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Background: An increasing number of jurisdictions around the world are legalizing assisted dying. This 
creates a particular challenge for the field of palliative care, which often precludes producing premature 
death by the injection or self-administration of lethal medications upon a patient’s voluntary request. A 2019 
systematic scoping review of the literature about the relationship between palliative care and assisted dying 
in contexts where assisted dying is lawful, found just 16 relevant studies that included varied and combined 
stances ranging from complete opposition, to collaboration and integration. Building on that review, the 
present study was conducted in Quebec (Canada), Flanders (Belgium), and Oregon (USA), with the objective 
of exploring the relationship between palliative care and assisted dying in these settings, from the perspective 
of clinicians and other professionals involved in the practice.
Methods: Semi-structured in-depth qualitative interviews were conducted with 29 professionals from 
Oregon [10], Quebec [9] and Flanders [10]. Participants were involved in the development of policy, 
management, or delivery of end of life care services in each of the jurisdictions. Data was analyzed 
thematically and followed a procedure of data immersion, and the construction of a thematic and interpretive 
account.
Results: Three themes were identified from each of the locations. Flanders: the integrated approach; 
discontents in palliative care; concerns about liberalization of assisted dying laws. Oregon: the role of 
hospice; non-standardized protocols and policies; concerns about access to medications and care. Quebec: a 
contested relationship; the special situation of independent hospice; lack of knowledge about and access to 
palliative care.
Conclusions: No clear and uniform relationship between palliative care and assisted dying can be 
identified in any of the three locations. The context and practicalities of how assisted dying is being 
implemented alongside access to palliative care need to be considered to inform future laws. We seek a better 
understanding of whether and in what ways assisted dying presents a threat to palliative care.
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Introduction

Since 1996 (1), jurisdictions around the world have passed 
assisted dying laws authorising health professionals to 
prescribe or administer lethal medications to requesting 
adults deemed mentally competent and fulfilling certain 
criteria (2). Assisted dying excites considerable controversy 
and is understood to create a particular challenge for 
palliative care (3), which is defined as a field of practice 
which ‘neither hastens nor postpones’ death (4). Indeed, 
most palliative care associations explicitly oppose assisted 
dying in all of its forms (5). We conducted a systematic 
scoping literature review about the relationship between 
palliative care and assisted dying in contexts where assisted 
dying is lawful and found just 16 relevant studies (6).  
Although there is significant commentary before legalization 
(7-10), there appears to be very little research on the 
impact of assisted dying on palliative care once legislation 
is introduced. Our literature review revealed that there is 
a need for more in-depth understanding of how palliative 
care practices interact with the implementation of assisted 
dying in different cultural and legal contexts. Building on 
that review, the present study was conducted in Quebec, 
Flanders and Oregon, three jurisdictions where assisted 
dying is lawful. Its objective was to explore the relationship 
of palliative care with assisted dying in these settings, 
from the perspective of palliative care clinicians and other 
professionals involved in assisted dying and palliative care.

Flanders ,  Oregon and Quebec were chosen as 
jurisdictions that have different forms of assisted dying. 
They have comparable populations (4.1–8.4 million) within 
larger countries (11). Oregon has the longest experience 
with assisted dying (1997) (12), followed by Flanders  
(2002) (13), and Quebec (2015) (14). Although their 
healthcare systems differ, each jurisdiction has advanced 
levels of palliative care development (15). See Table 1.

Methods

Design

This was a multi-sited, qualitative interview study conducted 
with experienced professionals who were involved in the 
development of policy, management, and/or delivery of end 
of life care services.

Sampling, recruitment and ethical considerations

Purposive sampling was undertaken to recruit individuals 

with a perspective on the development of assisted dying in 
each location and to include professionals who had clinical, 
hospital or home-based experiences. Emails were sent 
inviting potential interviewees considered experts in or 
experienced with palliative care and assisted dying. Many 
also forwarded the email to others who responded to the 
invitation. See Figure 1. Our aim was to interview up to ten 
individuals in each jurisdiction to have a feasible number to 
make comparisons and conclusions.

Ethical approval was obtained from the Research Ethics 
Committee of the University of Glasgow, College of 
Social Sciences. Interviewees received detailed information 
about the study and provided written informed consent to 
participate. The study was conducted in accordance with 
the Declaration of Helsinki (as revised in 2013).

Twenty-nine semi-structured interviews lasting 1–2 hours 
were conducted by one of two authors, SMG or GHK. See 
interview schedule in Appendix 1. Twenty-four interviews 
took place face-to-face and five were conducted via Skype or 
telephone. Interviews were conducted in English, with the 
exception of three conducted in French and then translated 
and transcribed into English. All interviews were audio-
recorded and transcribed verbatim.

Analysis

We conducted an inductive, thematic analysis, following 
methods described by Braun and Clarke (25,26). SMG 
coded across all data utilizing QSR NVIVO12 software (27).  
Open coding was completed and focused on categories 
relating to the relationship of assisted dying with 
palliative care practice. Initial codes were subsequently re-
categorized, and themes were identified across the data and 
then according to jurisdiction. To improve trustworthiness, 
GHK conducted an independent coding, also using QSR 
NVIVO12. Final themes were agreed upon in collaboration 
with all authors. The researchers (whose backgrounds 
include hospice care, social science, ethics and philosophy) 
undertook reflexive review of data collection and analysis by 
noting and discussing their own assumptions and potential 
biases during regular team meetings.

Results

Of 29 professionals interviewed, 10 were from Flanders, 
10 from Oregon, 9 from Quebec. Nineteen interviewees 
were physicians and 10 were other professionals including 
organizational leaders, nurses, social workers, psychologists 

https://cdn.amegroups.cn/static/public/APM-2019-HD-06-supplementary.pdf


3530 Gerson et al. Assisted dying and palliative care in three jurisdictions

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2021;10(3):3528-3539 | http://dx.doi.org/10.21037/apm-20-632

T
ab

le
 1

 P
ol

iti
ca

l, 
le

ga
l a

nd
 p

al
lia

tiv
e 

ca
re

 s
ta

tu
s 

in
 e

ac
h 

lo
ca

tio
n

Lo
ca

tio
n

P
op

ul
at

io
n 

20
19

 
(1

6)
P

ol
iti

ca
l

H
ea

lth
ca

re
 s

ys
te

m
 a

nd
 

co
st

 fo
r 

as
si

st
ed

 d
yi

ng
Le

ga
l

P
hy

si
ci

an
 

re
qu

ire
d 

to
 

be
 p

re
se

nt
?

S
ta

tu
s 

of
 p

al
lia

tiv
e 

ca
re

 (1
5,

17
,1

8)

Fl
an

de
rs

6.
4 

m
ill

io
n

P
ar

lia
m

en
t 

pa
ss

ed
 

eu
th

an
as

ia
 

bi
ll 

20
02

M
an

da
to

ry
 h

ea
lth

 in
su

ra
nc

e 
di

vi
de

d 
in

to
 s

ta
te

 a
nd

 
pr

iv
at

e 
se

ct
or

s,
 w

ith
 fe

es
 

pa
ya

bl
e 

in
 b

ot
h 

(1
9)

. 
E

ut
ha

na
si

a 
is

 c
ov

er
ed

 b
y 

th
e 

go
ve

rn
m

en
t h

ea
lth

 p
la

n

E
ut

ha
na

si
a 

(m
ed

ic
al

ly
 a

dm
in

is
te

re
d)

 o
r 

as
si

st
ed

 s
ui

ci
de

  
(s

el
f-

ad
m

in
is

te
re

d)
Ye

s
A

dv
an

ce
d 

in
te

gr
at

io
n.

 R
an

k 
5 

in
 e

co
no

m
is

t. 
In

cr
ea

se
 in

 
pa

lli
at

iv
e 

ca
re

 w
ith

 
eu

th
an

as
ia

 (2
0)

D
ue

 c
ar

e 
cr

ite
ria

 (2
1)

Vo
lu

nt
ar

y,
 w

el
l-

co
ns

id
er

ed
, r

ep
ea

te
d 

an
d 

w
rit

te
n 

re
qu

es
t

M
en

ta
l c

ap
ac

ity

In
fo

rm
ed

 a
bo

ut
 m

ed
ic

al
 c

on
di

tio
n 

an
d 

th
e 

re
m

ai
ni

ng
 

th
er

ap
eu

tic
 p

os
si

bi
lit

ie
s

U
nb

ea
ra

bl
e 

ph
ys

ic
al

 o
r 

m
en

ta
l s

uf
fe

rin
g

O
re

go
n

4.
2 

m
ill

io
n

C
iti

ze
n 

in
iti

at
iv

e 
19

94
, 1

99
7 

im
pl

em
en

te
d 

19
98

M
ix

 o
f p

ub
lic

, p
riv

at
e 

an
d 

su
bs

id
is

ed
 in

su
ra

nc
e.

 
N

ot
 m

an
da

to
ry

 (2
2)

. T
he

 
D

ea
th

 w
ith

 D
ig

ni
ty

 A
ct

 is
 

no
t c

ov
er

ed
 b

y 
fe

de
ra

l 
in

su
ra

nc
e,

 b
ut

 m
ay

 b
e 

co
ve

re
d 

by
 s

om
e 

pr
iv

at
e 

in
su

ra
nc

es

S
el

f-
ad

m
in

is
te

re
d 

on
ly

 (2
3)

N
o

A
dv

an
ce

d 
in

te
gr

at
io

n.
 R

an
k 

9 
in

 e
co

no
m

is
t. 

R
an

ke
d 

in
 b

ei
ng

 in
 

to
p 

gr
ou

p 
of

 s
ta

te
s 

in
 9

 o
f 1

2 
en

d 
of

 li
fe

 
m

et
ric

s

6-
m

on
th

 li
fe

-l
im

iti
ng

 p
ro

gn
os

is

M
en

ta
lly

 c
om

pe
te

nt

M
us

t s
el

f-
ad

m
in

is
te

r

15
-d

ay
 w

ai
tin

g 
pe

rio
d 

bu
t n

ot
 if

 in
 la

st
 w

ee
k 

of
 li

fe

S
uf

fe
rin

g 
no

t i
nc

lu
de

d 
as

 p
ar

t o
f c

rit
er

ia

Q
ue

be
c

8.
1 

m
ill

io
n

In
iti

al
 

le
gi

sl
at

io
n 

pa
ss

ed
 2

01
4,

 
im

pl
em

en
te

d 
D

ec
em

be
r 

20
15

M
ed

ic
al

 c
ar

e 
is

 a
va

ila
bl

e 
th

ro
ug

h 
a 

go
ve

rn
m

en
t 

un
iv

er
sa

l h
ea

lth
ca

re
 p

la
n.

 
A

ll 
re

si
de

nt
s 

of
 Q

ue
be

c 
ar

e 
el

ig
ib

le
 (2

4)
. P

riv
at

e 
in

su
ra

nc
e 

is
 a

ls
o 

av
ai

la
bl

e.
 

M
ed

ic
al

 a
id

 in
 d

yi
ng

 is
 

co
ve

re
d 

by
 th

e 
un

iv
er

sa
l 

he
al

th
 c

ar
e 

pl
an

E
ut

ha
na

si
a 

(m
ed

ic
al

ly
 a

dm
in

is
te

re
d 

on
ly

) (
14

)
Ye

s
A

dv
an

ce
d 

in
te

gr
at

io
n.

 R
an

k 
11

 in
 e

co
no

m
is

t
C

ap
ab

le
 o

f c
on

se
nt

B
e 

at
 e

nd
 o

f l
ife

S
uf

fe
r 

fr
om

 a
 s

er
io

us
, i

nc
ur

ab
le

 il
ln

es
s

E
xp

er
ie

nc
e 

co
ns

ta
nt

 a
nd

 u
nb

ea
ra

bl
e 

ph
ys

ic
al

 o
r 

ps
yc

ho
lo

gi
ca

l 
su

ffe
rin

g 
th

at
 c

an
no

t b
e 

re
lie

ve
d 

in
 a

 m
an

ne
r 

th
e 

pe
rs

on
 d

ee
m

s 
to

le
ra

bl
e



3531Annals of Palliative Medicine, Vol 10, No 3 March 2021

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2021;10(3):3528-3539 | http://dx.doi.org/10.21037/apm-20-632

Oregon Quebec Flanders Interview

Interview Interview

Interview

Interview

Interview

Interview

Interview

Interview

InterviewInterview

Interview

Interview

Interview

Interview

Interview

Interview
Interview

Interview

Interview = Physician

= Organization leader, social worker, psychologist, nurse or spiritual care counselor (some had overlapping roles)Interview

Interview

Interview

Interview

Interview

Interview Interview

Interview-source of 
referral unknown

Interview

Interview

Not interviewed 
(referrals)

Interview

Figure 1 Recruitment flow chart.

or spiritual care counselors. Several interviewees had dual 
roles. See Table 2.

A common feature across all the interviews was 
pronounced concern over lack of public knowledge about, 
as well as lack of access to, adequate palliative care services. 
In Oregon and Flanders, a concern was raised that members 
of the public heard more about assisted dying than they did 
about palliative care. Moreover, interviewees from Flanders 
and Quebec indicated a view that assisted dying might 
become a default choice due to a lack of treatment options, 
whether perceived or real.

We present results by jurisdiction (Table 3) because of 
many differences identified in each area. To ensure the 
interviewees’ anonymity and improve legibility, we have 
altered some of the language when rendering quotes.

Flanders

The integrated approach
Our interviewees in Flanders used the term euthanasia 
to describe both medically administered and self-
administered assisted dying. In Flanders, the medically 
administered form of assisted dying far exceeds the 

rate of the self-administered form (28). The Belgian 
situation is often characterized as unique (29) with 
claims that palliative care and euthanasia developed 
in tandem and function in an integrated manner (30).  
Such integration was indicated by our findings, as none of 
our Flanders interviewees indicated opposition to the law. 
In general, it was emphasized that euthanasia and palliative 
care shared the common goal of providing care for the 
patients:

The aim of euthanasia is not to shorten life (...). The aim 
of euthanasia for me is to help patient and families to stop 
the suffering (...). The cultural aims and the cultural drivers 
for palliative care and for euthanasia, for me, it’s the same 
(Professional 1).

Furthermore, some interviewees believed that palliative 
care had improved since euthanasia became lawful because 
it created a space for discussion and reduced medical 
paternalism:

I think the law on euthanasia really made the change in 
the way we are discussing end of life issues with our patients 
as a physician (...). Previously, it was more like the physician 
did what he thought he had to do but (did) not discuss this 
with the patient, his family or with the team (Physician 5).
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Table 2 Characteristics of interviewees and experience with assisted 
dying

Characteristics
No. of 

interviewees

Gender

Women 14

Men 15

Years of experience

30+ 12

25–30 1

20–25 11

10–15 5

Age range

70+ 3

60–70 9

50–60 8

40–50 5

Unknown 4

Professional type

Physician 19

Social worker, psychologist, or spiritual care 4

Nurse or other healthcare professional 4

Organizational leader (three had additional 
professional role)

4

Experience with MAiD, assisted dying, or 
euthanasia

Flanders

W 1

A/Eu/W 5

A/W 3

A/NW 1

Quebec

A/Eu/W 4

No 5

Oregon

W 2

A/W 2

NW 3

A/Rx/W 2

A/Rx/NW 1

MAiD, Medical Assistance in Dying; W, witnessed; A, 
participated in assessment; Eu, administered life-ending 
medications; NW, not witnessed; Rx, prescribed life-ending 
medications; No, not participate.

Although some interviewees reported a concern that 
palliative care consultations could be ordered in an effort 
to block or delay efforts to perform euthanasia, others 
suggested that this did not happen in practice:

Years of experience have documented the opposite—
palliative care does not prolong the phase until euthanasia 
can be done. On the contrary, (palliative care professionals) 
are doing the major part of euthanasia (Physician 4).

This integrated approach, however, does not mean that 
euthanasia becomes a special responsibility of palliative 
care. Interviewees simply expressed a preference for the 
physician most familiar with the patient—often a GP—to 
administer euthanasia with the support of palliative care or 
consult physicians from the group, Life End Information 
Forum (LEIF) (31).

This is too heavy for a relationship that only has been 
lasting a few days or weeks (…). Having a relationship of 
many years with my own patients gives me the right to 
perform such a heavy act (Physician 6).

It is the strength of the relationship with the patient that 
made euthanasia acceptable to most of our interviewees.

Discontents in palliative care
Despite the overall perception that palliative care and 
euthanasia are integrated, some palliative care professionals 
in Flanders questioned the character of the relationship. 
One interviewee working in palliative care described an 
internal conflict between their commitment to a clinical 
practice aimed at alleviating suffering and a culture that 
seemed to promote euthanasia. It was indicated, too, that 
the general population lacked knowledge about palliative 
care and might erroneously view it as a barrier to accessing 
euthanasia, thereby creating conflict:

I think palliative caregivers don’t really have a problem 
with euthanasia, they have a problem with the demand. 
(Some) patients are brainwashed with the idea that if you 
try to talk about palliative care, you’re against euthanasia 
and ‘you want to make me live longer against my will’. You 
don’t feel as caregiver you have anything to offer, you’re just 
burdened by the disrespect of the patient or often also the 
family (Professional 2).

Indeed, as another physician concluded:
It’s becoming quite easy, you know, to do euthanasia 

(Physician 4). 
There were concerns raised that the current medical 

system allocated too little time and effort to the psychosocial 
and spiritual aspects of suffering, that palliative care was 
not always raised as an alternative, and that euthanasia 
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increasingly rests on the principle of autonomy rather 
than being anchored in a holistic or beneficent practice of 
medicine:

The palliative care movement made death and even 
suffering part of life again. Brought it back into the houses. 
Sometimes I fear that with euthanasia, which is such a 
beautiful way of stepping out of life, that pain, suffering 
and dying again is moving out of peoples’ everyday life 
(Physician 6).

We observe, therefore, a sense of wariness among some 
of the interviewees with the general Flemish culture being 
perceived as too ‘euthanasia positive’. Some interviewees 
argued that euthanasia receives a lot of public and media 
attention whereas palliative care does not. Consequently, 
they feared people might request euthanasia without being 
aware of palliative care options:

(On) television they talk a lot about euthanasia, but 
they don’t talk that much about palliative care. So, there 
are many people who are talking about euthanasia without 
knowing what it is and many people are forgetting that you 
can die a normal way (Nurse 1).

This fear was crystallized by concerns about ongoing 
efforts to allow people who do not have life-limiting 
illnesses to access assisted dying.

Concerns about liberalization of assisted dying laws
Several interviewees in Flanders were apprehensive of 
euthanasia for reasons other than a terminal diagnosis. Some 
feared ‘euthanasia on demand’, which was incompatible 
with their own practice:

If there is no life-threatening disease, I will not offer 
euthanasia (...) if it’s like for someone who (...) you think still 
has a life expectancy of a few years, then that’s, for me, not 
possible to do (Physician 5).

Concern was expressed particularly in regard to 
psychiatric illness where the professional competencies 
required to deal with requests fell outside the purview of 
palliative care:

We are not trained for that (…). It’s not our expertise at 

all, so to deal with these kinds of patients I think should be 
within normal psychiatric care (Physician 1).

And similarly:
If you have a terminal patient who is going to die in 

a few weeks and a doctor has the compassion to practice 
euthanasia, that’s very different from a psychiatric patient 
who has chronic depression or maybe schizophrenia 
(…) who could’ve lived maybe, still 20 or 30 years. The 
character of this killing is very different from what happens 
with a strictly terminal patient (Physician 3).

Most interviewees in Flanders suggested that political 
efforts to inform the public about euthanasia made it seem 
as if this is a preferable death. Such a discourse appears 
to cause conflict between those who support further 
liberalization of the law, and those who do not.

Oregon

Development of death with dignity and the role of 
hospice
Interviewees from Oregon spoke about ‘hospice’ rather 
than palliative care and often used ‘Death with Dignity’ 
when describing the law, which only allows an eligible 
patient to request from a physician a prescription for a self-
administered lethal dose of medication. Hospice, primarily 
a home-based service in Oregon, is utilized by most 
individuals who are eligible for Death with Dignity (32).  
None of the interviewees expressed opposition to the 
state law ‘The Death with Dignity Act’, which is limited 
to patients with a life-expectancy of less than 6 months. 
However, their level of direct experience with it varied: 
some had been present at such a death while others reported 
being involved only in assessment for assisted dying.

Some interviewees  took the v iew that  hospice 
organizations did not support the Death with Dignity Act 
when it passed. As one asserted:

It was always posed: hospice versus physician assisted 
dying. You could not have both (Professional 5).

One physician suggested that the role of hospice had 

Table 3 Themes by jurisdiction

No. Flanders Oregon Quebec

1 The integrated approach The role of hospice A contested relationship

2 Discontents in palliative care Non-standardized protocols and policies Special character of independent hospices

3 Concerns about liberalization of 
laws

Concerns about access to medications and 
care

Lack of knowledge about and access to palliative 
care
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not been a concern when the law was passed and that there 
was reticence toward making any changes to the law, for 
fear that the legislation would be revoked altogether. This 
position was not unanimously held with others asserting 
that the relationship between the two was and had in fact 
always been one of collaboration:

In Oregon, (assisted dying) has never been intended to be 
an alternative to hospice. In fact, they’ve evolved together 
as complementary or part of a bigger picture. In Oregon 
overwhelmingly people have hospice (…) and they also 
choose Death with Dignity; it’s not one or the other, they’re 
part of the same thing. That’s why hospice in Oregon, (…) 
has come to be a supporter because it’s not an alternative it’s 
complementary (Professional 9).

Interviewees emphasized that a request for assisted dying 
requires a certain kind of conversation with the patient, for 
which hospice might be well suited. Still, the relationship 
between assisted dying and hospice was also described by 
some as problematic, as they felt it obscured the public’s 
view of what hospice care entails:

I looked on the association page, and there’s all this 
advice about how to get information on Death with Dignity. 
I thought, if the public go straight (there), they’re going to 
think all we do is Death with Dignity and they’re not going 
to avail themselves with hospice. Because already there is an 
attitude among many of our clients that ‘if I go into hospice, 
they’re going to kill me because that’s what a hospice does’ 
(Nurse 2).

Others expressed concern that palliative care was not 
given as much public attention as assisted dying, which 
distorted the reality on the ground in terms of the numbers 
opting for assisted dying versus those in receipt of palliative 
care:

Patients and the public don’t quite understand what 
hospice is, and they have no idea what palliative care is. I 
think the palliative care people are struggling so hard to get 
recognition that when this topic comes up, they feel like 
very few people choose (assisted dying)—why do we spend 
all this energy on this? (Physician 10).

Non-standardized protocols and varying policies
Some interviewees reported that they feared breeching 
institutional policies or becoming subject to litigation if they 
were present with a patient who chose to have an assisted 
death. As one interviewee explained, their institution allows 
staff to be present in the patient’s home but prohibits them 
from being in the same room at the time of ingestion. 
Moreover, while some hospice employees are permitted 

to offer guidance concerning the medication, they are 
prohibited from interfering with it. Only after ingestion can 
the employee return and assist with whatever the patient or 
family needs. This, as it was explained, can be a fine line to 
navigate. Another interviewee indicated that most patients 
express a wish to have a nurse present when they die, and 
that although this may be prohibited, most hospice nurses 
would want to be present:

It turns out that our nurses said ‘we are going to be 
present. We’re not going to leave’. It’s too weird to step out 
of the house or sit in the car and then come back and the 
person is asleep (Physician 10).

Concerns about medications and continuity of care
Interviewees in Oregon expressed an overarching concern 
about patients’ ability to access the lethal medications, 
once prescribed. Although some hospice physicians may 
prescribe the medications, pharmacies and individual 
pharmacists are not obligated to dispense them. Moreover, 
interviewees stated that the prescribed medications were in 
some cases ‘prohibitively expensive’ for their clients and not 
always easy to access or guaranteed to produce the intended 
outcome:

It’s much harder to get than it was (…). It’s very, very 
expensive and so they’ve been developing other drugs. 
Sometimes patients wake up and (it’s) more likely that the 
death is going to be prolonged, and then what do you do? 
(Professional 2).

Less expensive medications sometimes cause a much 
slower dying process. This might create situations where 
hospice professionals must deliberate on how to offer 
different types of care for their patient:

We felt it was our responsibility. ‘What are we going 
to do with the person?’ They’re not dying, they need 24 
support, are we going to move them to the hospice house? 
They could die in transport and that would mess up the 
whole scenario for them. We could do homecare; we could 
try moving them to a nursing home (Physician 7).

For some interviewees, institutional policies restricting 
involvement in assisted dying presented issues around 
continuity of care. One physician described how it was ‘very 
awkward’ for all involved if a patient wanted to end their 
life in a hospice facility that had a policy prohibiting assisted 
dying in their institution:

Typically, what happens is they park across the street 
from the hospice house, take the medication and then the 
family drives them there and then they get admitted to the 
hospice house (Physician 9).
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The implication here is that if the life-ending medication 
is ingested outside of an institution which prohibits the 
practice, the patient can subsequently be admitted and 
receive care. Hospice services and staff are inevitably 
involved, but their role remains unclear and conflicted.

Quebec

A contested relationship
At the time of the study, Quebec’s law on Medical Assistance 
in Dying (MAiD) had been in effect just over 3 years. 
MAiD in Quebec only allows a physician to administer 
lethal medication to eligible patients who voluntary request 
to bring about their own death (14). The practice has 
remained highly contested (33) and despite widespread 
public support for assisted dying across Canada (34) there is 
great opposition within the medical community in Quebec 
(35,36). The contentious character of MAiD was reflected 
in our sample; some provided assisted dying as part of their 
practice while others did not.

Legally, all physicians regardless of their area of work 
may evaluate and administer MAiD. In public institutions 
this can take place in palliative care units where they must 
report cases occurring on the premises (37). According to 
Quebec interviewees, most palliative care professionals 
choose to conscientiously object whenever a patient 
requests MAiD, resulting in outside physicians being ‘called 
in’ to perform the procedure. Interviewees suggested that 
in such cases, the palliative care team will continue to care 
for the patient, but that this may lead to tension. For some 
interviewees involved in palliative care, it was important to 
emphasize that the Quebec law explicitly separates assisted 
dying from palliative care. Consequently, some interviewees 
felt that there should not be any relationship between 
palliative care and assisted dying at all, and that they should 
be offered to patients as alternative options. From this 
viewpoint, assisted dying was incompatible with the ethos 
and practical philosophy of palliative care:

There’s always something to be done. We are caring for 
the living ‘til their last breath, we’re not caring for the dying 
(…). Palliative care is guided by one ethical principle, which 
is, do not harm, and protect (Physician 12).

Several interviewees described palliative care as a 
particular environment, wherein the inclusion of assisted 
dying would be detrimental. For example, in the case of a 
patient receiving palliative care who requests MAiD:

From the moment a patient makes this request, he has 
no other aims. They don’t live the present moment (…). 

I felt that there was no place for care anymore. The need 
of care had disappeared, because there was a request for 
medically assisted death, and it would take up all the space 
(Physician 14).

Some interviewees strongly believed that assisted dying 
was eroding palliative care through a siphoning of funds, 
associated cultural changes, and a devaluation of palliative 
care professionals who, it was suggested, were increasingly 
leaving the field:

In my opinion, there will no longer be palliative care in 
25 years. Because of pro-euthanasia movements. Because 
the fact of being able to solve in 5 minutes the suffering (…). 
It’s the easy way, and at the same time the economical way 
(Physician 17). 

Interviewees who provided MAiD, however, outlined a 
different scenario:

I do palliative care and MAiD is just one aspect of the 
care that can be given to palliative care patients if they ask 
for it (Physician 15).

Some physicians who provided MAiD considered it and 
palliative care as separate interventions; yet performing the 
former was experienced as defending the patient’s choices 
and allowing them to die on their own terms. MAiD was 
viewed as a way of assuring open conversations, and dealing 
effectively with suffering, which was expressed in terms 
conveying a strong sense of beneficence:

A person who has asked for (MAiD) is telling you he 
can’t go on, he’s telling you he feels awful, he’s telling you 
(…) he just can’t do it anymore. It’s a cry for help, so to me 
that’s an emergency. It means that it’s an emergency to sit 
down with his people see what’s going on, and if you can’t 
give medical aid in dying, what can you do? Because there’s 
always something you can do. Whatever we’ve been doing 
up to now, it isn’t working anymore (Physician 19).

For the Quebec physicians who performed assisted 
dying, therefore, there was no inherent contradiction 
between palliative care and assisted dying.

The special character of independent hospices
Quebec has a number of freestanding hospices (38) 
with a special status due to funding sources that allows 
each hospice to decide independently whether or not to 
practice MAiD. According to interviewees, the majority of 
hospices currently do not allow MAiD. One interviewee 
reported that a hospice had changed its policy twice about 
whether or not to provide MAiD, leading to confusion and 
discontent among both professionals and patients. Another 
physician working in a hospice explained that while MAiD 
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is not provided on site, the patient evaluation can occur 
there before the patient is transferred elsewhere for the 
procedure. This approach, according to the interviewee, 
has been subject to criticism. Some interviewees expressed 
that members of the public are cynical about the tactic of 
putting obstacles in a patient’s way or that it is undignified 
to submit dying patients to last minute hospital transfers 
in order to undergo MAiD, not least because the quality of 
the surroundings is typically better in hospice than in public 
hospitals.

Lack of knowledge about and access to palliative care
Interviewees in Quebec reported that the public’s lack 
of knowledge about and access to palliative care services 
is a great problem, which affects the relationship with 
assisted dying. Interviewees recounted instances of patients 
and families requesting MAiD because of insufficient 
symptom relief and care. It was mentioned that physicians 
were sometimes reluctant to abandon aggressive, curative 
approaches and to administer pain relief:

It’s crazy because we’ve been giving palliative care for 
years but people still don’t know much about it. Even nurses 
don’t dare talk about palliative care, for fear of hurting 
the patients (…). The day when we really have a free and 
informed choice, when we really have available and quality 
palliative care everywhere in Quebec, I will review the 
question of physician-assisted dying (Physician 14).

One physician described patients who had significant 
physical suffering who were unable to access specialist 
palliative care but were able to access MAiD:

She ended up walking into the clinic and they said that 
it was wonderful that she got her wish. I’m saying it’s 
too bad that she didn’t get better care and more support 
(Physician 13).

Discussion

This study was a response to calls within the literature 
to better understand the relationship of assisted dying 
with and impact on palliative care (39). The results 
demonstrate that this relationship is evolving in complex 
and sometimes localized ways in jurisdictions where assisted 
dying has become lawful. For some of the professionals we 
interviewed, assisted dying and palliative care represented 
opposing goals, a position which has been consistently 
represented in the palliative care literature (40,41) and 
within advocacy circles (42). For others in our study, both 
fields of practice correspond to a philosophy of care that 

fundamentally seeks alleviation of suffering and being 
present with patients (43).

Across all three jurisdictions, interviewees expressed 
some ambivalence about how the practice of assisted dying 
interacts with palliative care delivery. This appeared most 
divisive and contested in Quebec, perhaps because MAiD 
had only been lawful for 3 years at the time of our study, 
compared with nearly two decades in Flanders and over two 
decades in Oregon. The Quebec law designates palliative 
care and assisted dying as alternative options for patients and 
it seems many in palliative care currently wish to distance 
themselves from its use. However, there was not universal 
rejection of assisted dying among Quebec interviewees. For 
some, there was no necessary opposition between palliative 
care and assisted dying, and it was suggested instead that the 
latter is merely another way of being with patients suffering 
at end of life, and honoring their autonomy. In Flanders, 
euthanasia was not viewed as the exclusive preserve of 
palliative care, but rather it was the length and quality of 
the doctor-patient relationship which was deemed to be 
the most significant factor in determining which clinician 
should be involved and supported evidence that it reduces 
medical paternalism (44). In Flanders, assisted dying was 
not perceived to be necessarily incompatible with palliative 
care values, however, there were concerns expressed about 
it becoming normative, available ‘on demand’, and about an 
emerging ‘euthanasia positive’ culture.

In Oregon, differences in institutional policies and 
regulations mean that engagement with assisted dying 
varies from complete non-involvement to actively 
supporting the patient throughout every stage of the 
process (45). Similarly in Quebec, all public healthcare 
institutions are obligated to pursue requests for MAiD and 
provide care throughout the process (14), forcing a certain 
level of cooperation, whereas the province’s freestanding 
hospices are free to set their own policies (46). Our 
interviews indicated that differing institutional policies 
seemed to cause unease and even confusion amongst 
professionals. There was concern about restrictions placed 
on providing services for patients who avail themselves 
of assisted dying, which was considered to go against a 
core tenet of palliative care: caregiver presence and non-
abandonment of patients (47). In Oregon specifically, 
there were also concerns expressed about patients’ ability 
to procure the prescribed medications, as noted elsewhere 
in the literature from the United States (48).

Regardless of palliative care professionals’ passionately 
held views on the ethics of legalization, once assisted dying 
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is made lawful, professionals are compelled to respond and 
adapt their practices. Our interview data demonstrates that 
despite the resistance of some palliative care professionals 
to be involved, some level of relationship is inevitable once 
legislation has passed. The question then becomes about 
the guidance given to these professionals and the support 
they are offered by the institutions.

Limitations

Our study is the first to directly investigate the relationship 
between palliative care and assisted dying, as it is 
experienced and perceived by professionals in different 
locations. It is limited however, by the small number of 
participants who were interviewed in each location. We 
recognize that those who agreed may have had particular 
motivations to be interviewed and may not reflect the full 
range of available perspectives. Finally, each region studied 
is culturally distinct from the larger country that they are a 
part of. Results from another area of each country might be 
different.

Conclusions

We find that no clear or uniform relationship between 
palliative care and assisted dying can be identified in any 
of the three locations. Indeed, our analysis indicates that 
when a field of practice such as palliative care is potentially 
seen as threatened by another field, such as assisted 
dying, several patterns emerge that go beyond simple 
characterization of the relationship between the two. The 
relationship between assisted dying and palliative care is 
influenced by legal regulations that are subject to change 
(49,50), variable and sometimes inconsistent institutional 
policies and support systems, the type of assisted dying 
offered (medically or self-administered), and structures 
of healthcare funding (51). Cooperation or integration 
between the two practices may also be perceived by some 
as dependent upon whether palliative care professionals’ 
views of assisted dying are compatible with their views 
about ‘care’.

An overarching concern which unites the three 
jurisdictions is a lack of public knowledge, recognition 
and understanding of appropriate palliative care, as well as 
obtaining access to it. The context and practicalities of how 
assisted dying is being implemented alongside access to 
palliative care need to be attended to in order to inform any 
future laws. We seek a better understanding of whether and 

in what ways assisted dying presents a threat to palliative 
care. There is a clear need for more attention to how 
palliative care and assisted dying can co-exist, where both 
are available.
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Interview themes and questions

I. Participant background information
1. Age
2. Gender
3. Professional background (palliative care, assisted dying, role and presence in palliative care)
4. Nationality

II. Experience in palliative care and/or assisted dying (depending on location may use the term hospice instead of palliative 
care. Clarify and use the assisted dying term used by the informant
1. What is your particular interest or experience in this subject (as described in the Participant Information Sheet)?
2. What is the term used to describe assisted dying?
3. Can you tell me something about your place of work?
4. How long have you been involved in palliative care or in this work with assisted dying?
5. What direct experiences have you had with (replace with term used by participant)—assisted dying and palliative care?

III. Relationship of palliative care with assisted dying
1. What is the policy about palliative care (or hospice) and/or assisted dying in your area of work? Has this policy 

changed? If so, how has it changed? What might have influenced the change?
2. What were your views about assisted dying prior to the legalisation in Flanders/Quebec/Oregon? Can you say 

something about your views prior to the change in the law?
3. What do you sense the mood is (about assisted dying/palliative care). Where are the debates? (If you were to 

characterise the mood in _______what are the issues)?
4. If involved in advocacy about assisted dying, what were your views about or experience with palliative care? Have your 

views changed? If so, how have they changed?
5. What changes have you seen in palliative care practise since the law was passed or since you have been involved in this 

issue? 
6. Can you give an example of this experience (removing details that would identify patient)?

IV. Broader cultural differences, location specific issues
1. Is there something about this location at would be good to know about?
2. Do you think there are specific professional groups or disciplines within palliative care that influence the choice to seek 

assisted dying in particular ways?
3. Which lobby/professional groups or disciplines have greatest influence on the practice of assisted dying here and why 

do you think this is the case?

V. Outcomes of assisted dying legislation and impact on palliative care practice
1. To what extent is assisted dying offered as a part of palliative care services?
2. Do you come into contact with professionals offering the other service (palliative care or assisted dying—if participant 

only involved with one aspect)? 
3. How has assisted dying impacted your relationships with patients, family members, friends, and other colleagues
4. Are there any specific issues or challenges regarding offering assisted dying as a part of palliative care?
5. What are the main issues you see in offering assisted dying as an option in palliative care?
6. Do you have any concerns about any aspects of the assisted dying law in your location (Quebec, Oregon, Flanders)? 

What are they?
7. What are the main things that have changed in palliative care practices, if this is your area of expertise, as a result of the 

law being passed?

VI. Rationale for integrating or rejecting assisted dying as a part of palliative care
1. What have you learned or can be learned from your experiences/knowledge of the relationship between palliative care 

and offering assisted dying?
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