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Abstract
Objectives. Palliative sedation (PS) and Medical Assistance in Dying (MAiD) are options for
end-of-life (EOL) care in Canada, since the latter was legalized in 2016. Little research to date
has explored the potential impact of MAiD on PS practices. This study investigated physicians’
perceptions of their practices surrounding PS and how they may have changed since 2016.
Methods. A survey (n=37) and semi-structured interviews (n=23) were conducted with pal-
liative care providers throughout Ontario. Questions focused on PS practices and explored
potential changes following the implementation of MAiD. Codes were determined collab-
oratively and applied line-by-line by 2 independent investigators. Survey responses were
analyzed alongside interview transcripts and noted to be concordant. Themes were generated
via reflexive thematic analysis.
Results. Thematic analysis yielded the following themes: (1) Increased patient/family knowl-
edge of EOL care; (2) More frequent/fulsome discussions; (3) Normalization/repositioning
of PS; and (4) Conflation and differentiation of PS/MAiD. Across these themes, participants
espoused increased patient, family, and provider comfortwith PS,whichmay stem equally from
the advent of MAiD and the growth of palliative care in general. Participants also emphasized
that, following MAiD, PS is viewed as a less radical intervention.
Significance of results. This is the first study to investigate physicians’ perspectives on the
impact of MAiD on PS. Participants strongly opposed treating MAiD and PS as direct
equivalents, given the differences in intent and eligibility. Participants stressed that MAiD
requests/inquiries should prompt individualized assessments exploring all avenues of symptom
management – the results of which may or may not include PS.

Introduction

Palliative sedation (PS) and Medical Assistance in Dying (MAiD) are options for end-of-life
(EOL) care in Canada, since the latter was legalized in 2016 (Carter v. Canada 2015; Criminal
Code 1985). PS is a tool in managing refractory symptoms at EOL when prognosis is felt to be
very short (generally under 2 weeks), wherein medications are used to deliberately reduce con-
sciousness (CSPCP (Canadian Society of Palliative Care Physicians) 2017; Henry 2016). It has
been defined as follows: “(1) the use of (a) pharmacological agent(s) to reduce consciousness;
(2) reserved for the treatment of intolerable and refractory symptoms and (3) only consid-
ered in a patient who has been diagnosed with an advanced progressive illness” (Dean et al.
2012). In contrast to PS, which is not intended to hasten death, MAiD entails the deliberate
provision of medications specifically to hasten death. MAiD has clearly outlined legal require-
ments including a serious illness, disease, or disability with an advanced state of irreversible
decline and which is causing enduring physical or psychological suffering. MAiD can only be
requested and consented to by the individual and requires the need for capacity at the time
of the formal written request and at the time of eligibility assessments (GC (Government of
Canada) 2022).

There is very limited literature addressing the impact of legalization of medically assisted
death on PS. Two studies from the Netherlands found an increase in PS after the introduction
of voluntary euthanasia (Rietjens et al. 2008; Van der Heide et al. 2007). Similarly, a prior
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study at a tertiary care centre in Toronto, Canada, documented
a rise in the use of PS after the implementation of MAiD in the
Palliative Care Unit (PCU), though rates of PS remained stable
in acute care (Nolen et al. 2022). Research more generally on the
impact of MAiD on palliative care is similarly scarce and has not
focused on PS (Mathews et al. 2021).

The goal of this study was to explore palliative care providers’
perceptions of their practices surrounding PS, including the poten-
tial impact of the legalization of MAiD on the use of PS.

Methods

This mixed-methods study included both a survey and interview
component, open to palliative care providers in Ontario, Canada,
who had been in practice for at least 5 years.The surveywas admin-
istered throughQualtrics. Recruitment proceeded via an invitation
included in the newsletter for the Ontario Medical Association
Section on Palliative Medicine (an email newsletter for physicians
self-identifying as palliative care physicians). In addition to demo-
graphics, questions were designed to ascertain participants’ views
on their use and frequency of PS and how this might have changed
over time (see SupplementaryAppendixA for full list of questions).
At the conclusion of the survey, respondents were invited to pro-
vide their contact information if interested in participating in the
interview component of the study. Of note, having completed the
survey was not a prerequisite for scheduling an interview as par-
ticipants were also able to self-refer after learning of the study via
word-of-mouth.

Semi-structured interviews were conducted with palliative care
providers throughout Ontario (n = 23). The interviews were con-
ducted over Zoom from March to July 2022 and were approx-
imately 30 minutes in length. The interviewer was a Family
Medicine resident with prior experience in interview-based stud-
ies. The interview guide was amended after the first 5 interviews
following transcript review by the investigators.The final interview
guide is attached as Supplementary Appendix B.

Participants were asked for permission to record the interviews
which were subsequently transcribed verbatim, then individually
reviewed for accuracy by the research team. Data collection and
analysis proceeded simultaneously and iteratively (Charmaz and
Belgrave 2012; Lingard et al. 2008; Merriam and Tisdell 2015).
A series of codes and subcodes was determined collaboratively
and applied to the transcribed interviews in a line-by-line fash-
ion. Each interview was coded by 2 independent investigators and
the codes were adjusted periodically; code saturation (Hennink
et al. 2017) was reached after the first 4 interviews. Themes were
generated via reflexive thematic analysis (Braun and Clarke 2019)
and theme/meaning saturation was reached after the first 12 inter-
views, at which point recruitment efforts were ceased, though
already-scheduled interviews were completed. As there was sig-
nificant overlap between the data generated by the survey and
interviews, and the research team felt there was general agree-
ment, the comments from the survey were analyzed alongside the
coded interviews, which changed neither the codes nor themes. For
the purposes of knowledge translation, the available themes were
separated into different categories; the paper at hand specifically
presents themes addressing the relationship between MAiD and
PS, whereas themes pertaining solely to the diversity of PS practices
will be addressed separately.

This study was approved by the Sunnybrook Health Sciences
Centre REB. All participants provided informed consent prior to
participation.

Results – survey

The survey was available from March to May 2022 and was com-
pleted by 37 respondents (n = 4 incomplete responses). This rep-
resents a very small response rate in terms of the number of people
who theoretically had access to the link (n = 1145); however, it
is impossible to know the percentage of recipients who opened or
engagedwith the email newsletter. For the demographics of the sur-
vey results, see Table 1.With respect to frequency, 48.5% of respon-
dents reported providing PS at the same rate compared to prior
to 2016 and 33.3% answered “slightly more frequently.” The open-
ended questions of the survey overlapped considerably with the
questions asked in the semi-structured interviews. Particularly in
light of the low response rate, these commentswere analyzed along-
side the interview transcripts and were noted to be concordant. As
such, the themes presented in this paper represent both the sur-
vey and interviews. Survey comments are integrated throughout,
particularly to ensure adequate representation of physicians who
wanted to remain anonymous, and are attributed to Respondents
(R) 1–33.

Results – interviews

Semi-structured interviews were conducted with 23 palliative
care providers (see Table 2 for demographics). One provider was
deemed to be ineligible on the basis of length of time practic-
ing palliative care and was subsequently excluded from analysis.
Broadly speaking, when asked about changes in frequency since
2016, 11 (48%) participants reported some degree of an increase
in the use of PS; 9 of these participants endorsed an increase in
their own practices, while the other 2 endorsed an increase gener-
ally, but felt their personal rates were unchanged. Of the remaining
participants, 5 reported similar rates, 4 reported decreased rates,
and 2 were uncertain. Quotations from interviews are attributed to
Participants (P) 1–22. For all the themes presented below, please
see additional supporting quotations under Table 3.

Results – themes

Theme 1: Patient/family knowledge of EOL care
Several participants discussed an increase, not only in patient
knowledge of EOL interventions but also in their willingness to ini-
tiate and participate in EOL conversations. Specifically, they noted
that patients and families were increasingly familiar with MAiD.

I think patients have become a lotmore comfortable about it too. You know,
there’s a lot more in the media about it. Obviously, there’s a lot more sort
of public awareness of it. […] So I think everybody’s evolved a bit over the
past five or six years and that the legalisation of MAiD has probably facil-
itated that either directly or indirectly by sort of forcing us to have those
conversations. (P10)

While this increased awareness largely pertained to MAiD,
some participants described an increase in requests for PS, or at
least knowledge of it as an option, whereas others felt PS remained
relatively unknown.

Patients now request palliative sedation (shockingly) (R9).
… when I said increased awareness, I’m thinking particularly about

MAiD, I’m not entirely convinced that lay people understand palliative
sedation as we would understand. (P22)

In addition to increasing patient conversations with clinicians
directly, participants also highlighted that the legalization ofMAiD
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Table 1. Demographics of survey cohort

Survey respondents
N = 37

Age groups (years), n (%) (N = 37)

<30 0

30−44 21 (57)

45−60 10 (27)

>60 6 (16)

Sex, n (%) (N = 37)

Male 17 (16)

Female 20 (54)

Time working in palliative care
(years), n (%)

(N = 35)

5−10 15 (43)

11−20 9 (26)

21−30 10 (29)

>30 1 (3)

Portion of practice providing
palliative care, n (%) (N = 35)

<25% 0

6−50% 4 (11)

51−75% 1 (3)

>75% 30 (86)

Location of practice (multiple
options per respondent), n

Academic site 26

Community site 15

Other 3

Types of palliative care service
(multiple options per respondent),
n

Home based 17

Outpatient clinic 18

Inpatient consults 21

Palliative Care Unit/Hospice 23

Part of acute care 1

MAiD assessor and/or provider
(N = 33), n (%)

17 (52%)

likely inspired patients to have discussions surrounding EOL
wishes with their own families and substitute decision makers:

When MAiD was legalised.. I mean, it was pretty publicized, so maybe
it’s made more people think about their wishes and, and express them to
families. [..] maybe they’ve had more conversations in the past around it.
[And if] they’re not able to pursueMAiD,maybe the family wasmore open
to [palliative sedation] where in the past they might have not been, for
whatever reason. So maybe it’s opened more conversations. (P4)

So, whereas before people who were powers of attorney may not have
thought about palliative sedation, becauseMAiDhas come around, it opens
up their discussion. (P5)

Table 2. Demographics of interview cohort

Interview participants
N = 22

Age (years), median (range) 45 (34−69)

Sex, n

Male 10

Female 12

Time working in palliative care
(years), median (range)

12.5 (5−39)

MAiD assessor and/or provider, n 13

Primary location of practice, n

Home based 9

Outpatient clinic 7

Inpatient consult 12

Palliative Care Unit/Hospice 9

Theme 2: Frequent and fulsome conversations
The majority of participants reported having more frequent and
in-depth conversations surrounding EOL interventions with their
patients following the implementation ofMAiD. Importantly, these
conversationswere not just patient-driven (secondary to the aware-
ness discussed above) but clinician-driven as well. As with the
above, inquiries aboutMAiD, originating either from patient inter-
est or physicians discussingMAiD routinely, were often the inciting
event for extensive conversations that included PS.

Before [MAiD], peoplemay not have been expressing their goals and values
around hastening their death or ending their life quite so openly. And so
that sort of open discussion around end-of-life might have led to deeper
conversations about what the end-of-life actually looks like. And the fact
that palliative sedation would be an option. (P7)

Interestingly, in addition to discussing EOL interventions, some
participants noted that these conversations often unearthed previ-
ously overlooked symptoms and suffering.

Because we used to just, if you can imagine, when people would say, “oh,
I just wish I could end my life.” You’d say, “oh, I’m sorry.” And then that’d
be the end of it. […] the whole MAiD thing made us aware that you have
to open up that conversation. And that’s how I teach it to the learners, ‘If
anyone ever says that to you, like open it up and say, can you tell me more
about why you’re saying that?’. Don’t just offer, or say, ‘oh, and in fact you
can have that’. […] Because there’s unmanaged symptoms that can be helped
with. So I’m thankful for that. (P2)

Of note, although participants did discuss a causal relationship
with respect to the implementation ofMAiD, palliative care in gen-
eral has continued to develop and crystalize as a discipline during
this time. As such, more frequent Goals of Care discussionsmay be
a natural consequence of the evolution of palliative care.

I think all of that is just growth in the whole world of palliative care, both
with physicians and with patients and their families. (P16)

I think there’s a general awareness and comfortwith it that’s growing. I think
that’s related to training, like there’s been a big push for increasing palliative
care education in training programs and not just specialist palliative care
(P17).
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Table 3. Themes and associated quotations (interview participant = P#, Survey Participant = R#)

Theme Subtopic Quotation(s)

Theme 1: Increased
patient/family
knowledge of EOL care

More familiarity with
MAiD specifically

P2: “People are more educated around this now. […] everybody knows somebody
whose mother or father or brother had [MAiD].”
R31: “MAiD being legal has raised awareness.”

Changes in
awareness of PS

P1: “Since MAiD… I’m asked by patients and families about [palliative sedation], as an
option, which never used to occur. Patients and families would not have heard of the
phrase. And now it’s very common for patients and families to bring it up.”
P9: “…when I see some patients in PCU, they tell me they were told if I don’t qualify
for MAiD I can do palliative sedation. Not infrequently.”
P6: “I don’t think most patients know that [palliative sedation]’s an option. So I don’t
think that there’s been that much change. They still don’t know it’s an option until I’ve
told them that it’s an option.”

More discussion of
EOL wishes within
family/Substitute
Decision Makers

P23: “I wonder if … families were hope hopeful that, the patient had verbalized to
families in the past that they would want MAiD and they lost capacity. And if that
somehow triggered use of more use of palliative sedation.”
R23: “I noticed more families requesting [Palliative Sedation] when a patient has not
qualified for MAiD.”

Theme 2:
More
frequent/fulsome
discussions

Increased clinician-
driven discussions of
PS as an option

P10: “Prior to medical assistance in dying. I think just the discourse around sedating
somebody towards the end of their life was very different. And, perhaps there was
a bit of hesitancy from myself personally in broaching that with patients and their
families. Whereas I think now […] we’re having more frank and honest conversations
about their wishes, about what they want their end of life to look like. […] So perhaps
MAID has kind of facilitated better discussions around that. And, then it’s lent itself
more to talking about the different options.”
P11: “Physicians and other health professionals who work on the various interdis-
ciplinary teams and the levels of care that I work in are more readily bringing up
palliative sedation since the institution of medical assistance in dying. […]We’ve been
doing palliative sedation in palliative care for decades, so this is not a new thing, but it
seems to be getting a rejuvenation of an understanding because of, you know, people’s
interest.”

More attention
to unmanaged
symptoms

P7: “An expression of a desire to die may also lead to, an increased, like exploration of
symptoms that we weren’t necessarily aware of, or that we hadn’t necessarily delved
deep into.”
P15: “I think it’s important in that patients will say now ‘I want MAiD,’ when in fact
they’re saying ‘My suffering is intolerable, help me.’ And at that point I explore all
possibilities. […] So it gives me an opportunity to explore what their suffering, or
what their intolerable suffering is. If there are truly refractory symptoms that I can-
not address better then I might recommend a palliative sedation rather than going
through all the hoops, the legal hoops, et cetera, the eligibility assessments.”

Progression of pal-
liative care as a
discipline

P2: “I think they [rates of PS] probably have [changed]. I mean, I’m thinking back to
a lecture I saw like 15 years ago where everyone was like, ‘Really? I’m not going to do
that!.’ So I’m sure they have.”
P11: “I think people are probably requesting palliative sedation more than they used
to be, but I think it’s part and parcel of a greater understanding and knowledge of the
role of palliative care.”

Theme 3:
Normalization/repositioning

Perception by physi-
cians of PS as less
extreme in the
context of MAiD

P10: “…what we can offer at the end of life for patients across a kind of a spectrum
of which medical assistance in dying is one part of that spectrum. And then palliative
sedation [is also] something I’m becoming personally more open about talking about
now. I think some of those historical barriers, I suspect have been broken down a little
bit by just the general discourse around medical assistance in dying in the legalization
of it.”
P20: “I think since MAiD has been legalized, I think there’s a general, there’s been a
general sort of shift in the social acceptance of medications to – like, now that there’s
a greater acceptance of MAiD, it’s also shifted the comfort with providing sedation for
relief of suffering as well.”

Perception by allied
health members of
PS as less extreme

P1: “I think there’s greater comfort in discussing end of life and discussing dying in
general, when patients and teams are discussing MAiD, I’m finding that teams are
suggesting or offering or proposing palliative sedation as an alternative.”
P20: “Prior to MAID, you know, sometimes when we do palliative sedation, especially
if not on the oncology floor, if on one of the floors where we’re not as prominent or
present, there would be discussion by nurses and reported to their managers around
discomfort with what was being done and likening it to a form of euthanasia.”

More comfort
medicolegally

P6: “I wouldn’t be surprised if [palliative sedation] had increased slightly given that
probably previously people would’ve been afraid that, people would’ve taken them to
the college, for euthanizing somebody or something like that. And now they’re maybe
less afraid of that, because people have generally better knowledge about medical
assistance in dying as well.”

(Continued)
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Table 3. (Continued.)

Theme Subtopic Quotation(s)

PS more palatable to
some care providers

P4: “There’s some people who might prefer palliative sedation if, for religious, personal
reasons MAiD is not acceptable.”
P16: “I certainly know when you have patients where for religious reasons they would
never agree to MAiD, but they would see palliative sedation as being different and
they’d be more comfortable with it.”

Theme 4: Conflation
and differentiation

Confusion under-
standing the
difference between
PS and MAiD:

P5: “I think also there’s a little bit of a feeling that [PS] is sort of akin to MAiD. Like it’s
in the grey zone, you know, not everybody’s comfortable with that.”
P6: “I think nursing staff unfortunately don’t get a lot of training in, you know, medical
ethics, when it comes to things like palliative sedation. They confuse it with medical
assistance in dying. There’s a general lack of understanding amongst physicians, nurs-
ing staff, allied health, everybody about, the principle of double effect and what is and
is not appropriate medical therapy.”
P9: “I think some patients more recently, I would say sometimes view palliative seda-
tion as a form of MAiD. Like they haven’t qualified for MAiD because of capacity. So,
then they want, the family or POA want palliative sedation. I find that very challenging
cause I don’t view them as the same thing.”

PS and MAiD
being discussed as
equivalents

P4: “A lot of people too have even talked about palliative sedation as an alternative to
MAiD. I usually don’t present it in that way cause I don’t think it’s one instead of the
other [..] I definitely see them as two completely separate things and not alternatives.”
P9: “I just see more and more patients asking for that, as a back-up for MAiD.”

Practices around
discussing PS and
MAiD

P3: “They’re very, very different, right? [..] They’re not for the same indication.
Palliative sedation is for people that are end of life suffering from symptoms and,
they’re not having MAiD, right?”
P9: “It depends. So if they’re saying, well, ‘I’m really worried because if my shortness
breath, if it really bad, then I’m gonna die. Like feeling like I’m suffocating.’ Then I
would address palliative sedation. But […]. A lot of them are like, ‘I don’t wanna be
dependent and have somebody have to, you know, change my incontinence brief,’ then
I wouldn’t bring up palliative sedation. [..] Like if the patient’s still eating and drinking
[..] and they don’t have intolerable symptoms, I don’t think that’s an appropriate use
of palliative sedation.”
P23: “…we felt at times there was this misconception by referring services that if
somebody, there was a whiff of, they wanted MAiD, they can’t consent so come do
palliative sedation. And we would kind of re-center on this perception that palliative
sedation was ‘MAiD light„’ and we wanted education on that. That there’s a criteria for
initiating palliative sedation.”

Does proceeding
with MAiD con-
stitute “failure” of
palliation?

P7: “And I feel like I would be I never want someone to choose maid if it’s for a symp-
tom that I’m controlling poorly, so I can see that that impulse might be stronger for
someone who doesn’t provide maid because they have to sort of physically transfer
care and sort of admit their ‘failure’ to somebody else as, this person is requesting
MAiD.”

Theme 3: Normalization/repositioning
AfterMAiDwas legalized and implemented,many clinicians found
that PSwas viewed as a less extreme option – that it began to occupy
the middle ground within the landscape of EOL interventions.

There’s probably still some level of discomfort with MAiD among palliative
care providers. And so some people may offer [palliative sedation] as an
alternative that sits a little bit more comfortably with them. I think maybe
it also, in our collective consciousness has kind of like opened up the idea
that, there’s a continuum to how people want to experience end-of-life. And
so maybe palliative sedation, which was previously on one complete end of
that continuum, now feels a little bit more in the middle. (P12)

Several participants noted that this was true not only for physi-
cians but also for the interprofessional health-care team:

I notice that colleagues, in different professions, not just physicians, per
se, but physicians and other health professionals who work on the various
interdisciplinary teams and the levels of care that I work in aremore readily
bringing up palliative sedation since the institution of medical assistance in
dying. (P11)

[There is] less care team reticence about Palliative Sedation ([it is] now
viewed as ethically more acceptable). (R16)

This repositioning of PS, so that it is no longer seen as the most
radical option, may also have implications in how practitioners
view PS from a medicolegal standpoint.

There may be a greater level of comfort on the part of the physicians that
they aren’t going to be questioned and possibly even disciplined or sued.
(P16)

Finally, PSmay be seen as amore palatable option for those with
religious, moral, or personal objection to assisted death.

My experience suggests that patients/families see palliative sedation when
a patient is close to the EoL as a preferred option - not only because it is
“easier”, but because some family members often have ethical conundrums
about assisted dying, so PS is the easier ethical choice. (R27)

Theme 4: Conflation and differentiation
Several clinicians discussed instances wherein, despite the
increased comfort and discussions highlighted above, there was
confusion on the part of the patient, family, or interprofessional
team regarding the differences between PS and MAiD.

There is still the misconception going back to the team and even fam-
ily members. Oh, that means you are killing my loved one, or you’re
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killing the patient. Even though I try to be very, very clear that no, we are
not. (P14)

Many people, both laypersons and allied health workers, continue to con-
fuse palliative sedation with MAiD, making it a challenge to propose and
get buy-in from the team for palliative sedation. (R29)

Participants who were also MAiD providers tended to find this
confusion problematic when it came to discussing PS alongside
MAiD for patients expressing interest in the latter. They partic-
ularly highlighted that other clinicians sometimes discussed the
2 interventions as though they were equivalent options for the
patient:

When patients and teams are discussing MAiD, I’m finding that teams are
suggesting or offering or proposing palliative sedation as an alternative.
And at the time when they’re first just exploring, when it’s just an explo-
ration, when a person’s not necessarily, making a MAiD decision […] I find
that very problematic because I think that, that it is oversimplifying it as a
treatment strategy, it’s oversimplifying how it fits in, in terms of decision-
making and the clinician decision-making around its use. […] Palliative
sedation – it’s not a means to death. It’s a means to managing a symptom.
They’re distinct interventions that have very distinct paths to why they’re
being used. (P1)

Of course, many participants discussed scenarios where
patients originally had requested MAiD but, after becoming ineli-
gible, went on to receive PS; they also highlighted that discussing
PS could bring solace to patients worried about that exact scenario.
These physicians had different practices regarding how to discuss
the 2 interventions (e.g. routinely or only in the context of specific
patient questions), but they stressed that PS and MAiD are distinct
interventions and that conversation should be more complex and
individualized than simply offering them in tandem.

I think there’s increasingly a blended line between medical assistance in
dying and the use of palliative sedation and, you know, if we can’t get one,
we’ll just use the other kind of thing.That creates a lot of complicated ethical
questions, which can ultimately lead to delays and barriers in the use of, say
palliative sedation. [..]a lot of patients will say things like, oh, well it’s okay
if I can’t get MAiD, then I’ll just use palliative sedation as a backup kind of
thing. And, well that’s not the indication for palliative sedation. But they’ll
sometimes pressure us […], even if it’s in the situation where we might oth-
erwise not have even offered it. And that becomes a difficult conversation.
(P17)

I think that’s a mistake that is happening right now because I think some
people present palliative sedation as an alternative to MAiD, and it is not
alternative to me. […]. MAiD is an intervention that leads to death. […]
Palliative sedation, it’s a medical intervention, used to manage and treat
refractory suffering in patients. […] So unless the patient has met the
criteria for refractory suffering, usually they’re not eligible for palliative
sedation. And for those patients, I tell them I can’t really sedate someone
just because they wanted to get MAiD. (P18)

Finally, there were a few practitioners, particularly those who
participate in MAiD, who raised a related and salient sentiment.
These participants voiced that theymight feel a sense of personal or
professional disappointment if their patients make a formal MAiD
request, as it can be taken as a reflection of the quality of the pallia-
tive care they have received up until that point. The same was not
true of PS, which, as the above quotations showcase, was regarded
as a “palliative care intervention.”

As a MAiD provider, I make every effort to decrease the need for MAiD by
practice, by trying to practice excellent high quality palliative care. I believe
in the patient’s right for an assessment […] for MAiD. And that’s why I

provide it. I want to address their suffering in every way possible. So it may
be though that with me, I might work pretty hard at trying to address their
palliative needs before it comes to MAiD. (P15)

Discussion

This exploratory study has revealed important information about
how perceptions of PS among palliative care practitioners have
evolved with the legalisation of MAiD in Canada and how this
may influence their practice. Participants described an increase in
knowledge and willingness of patients and caregivers to discuss
the spectrum of EOL care options, driven in part by awareness
of MAiD. There was a shared perception that patient inquiries
about MAiD prompted more in-depth exploration of suffering and
EOL preferences, including PS. Participants emphasized that the
legalization of MAiD repositioned PS as a less radical option, thus
increasing comfort with its use amongst the health-care team.They
also described instances of confusion among the public and even
health-care practitioners, whereby MAiD and PS were conflated
and presented as equivalents.

Much has been published examining the use of PS worldwide,
and previous studies have shown that the frequency and practice of
PS varies significantly by geographic region and clinical setting. A
systematic review of 10 studies examining the clinical practice of PS
across all settings showed considerable variability in the proportion
of patients receiving PS (mean frequency, 34%; range, 14.6–66.7%)
(Maltoni et al. 2012). In Canada, 1 study from Calgary showed
prevalence of PS prior to MAiD as 3.3% of deaths in acute care, 4%
of deaths in hospice, and 22.2% of deaths in PCU (Abdul-Razzak
et al. 2019). Another study from Toronto showed that PS was used
in approximately 5% of deaths in acute care and the PCU prior to
MAiD (Nolen et al. 2022).

Less is known about how the introduction of assisted dying
legislation may in turn influence practitioners’ use of PS. Clinical
practice guidelines exist for PS (Cherny and Radbruch 2009; Dean
et al. 2012) and there is a legal framework by which MAiD must be
administered in Canada (Bill C-7 2020; Bill C-14 2016), thus posi-
tioning the 2 as ethically and legally distinct medical interventions.
Despite this, the interplay between PS and MAiD in clinical prac-
tice is complex and not well understood (Koksvik et al. 2022). As
discussed, limited data from Canada and the Netherlands suggest
that rates of PS may have increased following the implementation
of medically assisted death – at least in certain settings (e.g. PCU as
opposed to acute care). There exist different possible explanations
in the literature to account for this increase. Previous research from
Belgium indicates that continuous sedation was sometimes offered
to patients who had requested euthanasia but subsequently lost
capacity, or was preferentially offered by the physician for moral
reasons (Robijn et al. 2017; Seymour et al. 2015). Some practi-
tioners also offered PS over euthanasia due to practical challenges
in obtaining medications or completing necessary paperwork in
timely fashion (Robijn et al. 2017). Other research has proposed
a greater inclination to initiate PS due to an increase in patient
awareness of all EOL choices in the post-MAiD era, and a clearer
distinction the 2 entities (Nolen et al. 2022). Our study contributes
the direct perspective of palliative care physicians who have expe-
rience administering PS both before and after the legalization of
MAiD in Canada, in order to understand how MAiD has altered
their practices.

Across the presented themes, palliative care providers clearly
articulated increased comfort with PS on several levels, includ-
ing both conceptual comfort with PS as an EOL intervention and
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comfort in their interactions with patients, families, and interpro-
fessional colleagues. Part of this comfort is no doubt attributable to
the passage of time in general as well as the development of pal-
liative care as a discipline; however, most participants described
a noticeable change following the implementation of MAiD in
2016. This increased familiarity, discussion, and potentially provi-
sion of PS appears to stem from both patient- and provider-driven
factors, with 1 important mechanism being that patient inquiries
surrounding MAiD can unveil unaddressed symptoms and lead
to more fulsome Goals of Care discussions. Within provider fac-
tors, many interviews highlighted the potential amelioration of
medicolegal concerns pertaining to PS, noting that understand-
ing of PS has evolved in part due to its distinction from MAiD,
with the attendant clarity that the goal of PS is not to hasten
death.

One key finding of this study is the potential challenge in dis-
cussing PS and MAiD in tandem with one another for interested
patients.Therewas significant variety in standard practices, includ-
ing those would almost never discuss both and those who do so
routinely (which may or may not be protocolized). Although the
majority of participants confirmed certain scenarios wherein they
would review PS in the context of a MAiD request – e.g. patients
who might derive clinical benefit from knowing about theoretical
alternatives – the physicians in this study were strongly opposed to
treating them as direct equivalents, or offering both as concurrent
choices, given the differences in their intent and eligibility crite-
ria. As summarized by P1: “Palliative sedation – it’s not a means to
death. It’s a means to managing a symptom. They’re distinct inter-
ventions that have very distinct paths to why they’re being used.”
Nevertheless, many relayed a tendency on behalf of patients, fam-
ilies, and medical colleagues who were not MAiD providers, to
conflate PS and MAiD. The imperative to separate PS and MAiD
as distinct entities is reflected within the limited literature on this
topic (Booker and Bruce 2020) and echoed in particular by MAiD
providers in this study.

Conclusion

This study sought to elucidate provider perceptions on how
practices of PS in Canada may have changed following the
advent of MAiD – a topic which has not been researched
to date. Salient themes included (1) Increased patient/family
knowledge of EOL care; (2)More frequent/fulsome discussions; (3)
Normalization/repositioning; and (4) Conflation and differentia-
tion. Across these themes, participants espoused increased patient,
family, andprovider comfortwith PS,whichmay stemequally from
the advent of MAiD and passage of time in general. Overall, it is
likely that both MAiD and the natural evolution of palliative care
as a discipline have increased the extent to which providers discuss
EOL options. A potential consequence of these more frequent dis-
cussions is the ideological conflation of PS and MAiD, which may
pose a unique challenge for palliative care providers trying to navi-
gate these distinct EOL interventions with patients. As participants
in this study stressed, any request or inquiry into MAiD should
prompt an individualized and nuanced conversation that explores
all avenues of symptom management – the results of which may or
may not include PS.

Limitations

As discussed, even though the results of the survey correlated well
with the results of the interviews, the n = 37 of the survey

component represents a very small response rate overall.
Additionally, although there was good representation in terms
of type and length of practice, recruitment strategies were solely
focused on Ontario, even though MAiD is legislated federally. It
is thus possible that results may not generalize to other Canadian
provinces, let alone international jurisdictions.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951523000706.
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