
Letters CMAJ

212 CMAJ, February 18, 2014, 186(3) © 2014 Canadian Medical Association or its licensors

Palliative sedation 

We wish to correct the inaccuracies in
the CMAJ article by Tibbetts1 on Que-
bec’s end-of-life bill. Tibbetts writes
… “hospitals in Quebec and the rest of
Canada often offer palliative sedation
to ease suffering. In extreme cases,
doctors use ‘terminal sedation,’ in
which patients are medicated into
unconsciousness and deprived of artifi-
cial nutrition to expedite imminent
death.” Where the author obtained this
information is unclear, but the two
paragraphs that follow contain quotes
from a health law ethics professor and
a retired palliative care physician —
both of whom claim there are no
“rules” and imply that this process is
happening frequently.

The Canadian Society of Palliative
Care Physicians formed a task force to
review and develop a framework for the
use of palliative sedation.2 This frame-
work outlines the indications, decision-
making, drugs and monitoring to be
used in palliative sedation.

Tibbett’s1 assertation also implies
that palliative sedation hastens death by
dehydrating patients who are too
sedated to eat or drink. In a recent sys-
tematic review of 11 retrospective and
prospective studies involving 1807
patients, with 621 patients receiving
sedation, no substantial difference
between sedated and nonsedated
patients was found.3 A recent prospec-
tive study found that palliative sedation
was a definable clinical intervention
that had no effect on survival.4 Both
studies noted the most frequent reason
for palliative sedation was delirium.

The debate about physician-assisted
death is too important of an issue to be
hampered by inaccuracies and misrep-
resentation.

Romayne Gallagher MD, Caroline
Baldwin MD
Physician Program Director, Palliative
Care Program (Gallagher); palliative care
physician (Baldwin) Providence Health
Care; clinical instructor (Baldwin),
Department of Family and Community
Medicine, University of British Columbia,
Vancouver, BC
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I am disappointed in Tibbett’s1 reporting
in CMAJ on terminal sedation, Bill 52
and the euthanasia debate. The following
statement appears in the article: “As it
stands, hospitals in Quebec and the rest
of Canada often offer palliative sedation
to ease suffering. In extreme cases, doc-
tors use ‘terminal sedation,’ in which
patients are medicated into unconscious-
ness and deprived of artificial nutrition to
expedite imminent death.”1

The term “terminal sedation” has
fallen out of favour because it misrepre-
sents the intent of the intervention. Pal-
liative sedation, although not commonly
used, is a medically respected and rec-
ognized intervention for patients with
intractable symptoms, where the only
option is to provide sedation to relieve
suffering. Palliative sedation is normally
offered only once a palliative care team
has deemed symptoms to be intractable
(e.g., meaning all reasonable and avail-
able avenues to relieve the patient’s suf-
fering have been tried, explored and
offered), and just not difficult to manage.

Palliative sedation can be light or
deep, and the intent is to relieve the
patient of intractable suffering, not to
end the patient’s life. Patients are not
“deprived” of artificial nutrition to
expedite imminent death. If artificial
nutrition is not a part of the care plan
for the patient, it is not forced. In
almost every case of palliative sedation,
the patient is often near death, and to
offer artificial nutrition is often futile
and potentially harmful because it
could cause additional symptoms.

While providing palliative care to
patients, physicians often have to over-
come myths and “untruths” (i.e., mor-
phine hastens death, methadone is for

patients with addictions, and patients
are forced into palliative care to save
the health care system money).

Darren Cargill MD
Chair, Palliative Medicine, Ontario
Medical Association, Toronto, Ont.
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Clopidogrel and proton
pump inhibitors

In their comprehensive review of
antithrombotic agents following acute
coronary syndromes, Matteau and
Bhatt1 discuss the drug interaction
between proton pump inhibitors and
clopidogrel. They note that the
COGENT trial, led by Bhatt, found no
increased risk of major cardiovascular
events at six months in patients receiv-
ing omeprazole with clopidogrel.2

The COGENT trial employed a pro-
prietary product containing omeprazole
and clopidogrel (CGT-2168) purpose-
fully formulated to circumvent any
drug interaction by releasing the two
drugs separately.3,4 It offers no informa-
tion about the safety of omeprazole and
clopidogrel in patients who take clini-
cally available products together.

A large and growing body of evi-
dence suggests that omeprazole and
pantoprazole exert differential effects
on the antiplatelet effect of clopido-
grel.5,6 Although the clinical signifi-
cance of the interaction remains the
subject of debate, there is no com-
pelling reason to use omeprazole rather
than pantoprazole in this setting.

David Juurlink MD PhD 
Division Head, Clinical Pharmacology &
Toxicology, University of Toronto,
Toronto, Ont.
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The author responds
The points raised by Juurlink1 in
response to our article2 are worthy of
consideration. The release kinetics of the
drugs as given in the COGENT trial
may have attenuated the potential for a
drug–drug interaction. However, in the
absence of any further randomized clini-
cal trial of concomitant omeprazole and
clopidogrel, extrapolation from the
COGENT dataset may be the best evalu-
ation we have of whether there is a real
interaction. The observational data are
mixed and cannot provide the same level
of evidence as a randomized trial. The
pharmacokinetic and pharmacodynamic
data are fairly consistent, though the
relationship with clinical outcomes is
uncertain and controversial. Neverthe-
less, if all proton pump inhibitor options
are easily available and similarly priced,
to initiate therapy with a proton pump
inhibitor that does not have this potential
interaction seems prudent.

Deepak L. Bhatt MD MPH
Professor, Harvard Medical School,
Boston, Mass.
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The quality of mercy

In their CMAJ commentary, Cook and
colleagues1 point out deficiencies in
end-of-life care in Canada, in particular
that many people receive unwanted life
support, and are cared for in institutions
when they would prefer to die at home. 

Unfortunately, the authors do not

mention the obvious corollary to avoid-
ance of unwanted life support, namely
ending a life that is becoming more
intolerable with each passing day. The
lack of such an option in Canada must
be a fundamental component of any
discussion of end-of-life care. 

It may be that skilled nursing and
appropriate medication in a modern
palliative care setting can alleviate most
physical suffering. However, for some
people, the chief misery at the end of
life may not be from physical suffering,
but from the loss of privacy, dignity,
purpose and independence. 

Even though suicide is a legal act,
helping someone end his or her life
remains a criminal offence. In spite of
polls indicating that a majority of Cana-
dians believe such assistance should be
available if requested, the present fed-
eral government is clear that it will not
change the law; the Canadian Medical
Association also seems to prefer the sta-
tus quo. 

In the end, it all comes down to one
simple question, “Whose decision
should it be?” The answer can be found
in another question, “Whose life is it?”

John S. Mackay MD
Retired pathologist
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Independent research
needed to inform end-of-
life policy choices

In their CMAJ editorial, Flegel and
Fletcher1 call for a national dialogue on
end-of-life care, arguing that policy
change should not be the result of a sin-
gle court decision.1 In Canada, different
medical end-of-life practices, such as
treatment withdrawal, use of medica-
tion justified by symptom management
and use of lethal drugs are being
debated.2–4 Concerns about the effects
of policies are central to the Canadian
debate, and international evidence is
quoted by proponents and opponents of
legislative reforms.

We recently conducted a scoping

review of international evidence on
medical end-of-life practices, with a
focus on the use of lethal drugs by
physicians.5 Key findings from this
review are currently relevant to public
debate. We found no empirical study
on the use of lethal drugs by physi-
cians in Canada, which is surprising
given frequent claims that “assisted
suicide,” “euthanasia” or “medical aid
in dying” are being practised illegally
in Canada.

Policy-makers should therefore be
careful in drawing conclusions about
what is known, and not known, about
the likely effects of policies.

Scientific evidence alone cannot
provide simple answers to complex
end-of-life care dilemmas. However,
having robust knowledge publicly
available is a precondition for informed
democratic deliberation on end-of-life
care in Canada.

Antoine Boivin MD PhD, Isabelle
Marcoux PhD, Geneviève Garnon MSc,
Evert van Leeuwen PhD, Nicholas Mays,
Raynald Pineault PhD, Marie-Claude
Prémont PhD, Pascale Lehoux PhD
Department of family and emergency
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