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Abstract

Background: The End of Life Option Act (EOLOA) legalized physician aid in dying for competent, terminally
ill Californians in 2016. The law allows clinicians, hospitals, and health systems to decide whether to partic-
ipate. About 4 in 10 California hospitals permit the EOLOA, but little is known about their approaches and
concerns.
Objective: Describe hospital EOLOA policies and challenges.
Design and Measurements: Survey study of hospitals in California, administered September 2017 to March
2018. We describe hospital policies concerning the EOLOA and perform thematic analysis of open-ended
questions about challenges, including availability of providers, process of implementing EOLOA, experiences
of distress by providers and patients, and questions about medications.
Results: Of 315 hospitals surveyed, 270 (86%) responded. Every surveyed hospital had established a position
on the EOLOA. Among hospitals permitting EOLOA, 38% required safeguards not required in the law, 87%
provided for referral to another provider if the patient’s physician did not participate, and 65% counseled staff,
if needed. Among hospitals not permitting the EOLOA, nearly all allowed providers to follow patients choosing
to pursue the EOLOA elsewhere and most permitted a provider to refer to another provider or system. Most
hospitals expressed concerns about implementation of the EOLOA and interest in sharing promising practices.
Conclusions: This survey of California hospitals demonstrates considerable heterogeneity in implementing the
EOLOA. For many Californians, access to the EOLOA depends on where one receives medical care. Im-
plementation would be improved by hospitals and health systems sharing promising practices.
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Introduction

The End of Life Option Act (EOLOA), which made
physician aid-in-dying legally available to Californians

in June, 2016,1 seeks to expand patients’ choices at the end of
life, while allowing providers and health care systems to opt
out of participation.2,3 The EOLOA allows competent adult
California residents with a terminal illness to voluntarily
request a prescription for medications that will hasten death.
The law includes steps to ensure that patients have a prog-
nosis of six months or less, are able to self-administer the
medications, and are making a well-considered decision that
is not affected by undue internal or external influences.4,5

Protections built into the law shield providers and health
systems from being compelled to participate in acts they
oppose.6,7 Health systems may declare that aid-in-dying does
not fit within their mission and prohibit their employees from
carrying out aid-in-dying while under their jurisdiction.
Health system policies also can permit EOLOA and tailor
implementation to reflect the organizational culture.

The EOLOA envisions the choice to use aid-in-dying as an
intense decision-making process between a patient and his or
her physician7 (as well as a consulting physician and possibly
a mental health professional). However, practice arrange-
ments are a key determining factor for physicians’ ability to
participate in this process, if they wish. California physicians
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are increasingly in financial arrangements in which clinical
practice may be guided by policies of a medical group or
health system. In 2016, fewer than half of physicians held
ownership in their practices.8 If health systems prohibit
prescription of aid-in-dying medication, physicians who
contract with these systems will be unable to participate in the
EOLOA within the bounds of their contract, but may be able
to participate, if desired, in other clinical settings. In turn, for
many patients, access to aid-in-dying is influenced by the
choices health care organizations make about implementing
the law.9

In prior work, we reported on a survey of hospitals in
California, many of which reflect the policies of their parent
health systems, which found that 87% of hospitals had a
formal policy on the EOLOA: 39% of these hospital policies
permit physicians to prescribe aid-in-dying medications and
61% prohibit the EOLOA.10 Hospital and health system
policies can have important implications for the patient’s
experience of the EOLOA, particularly in terms of provider
referral practices and protocols that ensure compliance with
the Act. In this article, we build on our previous findings by
describing the content of hospital policies concerning the
EOLOA and exploring promising practices and areas in need
of additional attention.

Methods

We surveyed California hospitals between September
2017 and March 2018 (15–21 months after initiation of the
EOLOA). The project was approved by the UCLA Institu-
tional Review Board (16-000550). We used hospitals as an
entry point for health systems for several reasons. First, the
majority of hospitals in California are part of larger health
systems, which may include other hospitals, outpatient and
specialist care settings.11 The EOLOA is not designed to be
carried out in hospitals, but hospitals are often central to
larger health care networks; in some cases the hospital policy
covers affiliated settings, and hospitals commonly develop
policies to guide physicians practicing in the greater envi-
ronment. Second, many health systems house their policy
administration process in the hospital. Finally, even though
patients are unlikely to self-administer EOLOA medications
in the hospital setting, many patients with a terminal illness
will be hospitalized as they near the end of their lives. Pre-
vious research has shown that these hospitalizations are
critical moments in end-of-life decision making,12,13 so this is
a time when patients consider options such as the EOLOA.

Hospital sample

We attempted to survey each hospital in California to
which the EOLOA might apply and took into account whe-
ther hospitals were part of multihospital (‡3) health systems.
We constructed the population of hospitals using 2016 data
from the Office of Statewide Health Planning and Develop-
ment (OSHPD)14 and excluded children’s hospitals, reha-
bilitation settings, long-term acute care settings, psychiatric
care settings, and hospitals that were closed or suspended.
OSHPD excludes Veteran’s hospitals, which by federal law
are not permitted to participate in the EOLOA.

We counted each hospital as a separate health care setting.
If a health system set policy for all hospitals in the system, we
applied the response to all affiliated hospitals. If the hospital

set its own policy, we applied the response to only that set-
ting. In both cases, we asked whether the hospital policy
covered outpatient facilities affiliated with the hospital. We
estimated that of the 315 hospitals in our population, up to
135 unique policies could exist (because of clustering of
hospitals within systems); we completed surveys character-
izing 89 of these policies (66%). Fifty-three of these (cov-
ering 229 hospitals) applied to all inpatient and outpatient
facilities associated with the hospital or health system. For
example, a large integrated health system may include sev-
eral hospitals and outpatient clinics, and a single policy
governed all of these settings. In contrast, 36 hospital policies
(covering 41 hospitals) applied only to physicians practicing
in their inpatient settings; those policies did not offer guid-
ance for the outpatient locations where their patients also
receive care.

Survey construction and administration

We constructed a survey using previously fielded items
from surveys of hospice approaches to aid-in-dying
laws15,16 and developed original items specific to hospital
settings. The survey asked about the range of end-of-life
services available for patients, EOLOA policy content, ex-
periences with the EOLOA (if applicable and collected at
the health system level), and EOLOA training and educa-
tional materials. In an open-ended fashion, the survey also
asked explicitly about potential challenges that had been
identified in previous studies5,17–20: availability of willing
providers, process of carrying out the EOLOA, and distress
among providers and/or patients. We presented the survey
domains to a statewide steering committee that included
clinicians, administrators, patient advocates, and legal ex-
perts (www.eoloptionacttaskforce.org) and received advice
to collect anonymous data to enhance response. We pre-
tested the survey (including open-ended items) with a sub-
sample of representatives from the steering committee. The
survey was administered by telephone and required *20
minutes. Just under a mean of five calls was required to reach
the person identified as most knowledgeable about the or-
ganization’s EOLOA policy. Respondents were from a va-
riety of organizational roles, including administration
(24%), social work or case management (44%), palliative
care (21%), and physician leadership (11%).

Analysis

We used descriptive statistics to characterize the hospital
sample, differences between responding and nonresponding
hospitals, and the content of hospital and health system pol-
icies concerning EOLOA implementation. Every surveyed
hospital described whether aid-in-dying was permitted, even
if the hospital did not have a written policy in place. Of the
106 (39%) hospitals that permit physicians to write pre-
scriptions under the EOLOA, 97 had a formal policy re-
garding the EOLOA and 9 did not. Of the 164 (61%) hospitals
that forbid physicians from writing prescriptions under the
EOLOA, 138 hospitals had a formal written policy. We also
used OSHPD data to characterize the hospitals’ overall pa-
tient volumes and capture a sense of the proportion of patients
receiving care in participating and nonparticipating systems
as an estimate of the impact on overall access across Cali-
fornia. We used Stata 15 for analyses.21
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We analyzed open-ended survey questions about chal-
lenges or concerns using a qualitative thematic approach.22

We counted how many hospitals reported each issue as a
challenge and then used content analysis to analyze responses
inductively. The survey personnel were all trained to record
verbatim responses to open-ended questions about chal-
lenges. Within each of the four implementation challenges,
we identified subthemes, which we summarize below and
include verbatim comments from respondents. Two authors
(C.C., N.W.) reviewed the qualitative responses and dis-
cussed discrepancies. Through this process, we found that
challenges with medications were widely discussed and
common across all prompts; we present medication issues
separate from the original domains.

Results

Of 315 California hospitals within the scope of the study,
survey responses were received for 270 (86%). Twelve
hospitals declined participation explicitly and 33 were un-
reachable. The responding 270 hospitals were covered by 89
unique policies. Nonresponding hospitals were more likely to
be rural and less likely to be part of a hospital system or to
have nonprofit status (Table 1).

Of responding hospitals, 68% had nonprofit status, 27%
were religiously affiliated, and 8% contained 500 or more
beds. Seventy-one percent (n = 191) of these hospitals be-
longed to a system that included three hospitals or more.
Responding hospitals were responsible for 90% of the Cali-
fornia 2016 discharges from the 315 hospitals in our sampling
frame (Table 1). Most hospitals reported that they provided
palliative care (84%), spiritual support for patients (96%),
and bereavement support for families (76%).

Content of hospital policies regarding the EOLOA

There was considerable variation in the content of policies,
both among hospitals that permitted the EOLOA and those
that did not. We present information reported by hospitals

that had formal policies as well as those without written
policies that had set forth guidelines for application of the
EOLOA.

Participating hospitals (n = 106 with 35 policies).
Across the hospitals that permit physicians to prescribe aid-
in-dying medications, the vast majority do not allow patients
to self-administer the medications in the inpatient setting.
Eight of these hospitals prohibit physicians from being
present at the time of a patient’s self-administration of the
aid-in-dying medications. The majority (87%) of these hos-
pitals provide for referral to another provider if the patient’s
attending physician did not participate. Approximately, 65%
provided counseling for staff in cases where the EOLOA
brought up issues of concern. Just under 40% of hospitals
required additional safeguards that the law did not explicitly
define; these include palliative care consultation; mental
health consultation; social work involvement; or adminis-
trative, risk management, or ethics review. About one third
of hospitals collected data (beyond that required by law)
on patients who requested the EOLOA (Table 2). About 1.5
years after implementation, 74% of the health systems re-
ported receiving at least one request for the EOLOA and 49%
reported providing at least one prescription for aid-in-dying
medication.

Table 1. Characteristics of Hospitals That

Completed Surveys and Nonresponders (N = 315)

Completed surveys
(n = 270), n (%)

Nonresponders
(n = 45), n (%)

Religiously affiliated 72 (27) 8 (18)
Teaching hospital 28 (10) 4 (9)
Rural hospital 39 (14)* 17 (38)*
Member of hospital

systema
191 (71)* 1 (2)*

Large hospital
(500+ beds)

22 (8) 6 (13)

Nonprofit status 184 (68)* 16 (36)*
Percentage of

dischargesb
90 10

Note: Percentages represent column percentages. Chi-square tests
used to determine statistically significant differences between
groups.

*p £ 0.001.
aHospital system defined as three or more hospitals.
bPercentage of 2016 California discharges, out of a total of

3,100,970 discharges from 315 hospitals within the scope of this
study.

Table 2. Content of Hospital Policies for Hospitals

That Permit the End-of-Life Option

(N = 106 Hospitals and 35 Policies)

Hospitals,
n (%)

Policies,
n (%) Discharge,a%

Self-administration in facility
Permitted 7 (7) 4 (11) 3
Not permitted 94 (89) 27 (77) 36
Not addressed 5 (5) 4 (11) 2

Physician presence at ingestion
Permitted 48 (45) 11 (31) 21
Not permitted 8 (8) 5 (14) 5
Not addressed 50 (47) 19 (55) 16

Helps patients find alternate physician if attending opts out
Yes 92 (87) 26 (74) 36
No 3 (3) 3 (9) 2
Not addressed 11 (10) 6 (17) 4

Provides counseling for staff if needed
Yes 69 (65) 23 (66) 30
No 37 (35) 12 (34) 12

Requires additional safeguards
Yes 40 (38) 14 (40) 13
No 66 (62) 21 (60) 29

Collecting data on requests
Yes 35 (33) 13 (37) 19
No 71 (67) 22 (63) 23

Includes both formal and informal policies.
aForty-two percent of hospital discharges, out of a total of

3,100,970 discharges in California in 2016, were from hospitals that
permit the EOLOA. The total percentage of discharges between
Tables 2 and 3 does not add to 100% because 10% of hospital
discharges from hospitals that did not respond to the survey.

EOLOA, End of Life Option Act.
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Nonparticipating hospitals (n = 164 with 54 policies).
Among hospitals not permitting the EOLOA, there was
variation in the range of permitted responses to patients
making a request. For example, 8% allow physicians to
serve as the consulting physician for aid-in-dying requests
while 27% of policies are silent on the subject. Referrals to
another provider or system were permitted by 56% of these
hospitals and not mentioned in 29% of the policies. Provi-
ders are allowed to give patients information about the
EOLOA in 68% of hospitals; 22% did not address the issue.
Thus, only 10% of such hospitals (representing 5% of hos-
pital discharges) prevented information transmission about
the EOLOA to patients. Nearly all of these hospitals allow
providers to continue to provide care within their system (or
the issue was not addressed in policy), even if the patient
chooses simultaneously to pursue the EOLOA elsewhere
(Table 3).

Challenges implementing the EOLOA
and suggested solutions

Among the 106 hospitals permitting participation in the
EOLOA, 51% reported that unavailability of providers was
a challenge in implementation (see Table 4). Finding physi-
cians willing to act as the attending was especially chal-
lenging in clinical areas most likely to get requests, such as
oncology.23 Some reported difficulties finding other health
professionals to assist in the process, especially pharmacy
and hospice workers. Some hospitals tried to create a list of
willing providers, but providers sometimes were reluctant to
be named. One respondent reported: ‘‘The biggest challenge

has been getting a confidential list of providers. I know
there’s one physician at our hospital who wanted to partici-
pate, but providers don’t necessarily want to make that public
because of how they might be treated.’’ A few commented
that provider unavailability has become less of a problem
over time because comfort increased and operational pro-
cesses were made clearer. Promising practices included set-
ting up a peer network to help providers discuss concerns and
structured debriefings for participating providers or for pro-
viders feeling conflicted about being unwilling to prescribe.

Twenty-seven percent of participating hospitals cited dif-
ficulties in carrying out the law. Respondents noted that the
process is complex and the EOLOA leaves several opera-
tional questions unanswered; many health systems left these
details to individual providers. Health systems sometimes felt
isolated and wondered how to answer operational questions.
Several respondents commented that it would be great ‘‘to
learn more about how other health care organizations are
handling this issue’’ and ‘‘.to have a meeting or conference
with other organizations who have been through the whole
process to learn how they’ve handled everything.’’ Several
systems responded to the complexity by creating a protocol,
usually managed by social workers, that guided patients and
providers through the process. Implementation was hindered
by ambiguities in the law, including the definition of ‘‘at-
tending physician’’ and status of the law when it was under
legal challenge.

A third of respondents (33%) noted that they had heard
reports of provider distress. Some providers initially were
concerned that they would be compelled to participate, others
worried that the law required practice changes that were
difficult for providers. A participant said, ‘‘The amount of
time it takes to do the process and the fact that it is a complete
change in how physicians practice makes some unwilling or
hesitant.’’ Distress came from the extra time required to
complete EOLOA activities and disproportionate burden if
only a few providers participate. Education about the law,
Schwartz rounds, and other structured discussion mecha-
nisms were used to try to address some sources of provider
distress.

Distress for patients or family members was discussed by
56% of respondents. Complexity and duration of the process
exceeded patient and family expectations: ‘‘Some patients
believe that the process will be easy and become frustrated
when they can’t get the drugs immediately.’’ Some of the
distress was due to the slow and bureaucratic processes de-
signed to facilitate adherence to the EOLOA legal require-
ments. Another source of distress was when patients were
deemed ineligible. Cost was a concern for many; not just the
cost of medication, but also out-of-pocket expense when
patients needed to go outside the system to find providers.

Difficulty obtaining the aid-in-dying medication emerged
as a common challenge.24 As the EOLOA went into effect,
the cost of secobarbital soared to over $3500, making it
difficult to access. Several hospitals reported seeking com-
pounding pharmacies to create mixtures, but pharmacies
were not always available and there was uncertainty about
the best regimen. Others expressed concerns about handling
unused aid-in-dying medication and addressing patients whose
clinical condition changed. One participant said, ‘‘There is a
need for more education about pharmacy issues, including
disposing of meds.’’

Table 3. Content of Hospital Policies for Hospitals

That Do Not Permit the End-of-Life Option

(N = 164 Hospitals and 54 Policies)

Hospitals,
n (%)

Policies,
n (%) Discharge,a%

Physician may act as consultant
Permitted 13 (8) 8 (15) 4
Not permitted 107 (65) 27 (50) 32
Not addressed 44 (27) 19 (35) 13

Refer requesting patients out of system
Permitted 92 (56) 28 (52) 27
Not permitted 24 (15) 10 (19) 7
Not addressed 48 (29) 16 (30) 15

Physician may give information about EOLOA
Permitted 112 (68) 33 (61) 35
Not permitted 16 (10) 4 (7) 5
Not addressed 36 (22) 17 (32) 9

Physician may continue to care for patient receiving
EOLOA elsewhere
Permitted 109 (66) 36 (67) 34
Not permitted 3 (2) 2 (4) <1
Not addressed 52 (32) 16 (29) 14

Includes both formal and informal policies.
aForty-eight percent of hospital discharges, out of a total of

3,100,970 discharges in California in 2016, were from hospitals that
did not permit the EOLOA. The total percentage of discharges
between Tables 2 and 3 does not add to 100% because 10% of
hospital discharges from hospitals that did not respond to the
survey.
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Table 4. Hospital Reports of Challenges and Possible Solutions Implementing the End of Life Option Act

Challenges Possible solutions

Providers unavailable
Physicians

(attending,
consulting, and
specialist)

Oncology is not excited to participate and
palliative care opted out. Need to identify
which hospices will participate.

Nurtured referral pool. We provide support to
those providers and invest in education to
address nonparticipation concerns.

Have a system set up so that if the first provider is
not willing or able, local teams will set up. This
leaves room for people to opt out, but still
ensures access. Did a lot of upfront educational
work, peer group meetings, and now local team
meetings.

Other health
professionals

Many willing participants in this area. The
problem is with finding pharmacies.

Have created an information line.
Lessening with time. With more experience and

education, more providers are willing to
participate.

Difficult process
Implementing a

complex
process

It is a real struggle to figure out how to
implement this law in an acute care facility
whose mission is to save lives, not end them.
It is a difficult process.

We also need more support for documentation
in the electronic medical record.

Providers think it is too much paperwork (e.g.,
fill out follow-up forms, even if patient does
not take the meds).

Configure it as a process that should be clear to
patient, family, and providers—even if never
done it before. The goal is to shepherd them
through the process, which the patient
coordinator helps with quite a bit. The local
team makes sure all understand the process and
documentation. This can be a challenge if
patient wants a quick decision or declines
quickly. The situation can become more
urgent, but we cannot make it happen any
faster because of the conditions in the law.

Lack of clarity
from legal
perspective

Many operational aspects are not addressed in
the law. The law is geared toward physicians,
but most places take this on as an institution.

The language around the attending physician is
not clear and there are challenges to getting
appointments for all steps.

Distressed providers
Compelled to

participate
Providers were distressed because they thought

they would be compelled to participate.
Education, comfort on the part of the physician is

critical.
Change in physician

role and practice
The law requires that the patient make the

request (not a surrogate), which differs from
every other aspect of end-of-life care. Also,
when the patient asks the doctor not to tell the
family members about the request, this causes
distress for the provider.

Recognition of being directly responsible for a
patient’s death.

Want to honor the decisions of providers to opt in
or opt out, but also leave room for them to
change their mind as they go. We take this on a
case-by-case basis, so if there is moral distress,
we do not want providers to feel cornered.
There is always someone else who can
help. Some hospice providers have felt like this
is too much of a departure from their normal
way of operating, so doing debriefs as needed.

Use Schwartz rounds to address issues for
providers, from a range of backgrounds and
positions.

Increased
workload

Two people who will prescribe—they feel that it
is unfair that they are the only ones.

Distressed patients or family members
Patients who do

not qualify
When patients want to enroll and cannot (ALS,

esophageal tubes, because they cannot
swallow), but they have capacity.

Mostly when physicians are not participating.
Created a coordinator role that helps to provide
information and referrals.

Duration of
the process

The process takes time and some patients are
very far along in their illness.

Cost Typically, money is the most distressing issue.
Family issues—we had a case where
extended family members were not included
in decision making and were very upset.
Also, how to pay for it when insurance does
not cover it.

(continued)
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Discussion

About 18 months after initiation of the EOLOA, hospitals
across California have taken positions regarding aid-in-
dying. Our survey demonstrates considerable variability in
hospitals’ approach to this newly available aspect of care at
the very end of life. While many hospital policies narrowly
affect physician behavior in only the inpatient setting, the
majority of policies we examined had implications for
physicians’ practice in settings outside the hospital and these
have implications for their response to patients requesting
aid-in-dying. Among the 39% of hospital policies permitting
the EOLOA (n = 106), 38% (n = 40) overlay additional safe-
guards and care processes on the already-complex set of proce-
dures dictated by the Act. These processes, many of which
aim to support physicians, may exacerbate patients’ and
family members’ sense that the process takes too long or is
too burdensome. Among the 61% of hospitals disallowing the
EOLOA (n = 164), most permit sharing of information about
aid-in-dying and allow patients electing to use the EOLOA to
continue to be followed, yet 15% forbid referral outside the
system to a willing provider. This survey shows that for a
substantial number of California residents, where one re-
ceives medical care will dictate provider response and ap-
proach to a request for the EOLOA. As shown previously,
hospitals that opt out of participation account for 48% of
hospital discharges.10

This evaluation of hospital policies also shows that
hospitals and their umbrella health systems carefully con-
sidered many of the issues important to patients and critics
of the law.25,26 Previous studies of hospice policies simi-
larly illustrate a high level of nuance in institutional re-
sponses.16 Over half of policies permitting aid-in-dying
addressed whether physicians could be present for self-
ingestion of the aid-in-dying drug and the vast majority
suggested a mechanism for patients to be referred to other
providers if their attending physician was not participating.
Furthermore, we reported previously that 93% of hospitals
permitting the EOLOA produced training materials for
physicians and half had instruction available for patients.10

Hospitals opting out of the EOLOA were less likely to have
educational materials available for physicians (63%) and
patients (15%).10 Universal availability of educational
materials might address some of the hospital and health

system concerns, especially those focused on provider and
patient/family distress.

Despite hospitals having policies, most had concerns about
carrying out the EOLOA. Many hospitals reported difficulty
finding participating providers, although some indicated
partial resolution of this issue over time. Many felt that some
of the steps in the legal process were unclear, leading to
construction of additional components to facilitate compli-
ance. Lack of experience and familiarity with the steps in the
EOLOA led many to report provider and patient/family dis-
tress. Many hospitals and health systems desired advice on
best practices and some facilities described innovative
structures and approaches that might be shared. This survey
strongly suggests that hospitals and health systems should
share best practices through peer networks and that these
should extend to hospices, pharmacies, and other provider
groups.

This study of California EOLOA hospital policies has
limitations. It is a study of hospitals and not physicians; we
cannot describe the proportion of physicians or patients
affected by each of the policies. But we were able to capture
the wide diversity of situations that patients may encounter
when making an EOLOA request. Future research should
complement these findings by examining hospice, long-
term care, acute rehabilitation facilities, oncology centers,
and various provider groups. Better insight into what hap-
pens to patients in health systems that opted out of partici-
pation in the EOLOA is needed. Additionally, while our
response rate is high (86%), we are disproportionately
missing hospitals in rural areas.

This survey of California hospitals demonstrates that
hospitals and health systems are engaged in application of the
EOLOA, but there is great heterogeneity in participation and
need for sharing promising practices.
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Table 4. (Continued)

Challenges Possible solutions

Medications
Compounding .prescriptions are hard to get. Secobarbital is

hard to find and they do not work with a
compounding pharmacy.

All requests go through our own pharmacy, which
is staffed with a pharmacist and a LCSW.

It can also be challenging to take the medications,
so we have a pharmacist come and out and
walk through all the directions and answer any
questions.

Aid-in-dying
medication
regimen

Knowing the right cocktail is challenging, as is
the cost of medications. There may be
problems with unequal access given the costs.

Disposal if unused Some concerns about the meds if patient status
changes or they do not use the meds.

.working with a system-wide taskforce to create
pharmacy guidelines.

Survey conducted at the hospital level 15–21 months after implementation of the EOLOA. Table includes direct quotes from respondents.
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