths from aid-in-dying drug 
in long-term care, assisted 
living, or foster care facility 

3 2 0 2 



FORM (see section 443.11 of AB 2X-15) 

REQUEST FOR AN AID-IN-DYING DRUG TO END MY LIFE IN A HUMANE AND DIGNIFIED MANNER I, 
......................................................, am an adult of sound mind and a resident of the State of California.  
I am suffering from ................, which my attending physician has determined is in its terminal phase and 
which has been medically confirmed. I have been fully informed of my diagnosis and prognosis, the 
nature of the aid-in-dying drug to be prescribed and potential associated risks, the expected result, and 
the feasible alternatives or additional treatment options, including comfort care, hospice care, palliative 
care, and pain control. I request that my attending physician prescribe an aid-in-dying drug that will end 
my life in a humane and dignified manner if I choose to take it, and I authorize my attending physician to 
contact any pharmacist about my request.  
INITIAL ONE:  
............ I have informed one or more members of my family of my decision and taken their opinions into 
consideration.  
............ I have decided not to inform my family of my decision.  
............ I have no family to inform of my decision.  
I understand that I have the right to withdraw or rescind this request at any time. I understand the full 
import of this request and I expect to die if I take the aid-in-dying drug to be prescribed. My attending 
physician has counseled me about the possibility that my death may not be immediately upon the 
consumption of the drug.  
I make this request voluntarily, without reservation, and without being coerced.  
Signed:..............................................  
Dated:...............................................  
 
DECLARATION OF WITNESSES We declare that the person signing this request:  

(a) is personally known to us or has provided proof of identity;  
(b) voluntarily signed this request in our presence;  
(c) is an individual whom we believe to be of sound mind and not under duress, fraud, or undue 
influence; and 
(d) is not an individual for whom either of us is the attending physician, consulting physician, or mental 
health specialist.  
............................Witness 1/Date  

............................Witness 2/Date  

NOTE: Only one of the two witnesses may be a relative (by blood, marriage, registered domestic 
partnership, or adoption) of the person signing this request or be entitled to a portion of the person’s 
estate upon death. Only one of the two witnesses may own, operate, or be employed at a health care 
facility where the person is a patient or resident.  

(b) (1) The written language of the request shall be written in the same translated language as 
any conversations, consultations, or interpreted conversations or consultations between a patient and 
his or her attending or consulting physicians.  

(2) Notwithstanding paragraph (1), the written request may be prepared in English even when 
the conversations or consultations or interpreted conversations or consultations were conducted in a 
language other than English if the English language form includes an attached interpreter’s declaration 
that is signed under penalty of perjury. The interpreter’s declaration shall state words to the effect that:  

https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201520162AB15


I, (INSERT NAME OF INTERPRETER), am fluent in English and (INSERT TARGET LANGUAGE). On (insert 
date) at approximately (insert time), I read the “Request for an Aid-In-Dying Drug to End My Life” to 
(insert name of individual/patient) in (insert target language).  
Mr./Ms. (insert name of patient/qualified individual) affirmed to me that he/she understood the 
content of this form and affirmed his/her desire to sign this form under his/her own power and volition 
and that the request to sign the form followed consultations with an attending and consulting physician. 
I declare that I am fluent in English and (insert target language) and further declare under penalty of 
perjury that the foregoing is true and correct. Executed at (insert city, county, and state) on this (insert 
day of month) of (insert month), (insert year). X______Interpreter signature  
X______Interpreter printed name  
X______Interpreter address  

(3) An interpreter whose services are provided pursuant to paragraph (2) shall not be related to 
the qualified individual by blood, marriage, registered domestic partnership, or adoption or be entitled 
to a portion of the person’s estate upon death. An interpreter whose services are provided pursuant to 
paragraph (2) shall meet the standards promulgated by the California Healthcare Interpreting 
Association or the National Council on Interpreting in Health Care or other standards deemed 
acceptable by the department for health care providers in California. 

(c) The final attestation form given by the attending physician to the qualified individual at the 
time the attending physician writes the prescription shall appear in the following form:  
 
FINAL ATTESTATION FOR AN AID-IN-DYING DRUG TO END MY LIFE IN A HUMANE AND DIGNIFIED 
MANNER I, 
......................................................, am an adult of sound mind and a resident of the State of California. I 
am suffering from ................, which my attending physician has determined is in its terminal phase and 
which has been medically confirmed. I have been fully informed of my diagnosis and prognosis, the 
nature of the aid-in-dying drug to be prescribed and potential associated risks, the expected result, and 
the feasible alternatives or additional treatment options, including comfort care, hospice care, palliative 
care, and pain control. I have received the aid-in-dying drug and am fully aware that this aid-in-dying 
drug will end my life in a humane and dignified manner.  
INITIAL ONE:  
............ I have informed one or more members of my family of my decision and taken their opinions into 
consideration.  
............ I have decided not to inform my family of my decision.  
............ I have no family to inform of my decision.  
My attending physician has counseled me about the possibility that my death may not be immediately 
upon the consumption of the drug. I make this decision to ingest the aid-in-dying drug to end my life in a 
humane and dignified manner. I understand I still may choose not to ingest the drug and by signing this 
form I am under no obligation to ingest the drug. I understand I may rescind this request at any time.  
 
 
Signed:..............................................  
Dated:...............................................  
Time:................................................. 


