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ABSTRACT: Psychedelic therapy has been much discussed in the lay and
medical literature, with increasing attention to end-of-life care. But little has
been written about this therapy specifically for patients considering or com-
pleting medical aid in dying. Most psychedelics, for legal or practical reasons,
cannot be used for patients nearing death. Ketamine, though, is an FDA-ap-
proved anesthetic agent that is also considered an “atypical psychedelic’—
with many similar properties. Ketamine is readily available and is commonly
used for legal “off-label” indications.

This article discusses five cases of ketamine-assisted therapy in the aid-in-
dying context. It is not an advocacy article and is not intended to guide aid-
in-dying clinicians through the use of ketamine. Rather, the article opens a
discussion about the potential use of ketamine for patients considering aid
in dying and delves into questions still to be resolved and the potential for
future research.

KEYWORDS: ketamine, psychedelics, aid in dying, medical aid in dying
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INTRODUCTION

The intersection between psyche-
delic medicine and end-of-life care
hasbeenincreasingly detailedinthe
medical and lay press.! Psychedelic
drugs ranging from psilocybin (for
depressive disorders)? to MDMA
(post-traumatic stress disorder)® to
the LSD-analog MM120 (anxiety)*
are undergoing a renaissance of
investigations—including for palli-
ative and end-of-life care. In Octo-
ber 2024, Medscape News summa-
rized: “Palliative care has proven to
be one of the most promising fields
for research on interventions with
psychedelic substances.”” They cit-
ed improvements in mood, quality
of life, and reduced death-related
anxiety.

For some clinicians working with
patients considering or completing
medical aid in dying, this brought
up questions about the role psyche-
delic medications might play in that
specific care. The catch, though,
has been that while psilocybin has
been designated a “breakthrough
therapy” by the Food and Drug Ad-
ministration (FDA),® it has not yet
received FDA approval and there-
fore it cannot be used outside of a
clinical trial. Additionally, psilocybin
and LSD remain Schedule | drugs at
the federal level which makes ac-
cess even more difficult. Currently,
these psychedelics can only be ac-
cessed legally in Oregon and Colo-
rado through state-regulated pro-
grams at highly regulated “service
centers”’” and “healing centers” re-
spectively.®

By contrast, ketamine is a Sched-
ule Il drug (currently accepted
treatment use). It was approved by
the FDA in 1970 as a “dissociative
general anesthetic” (creates de-
tachment from the internal and ex-
ternal environment, along with am-
nesia and analgesia).” Ketamine’s
FDA-approved general anesthesia
indication has rapidly expanded to
myriad legal “off-label” uses, from
short-term procedural analge-
sia during the Vietnam War and in
today’'s emergency departments
to, in lower doses, a rapid-onset
treatment for chronic pain and
depression. Clinics offering ket-
amine for the treatment of depres-
sion, post-traumatic stress disor-
der (PTSD), and anxiety disorders
have proliferated in recent years.®
Ketamine’s use has grown so sub-
stantially and for such diverse in-
dications it is now included on the
World Health Organization’s List of
Essential Medications.!!

While ketamine is not a “classic
psychedelic” like LSD or psilocybin
and although it has a different re-
ceptor profile, its effects are sim-
ilar to drugs traditionally called
psychedelics: altered states of con-
sciousness, visual hallucinations,
and time/space distortions with
out-of-body experiences.’? Given
these characteristics, ketamine has
been called an “atypical psychedel-
ic”2 Significantly, in the end-of-life
context, ketamine-assisted therapy
is said to induce profound personal
insights. It is also a highly effective
pain-control agent with a mech-
anism independent of opioid re-



ceptors. Ketamine blocks N-meth-
yl-D-aspartate (NMDA) receptors
and, as such, prevents sensitization
of dorsal horn neurons, decreasing
pain transmission in the spinal cord
(it is especially effective with neu-
ropathic pain).

For terminally ill patients, ket-
amine has many advantages over
traditional psychedelics like psilo-
cybin. It is legal, readily available,
and administered in easily adjusted
dosages by a variety of routes (in-
travenous, intramuscular, subcuta-
neous, intranasal, nebulized inhala-
tion, sublingual, rectal, and oral).**
Additionally, the risk of respiratory
suppression at psychoactive doses
is extremely low. Ketamine-assist-
ed therapy does, however, have lim-
itations. Most significantly, on the
part of both the patients and clini-
cians, it requires an extensive time
commitment for an evaluation and
preparation session; drug adminis-
tration; accompaniment during the
dissociative experience; and, fol-
lowing the session, an exploration of
insights gained—a process of many
hours. Clinicians using ketamine in
the aid-in-dying context can, when
necessary, alter that sequence and
time involvement, but doing so is a
deviation from typical ketamine-as-
sisted therapy.

Reports of ketamine-assisted
treatments in palliative and end-
of-life care have been increasing,
including among hospice patients,
with myriad articles in the medical
literature positively evaluating the
benefits,'> which include improved
pain management, decreased opi-
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oid use, rapid improvement of de-
pression, and decreased fear and
existential distress about dying. Yet
there have been no reports about
ketamine treatment specifically
with aid-in-dying patients, whose
clinical course, psychology, and
social milieu can differ significant-
ly from the general end-of-life or
hospice population. In response to
the lack of knowledge about ket-
amine-assisted therapy in the aid-
in-dying context, in May 2024, Dr.
Lonny Shavelson posted a notice on
the Clinicians’ Listservof the Acade-
my of Aid-in-Dying Medicine asking
specifically about experiences with
ketamine therapy for patients con-
sidering or completing medical aid
in dying. This article details some of
the responses. These are anecdotal,
not in any way formalized as a study.
We publish them here to provide
some enlightenment and guidance
for clinicians already providing ket-
amine in the aid-in-dying context
and those who may consider doing
so.

When reading the case histories
below, we encourage the reader
not to consider “success” based on a
particular desired outcome. Asking
whether ketamine therapy helped
a patient reach clarity to proceed
with aid in dying or not to proceed,
we believe, is the wrong question.
Rather, if the patient felt less dis-
tressed about dying and their cho-
sen path to death—that’s a desired
outcome. We discuss this further
following the five case histories.
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CASE HISTORIES

Patient AA

Michael Fratkin, MD.

Palliative care physician and
president of the Institute for

Rural Psychedelic Care. California.

AA, a 79-year-old man with treat-
ment-resistant widely metastatic
renal cancer, was admitted to hos-
pice for intractable pain with a neu-
ropathic component. AA was ded-
icated to Buddhist practices and
well supported by his community,
or sangha. He'd had aid-in-dying
medications on hand for months.
AA lamented at our first meeting
that he was suffering greatly from
physical symptoms and progressive
dependence on others, identifying
these as reasons to proceed with
aid in dying. Some members of his
sangha, however, suggested that,
given their understanding of kar-
mic principles, living through this
period of decline and suffering
would be virtuous. AA was distract-
ed by this existential struggle be-
tween ending what he considered
to be intense suffering or continu-
ing through it. This led him toirrita-
bility and argumentativeness.

AA's end-of-life doula told him
about my grant-funded project in
ketamine-assisted therapy and my
work as a palliative care physician.
AA agreed to the protocol of three
home-based sessions, with exten-
sive preparation, support, and inte-
gration by myself and the doula. Be-

fore these sessions, his pain-control
regimen consisted of accelerated
doses of methadone, with hydro-
morphone for breakthrough pain
and adjuvant gabapentin—provid-
ing little relief, progressive agita-
tion, and undesired mental cloud-
ing. He rated his pain at nine of ten.

In preparation for AA’s first ses-
sion, heidentified a period of self-in-
flicted trauma from years of heavy
methamphetamine use, associated
with profound shame. This con-
tributed to his agitation as he ap-
proached death. Ketamine 0.7mg/
kg IM with a 0.3mg/kg booster at
20 minutes was administered. AA's
historical traumatic material sur-
faced dramatically, with shaking
and yelling as he appeared to be
reenacting his terrible memories of
substance abuse, describing days
on end in cheap motels by himself.
He processed the experience open-
ly and calmly. He later stated that
it was more than a memory, “| was
actually reliving the experience.” At
the close of that first session, AA
reported that his pain had disap-
peared for the first time in months.

In follow-up for integration the
next day, AA's pain remained re-
duced to 2 of 10. He had not used
any  breakthrough  hydromor-
phone for 24 hours. AA's demeanor
seemed relaxed as he reflected on
feeling relief from his shame.

At his second session, two weeks
later, AA hoped to find clarity about
taking medications to die. He ac-
knowledged the weight of his am-
bivalence and the perceived conflict
with his sangha. At his request, a



slightly higher dose was given (ket-
amine 0.8mg/kg IM with a 0.4mg/
kg IM booster at 20 minutes). AA
experienced a brief period of anxi-
ety and restlessness. Then, emerg-
ing from the non-ordinary state of
consciousness abruptly, AA calmly
reported that he had achieved clar-
ity to take aid-in-dying medications.
He did not choose a date. AA out-
lined a plan of communication with
his sangha and son.

Due to delays not related to ket-
amine treatment, AA's third and
final session was four weeks later.
Some of his ambivalence about aid
in dying had returned. After again
receiving the lower ketamine dose,
he became clear that aid in dying
should be his route to death. This
clarity was accompanied by, or pos-
sibly caused by, relief from anxiety
about dying and a welcome sense of
grief for leaving those he loves. He
planned to take medications to die
a week later and followed through
with that plan.

Patient AB

Michael Fratkin, MD.

Palliative care physician and
president of the Institute for

Rural Psychedelic Care. California.

AB was a recently retired hospital
social worker only months into a di-
agnosis of amyotrophic lateral scle-
rosis (ALS). Her deterioration had
been breathtakingly fast for ALS,
from her first mild weakness to re-
quiring a wheelchair and then hav-
ing difficulty swallowing—all in less
than four months.
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AB was “crystal clear” that she did
not wish to experience a long tail
of progressive loss of function. She
had cared for more than a few pa-
tients with ALS and made it clear to
her family and in her directives that
she declined the minimally effective
ALS disease-modifying treatments,
a feeding tube, or hospitalization
for respiratory distress or other
acute symptomes.

For the past 15 years, AB had
worked as a hospital-based thera-
pist. She described a deeply person-
al process of “doing my own work”
while caring for the mental health
needs of her clients. She expressed
profound sadness about not be-
ing able to watch her two-year-old
granddaughter grow up but empha-
sized that she did not fear death,
have unresolved issues, or feel con-
flicted by burdensome regrets. She
related an anticipatory excitement
of her death as a mystery to experi-
ence. However, AB maintained sig-
nificant anger about being denied
aid indying by her ALS clinical team.

AB was introduced to the pos-
sibility of ketamine therapy after
her daughter attended a presen-
tation of mine. She told her moth-
er about it, hoping it might clear
up some of her distress over being
denied her preferred pathway to
death. AB was interested, but in our
initial conversation, she frequent-
ly veered to her consideration of
medical aid in dying. She was vexed
by the ALS palliative care team at
her large healthcare system, who
had told her she did not yet have a
prognosis of fewer than six months
to live. They said she must progress
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further, as AB recalled, “for them to
be comfortable” They required a sig-
nificant event such as aspiration or
hospitalization before reevaluating
her prognosis. AB cried as she ex-
plained this to me.

Given that AB was focused on
aid in dying, did not appear dis-
tressed or anxious about her death,
and her angst was tied to denial of
the control she desired to time her
death—we did not proceed with
ketamine-assisted therapy. | pri-
oritized her aid-in-dying wish and
spoke with her ALS team. They re-
evaluated her condition and agreed
that her deficits were progressing
at such high velocity that she in-
deed had fewer than six months
to live and was eligible for a clini-
cian-assisted death—as long as she
maintained the capacity to self-in-
gest the medications.

AB began a thoughtful and pur-
poseful three weeks of connec-
tion with her loved ones. With her
daughter’s help, she completed
a series of birthday cards for her
granddaughter. Days later, she took
the medications to die.

Patient AC

Charlotte Charfen, MD.
Fusion Medicine & Wellness. Hawaii.

AC was a 75-year-old female with
multiple myeloma. She reached out
to me as an aid-in-dying physician.
She came well prepared, with full
knowledge of the law and a copy
of A Patient Guide to Medical Aid in
Dying,*¢ with color-coded tabs and

text highlights. She had a well-
thought-out plan and multiple lay-
ers of support. It felt like she was
trying to prove why she deserved
to die on her own terms. | perceived
she needed to tell her story. She did
not seek me out for ketamine thera-
py, just for aid in dying.

Nevertheless, AC told me she
had significant “existential distress”
about dying. | offered ketamine-as-
sisted therapy for this, as an adjunct
to her aid-in-dying process. She
accepted, and did the prep and in-
tegration with her therapist, who
is trained in psychedelic-assisted
therapy but not in end-of-life care.
AC established her intentions: more
peace in her life, decreased anxiety,
and asense that her family would be
OK without her. The first ketamine
session was in her bedroom, in a
lovely recliner, surrounded by her
books, family photos, and plants. |
started with a low dose of 0.5mg/
kg, 30mg intramuscularly. Her first
words were, ‘I feel so complete.”
After the session, we discussed the
journey she had just experienced.
Her brother had committed suicide,
and she gained empathy for his suf-
fering and compassion for her own.
She'd never seen herself as a joy-
ous person, but she now saw her 75
years of life as pure joy. She imag-
ined that when she died she would
go back to stardust. Most signifi-
cantly, her “existential distress” and
anxiety faded.

AC asked for a slightly higher
dose for the second session, three
days later. | administered 45mg in-
tramuscularly. In the post-session
debrief, the first thing she told me



was, ‘I know now that it’s all right
to go.” Her journey had been full
of color and light, in a forest. Her
ashes were there, even though she
desired to have them scattered in
the ocean. She said, “Whatever my
family decides will be OK.” She con-
cluded that she'd take the aid-in-dy-
ing medications in six weeks. “It's
been enough,” she said. “I've done
enough. | am enough.”

A week before AC’s aid-in-dying
day, her son called to say she’'d had
a dramatic downturn. He thought it
was time for her to take the medi-
cations to die. When | came to the
house it was clear she had entered
activedying.Sherecognized and un-
derstood me as | bade her goodbye
but did not have the mental acuity
(capacity) needed to proceed with a
medically hastened death. | careful-
ly explained that to AC, within the
realm of her understanding, and she
seemed calm about the conclusion.
| told her children that aid in dying
was no longer an option and that
their mother was dying rapidly and
comfortably, as she had desired.
AC died peacefully early the next
morning, surrounded by her loved
ones, just like she had hoped.

Patient AD

Stewart Anderson, MD.
Insight Ketamine. New Mexico.

AD was a 68-year-old woman who
had lived quite a life. She'd been di-
agnosed with lung cancer and with-
in four months it metastasized to
her bones, causing debilitating pain.
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When we met at her home in re-
sponse to her aid-in-dying request,
AD was on a spectacular amount of
opiates, yet she'd been bedbound
for weeks due to metastasis to her
hip. | discussed the analgesic poten-
tial of ketamine therapy and, when
she agreed, | returned that day and
administered a relatively low dose
of 30mg IM, about 0.5 mg/kg.

AD’s family joined the session,
and we sat and listened to some
poetry and music. It was beautiful
to see her face relax and smile as
she was finally free of pain. At that
dose, she was calm and comfort-
able but still conversant. After | left,
AD’s son carried her out to their
back porch. It was the first time
she'd been out of bed, or in the sun,
in weeks. She sang as the sun shined
on her face. Pure joy.

AD’s pain remained well con-
trolled (the analgesic effect of ket-
amine often lasts longer than its
pharmacokinetics imply4)—or may-
be she was just happier having had
the ketamine and feeling the sun on
her face one last time. She contin-
ued with her plan for aid in dying. |
was at her side as she took the medi-
cations afew days later, surrounded
by her family. They were so grateful
to have those days with her.

Patient AE

Lucinda Grande, MD.
Pioneer Family Practice. Washington.

AE was a 71-year-old male, hospi-
talized with multiple myeloma and
severe pain from an epidural and
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other abscesses. He also had unre-
mitting myeloma-associated bone
pain not controlled by intravenous
opioids. AE’s oncologist contact-
ed me to consider ketamine thera-
py for pain control. Low-range oral
dosages of ketamine often produce
analgesia without significant disso-
ciative or psychedelic experienc-
es.' | started him on 8mgorally four
times daily. This markedly reduced
his pain. He rapidly reduced his opi-
oid consumption; could think clear-
ly and walk steadily; and, gratefully,
went home.

| continued AE on oral ketamine
32mg daily and oxycodone 30mg
per day, which controlled his pain.
He resumed house chores, dined
at restaurants, and attended his
granddaughter’s Christmas pro-
gram. With the relief of his symp-
toms and improved quality of life,
AE decided to resume chemother-
apy. His long-standing thoughts
about medical aid in dying—exac-
erbated by his lengthy bout with
uncontrolled pain—faded into the
background.

AE tolerated aggressive chemo-
therapy with minimal nausea. With
the myeloma under better control,
he was able toride his bicycle to the
local farmer’s market even during
chemotherapy cycles. Over the
next two years, we intermittently
tried to decrease his ketamine dose,
but his pain returned each time. We
gradually adjusted his dose to one
16mg capsule four times daily, with
low-dose oxycodone supplementa-
tion.

AE remained comfortable and ac-

tive for two and a half years after |
first started him on ketamine. Then,
although his pain control remained
high, his chemotherapy failed. Se-
vere fatigue drastically limited his
activities and quality of life. He had
thought about medical aid in dy-
ing since the onset of his myeloma
years before—but had only consid-
ered it as a potential tool with no
specific timeline. Ketamine ther-
apy had clearly extended his life
and its quality—and postponed his
thoughts about hastening death.
Now, AE asked me to help him qual-
ify for aid in dying, and | agreed. But
he thought he still had significant
time to live and was in no hurry to
take medications to die.

AE’s disease process advanced
rapidly and he began receiving IV
steroids and fluids at home for com-
fort. He asked to move forward
promptly with the aid-in-dying plan.
We initiated the process, but during
the then-15-day waiting period he
began sleeping a lot, hardly eat-
ing, and his mental acuity declined.
Within days, AE entered active dy-
ing. His wife expressed appreciation
for his years-long symptom control,
and for my willingness to support
his aid-in-dying goal. His feeling of
control over the timing of his death
provided significant comfort during
his final days.

DISCUSSION

Studying ketamine-assisted ther-
apy in the context of aid in dying
is like studying a blue moon on a
cloudy night—an obscured view of



a rare occurrence. Ketamine thera-
py at the end of life is itself unusual,
aid in dying equally so. So ketamine
therapy in the context of aid in dy-
ing is to multiply ararity. Viewed to-
gether, there are so many variables
to consider that cause and effect,
or mechanisms of effect, are nearly
impossible to ascertain. Is a “result”
due to pain control or relieved de-
pression? If apatient’sdeath anxiety
decreases, was that a pharmacolog-
ic effect, increased clinician atten-
tion and ritual, or both? “Benefits”
themselves have yet to be clarified:
When ketamine leads a patient to
less anxiety about their impending
demise, that may lead away from an
aid-in-dying completion or toward
it. Which is the desired outcome?
Or is it neither? Is there a preferred
effect? Or is the goal more impre-
cise—something like, “as long as the
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patient reaches improved clarity,
that’s good”?

Add to these uncertainties the
very small number of presently
known cases of ketamine-assisted
therapy specifically in the aid-in-
dying context, and it would be en-
tirely reasonable for aid-in-dying
clinicians to throw up their hands
and delay any discussions until bet-
ter data are in. Yet the discussions
have begun. The goal of this article
is not to resolve questions but to at-
tempt a framework in which anec-
dotes may lead to improved under-
standing and, hopefully, increased
research and analysis.

One could argue that aid-in-dy-
ing clinicians should look at the
more extensive data on ketamine
for hospice patients, end-of-life pa-
tients, or palliative care in general.
But while those still-limited studies
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have generally shown promising potential,*® aid-in-dying patients are likely
unique in their end-of-life needs, psychologic and social profiles, proximity
to death, and other factors still poorly delineated. Just as pediatricians often
remind other clinicians that children are not just smaller adults, aid-in-dying
clinicians must remind others that aid-in-dying patients are not merely end-
of-life patients who die more quickly.

To focus on the few cases of ketamine-assisted therapy we have in front
of us, some general principles can be considered as a starting point toward
knowledge that may still be years away.

Table 1 shows some commonly known effects of ketamine-assisted thera-
py, with subcategories of aid-in-dying outcomes.

TABLE 1: POTENTIAL OUTCOMES OF KETAMINE FOR PATIENTS
CONSIDERING AID IN DYING

Ketamine therapy effect Patient’s aid-in-dying desire/completion

Improved pain/symptom man-
agement

No change in aid-in-dying desire/completion

Decreased aid-in-dying desire/completion

Increased aid-in-dying desire/completion

Improved acceptance of death
and/or decreased terminal anxi-
ety

No change in aid-in-dying desire/completion

Decreased aid-in-dying desire/completion

Increased aid-in-dying desire/completion

Relief of depression

No change in aid-in-dying desire/completion

Decreased aid-in-dying desire/completion

Increased aid-in-dying desire/completion

No effect

No change in aid-in-dying desire/completion

Decreased aid-in-dying desire/completion

Increased aid-in-dying desire/completion

Table 1 illustrates that all outcomes can occur with all ketamine effects. This
allows a nonjudgmental framework that uncouples ketamine therapy in the
aid-in-dying context from a “desired” result. This, we believe, is a hallmark of
general best practices in aid-in-dying care: Clinicians provide options, with-
out a preferred result other than that the patient, when possible, achieves
their desired outcome.




Patient AA had both internal and
external (his sangha) conflicts about
aid in dying, resulting in signifi-
cant anxiety. During and following
three sessions of ketamine-assisted
therapy, he experienced marked-
ly decreased existential angst and
increased acceptance of his death.
This led to diminished aid-in-dying
ambivalence, and he completed the
act. But one might easily imagine
an identical patient who, with de-
creased anxiety about dying, lost
their inclination to hasten their
death. Decoupling a desired aid-in-
dying outcome from the therapy
increases the probability that ket-
amine-assisted treatment will lead
to the major goal of aiding patients
to reach their autonomous desires,
whatever they may be—hopefully
with increased clarity.

End-of-life ketamine-assisted
therapy is often lauded for helping
patients work through their anxiety
and fear of dying. But there’s an-
other aspect, ketamine’s powerful
pain-mitigating properties. Patient
AD, desiring aid in dying at least
partially because she was unable
to move from bed due to pain from
a hip metastasis, had such signifi-
cant relief after a single ketamine
injection that her son carried her
to the back porch where she “sang
as the sun shined on her face. Pure
joy.” Yet days later, with still mini-
mal pain and still delighting in the
sun, she took medications to die.
Again, one might easily imagine a
patient who, relieved of pain, loses
their inclination to hasten death—a
different but still autonomous out-
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come. Yet this patient’s experience
contradicts an oft-heard claim that
a patient’s choice of aid in dying in-
dicates a failure of palliative care.
AD’s inclination toward aid in dying,
it turned out, was not just related
to poor pain control, since her wish
persisted after that pain was mini-
mized. In her case, aid in dying was
not a failure of palliative care, but a
success of her autonomy.

Ketamine clinicians working in
the aid-in-dying context might find
themselves in unpredictable situ-
ations. Patient AB requested ket-
amine therapy based on her distress
from being turned down for aid in
dying by her ALS team. Rather than
address her existential angst and
anger via ketamine treatments, the
clinician wisely saw an opportunity
to remedy the underlying medical
situation. He approached the ALS
team with new information about
the rapid progression of her ill-
ness. They reconsidered their prior
prognostic hesitation and qualified
the patient for aid in dying, which
she completed. An end-of-life cli-
nician offering ketamine therapy in
the aid-in-dying context, of course,
must not lose track of the origins of
the patient’s dilemmas. Some may
be relieved by addressing the pa-
tients’ autonomous rights as much
as their fear of death.

Ketamine clinicians report that
it can rapidly improve end-of-life
“existential distress.” Dr. Anderson,
who described ketamine’s analgesic
properties for the patient with hip
pain, also notes, “I can say with con-
fidence that ketamine changes peo-
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ple’s relationship with death. They
see and feel it during the experience
and move into a beautiful place of
consciousness.” Dr. Charfen’s pa-
tient AC achieved a marked reduc-
tionin her self-described existential
distress. With increased comfort
about dying, she scheduled her aid-
in-dying day—but died before that
came. As Dr. Charfen noted, not
taking aid-in-dying medications as
AC had planned was barely rele-
vant. “AC died peacefully early the
next morning, surrounded by her
loved ones, just like she had hoped.”

Each case history in this article
can lead to more questions as much
as clarity about ketamine-assisted
therapy in the aid-in-dying context:

e These patients were treated in
the lead-up to their potential
aid-in-dying day. For example,
Dr. Fratkin observed that pa-
tient AA “...became clear that
aid in dying should be his route
to death ... A week later, (he)
followed through with that
plan” What if it had been that
same day? If a patient requests
a ketamine session on their aid-
in-dying day (decreased anx-
iety, understanding of death,
decreased pain, etc.), might the
ketamine-induced dissociative
effect negate the patient’s fi-
nal decision-making capacity
to proceed with aid in dying?
Patients taking opiates or sed-
atives are not typically de-
nied decision-making capacity
based solely on those medica-
tions. Might a psychedelic sub-

stance, though, be treated dif-
ferently by clinicians or, should
it come to that, the courts?

How do the effects of ket-
amine-assisted therapy change
as proximity to death shortens?

What criteria make a patient
considering aid in dying a can-
didate for ketamine-assisted
therapy? Are the criteria the
same as for all end-of-life pa-
tients?

What is the “best” ketamine
dosage and route in this con-
text? How variableis the range?

How many sessions are ideal,
if time before death allows? At
what intervals?

Most significantly: Inthe aid-in-
dying context, how might the
extensive time commitment
by the clinician(s) and patient
in “typical” ketamine-assisted
therapy be modified?

Can the drug be safely admin-
istered without full monitoring
during the dissociative time by
experienced clinicians?

Will the effects be decreased if
not accompanied by extensive
and skilled pre- and post-ses-
sion debriefings?

Might the drug be used alone
in rapidly evolving aid-in-dying
situations (or even those less
rapidly evolving, but where cli-
nician time commitment isn’t
available)?



e What is the appropriate train-
ing or experience needed by a
clinician utilizing ketamine-as-
sisted therapy in the aid-in-dy-
ing context—for both ketamine
and aid-in-dying clinical prac-
tices?

CONCLUSION

Ketamine currently has several ad-
vantages over other psychedelic
substances in the end-of-life con-
text. But while its use in that clinical
milieu is increasingly studied, it is
still relatively new and needs fur-
ther exploration. Organizations like
the Ketamine Research Foundation
are making inroads with present
FDA/IRB-approved studies that in-
clude investigative tools such as the
End of Life Inventory (ELI) to assess
the effects of ketamine therapy.?’
Good data is even less available
for ketamine-assisted therapy in
the narrower realm of aid-in-dy-
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ing care. Further examination with
more extensive case reports and,
if/when possible, controlled stud-
ies are well warranted. In the inter-
im, sharing information and case
reports will open discussion, help
guide additional clinical experience,
and improve therapies.
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