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Abstract
Background: Palliative care teams face complex medical situations on a daily basis. These situations require joint
reflection and decision making to propose appropriate patient care. Sometimes, sedation is one of the options to
be considered. In addition to medical and technical criteria justifying the use of sedation, multiple psychosocial criteria
impact the decision making of palliative care teams and guide, give sense to, and legitimize professional practices.
Objective: The main goal of this study was to explore perceptions, experiences, and beliefs of palliative care
teams about sedation practices in a legislative context (Claeys–Leonetti law, 2016; France), which authorizes con-
tinuous deep sedation (CDS) until death.
Methods: This is a qualitative study using 28 semistructured interviews with physicians and nurses working in a
palliative care team in France (PACA region). All verbal productions produced during interviews were fully tran-
scribed and the contents analyzed.
Findings: Content analysis revealed four themes: (1) sedation as a ‘‘good death,’’ (2) emotional experiences of
sedations, (3) the practice of CDS, and (4) the ambiguous relationship with the Claeys–Leonetti law.
Conclusions: This qualitative study provides evidence of a form of ‘‘naturalization’’ of the practice of sedation. How-
ever, the Claeys–Leonetti law exacerbates differences of opinion between palliative caregivers on sedation and
questions the interest of this law for society and palliative care practices.
clinicalTrials.gov identifier: NCT04016038.
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Introduction
There is a consensus that physicians have an ethical ob-
ligation to relieve pain and other distressing symptoms
in patients in an end-of-life condition.1 In the majority
of cases, the severe symptoms can be controlled suc-
cessfully. But in some cases, patients are faced with re-
fractory symptoms: severe symptoms for which
treatment is ineffective, or for which treatment will
lead to unacceptable side effects.2 Sedation practices

are used in some complex end-of-life situations and
is one of the options when patients are faced with re-
fractory suffering.3 Sedation in a palliative situation is
defined as the attempt, by medicinal means, to induce
a decrease in consciousness that may lead to a loss of
consciousness. Its aim is to reduce or eliminate the per-
ception of a situation experienced as unbearable by the
patient, when all other means available and appropriate
for this situation that could be proposed and/or
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implemented would not provide the expected relief.
Sedation may be applied intermittently, transiently,
or continuously.4

Sedation practices are the subject of extensive debate
at international level.5 For example, there is a difference
of perception regarding the hastening of a patient’s
death with continuous deep sedation (CDS).6,7 Some
authors argue that it is morally wrong to decrease a pa-
tient’s consciousness8 and that deep sedation causes the
‘‘social death’’ of the patient by altering his or her ca-
pacity to communicate. These debates illustrate the
fact that despite extended theoretical or ethical discus-
sion in the medical literature, the question of sedation
practices remains a sensitive subject. Decision-making
situations concerning sedation practices are often ‘‘de-
cisive junctures’’9 that bring together not only technical
and medical but also psychological, social, relational,
ethical, and even ideological criteria. Indeed, the pa-
tient’s social context and personal preferences influ-
ence many professionals regarding sedation decisions
and practices.10–17

Despite the important development of international
studies in this field, we can observe a lack of research
in France.18 Despite the long-standing development of
palliative care in France, end-of-life conditions have
been the subject of numerous ideological debates, polit-
ical demands, and ethical and professional reflections. In
2005, the Leonetti law19 for end-of-life patients was
adopted in France. It prohibits unreasonable obstinacy,
obliges physicians to respect the patient’s refusal to re-
ceive treatment, and asks that everything be done to re-
lieve the patient’s suffering (including sedation). In
2016, the Claeys–Leonetti law20 created new rights, in
some cases granting terminally ill patients who refuse
life-sustaining treatment the right to CDS until death.
This new concept of CDS raises many questions espe-
cially at a time when public debate around the possibility
of choosing conditions of death is ever present. This
right to CDS was presented as a ‘‘French exception.’’21

France is thus the first country to legislate on CDS
and no study has been conducted so far concerning pro-
fessional perception and experience in the context of the
new Claeys–Leonetti law. Recognizing that sedation
practice is situated in different legal contexts, the values
and histories associated with palliative and end-of-life
care may inform what are frequently contentious discus-
sions about practice and policy on sedation.8 Moreover,
sedation raises many questions for palliative care teams
and involves emotionally engaging decision making and
practice, regardless of the type of sedation practiced.22–25

The main purpose of this study was to clarify the role
given to sedation practices in palliative care in France
according to the new legal framework that authorizes
CDS. This study was specifically aimed at:

Exploring the perceptions, experiences, and beliefs
concerning the use of sedation practices and its
contribution to the dying process.

Studying the process of accommodation that could
occur for palliative caregivers confronted with
new professional practices and their ethical
issues.

Methods

Subjects
Our study involved caregivers working in palliative care
teams in five hospitals in the Provence-Alpes-Côte
d’Azur region (France). We included all genders, nurses,
and physicians involved in sedation decision making
or/and practices and agreeing to take part. Participants
were selected at random from lists of the team’s mem-
bers provided by department heads. All caregivers
were informed about the objectives and the design of
the research and signed a consent form. They were
asked to complete a sociodemographic questionnaire.
Ethical approval for this research was obtained from
the Ile de France VII Committee for the Protection of
Persons (reference number: 2019-A00193-54).

Method
Qualitative research involving semidirective interviews
was carried out. This method helps to access the mean-
ing given by the participants to the object studied.
Interviews were led by health psychologists using a dis-
cussion guide containing focus guidelines and open
questions (Table 1). The recorded interviews were tran-
scribed verbatim. We conducted a content analysis of
the data.26,27 The aim was to analyze the content of
the interviews, divide it into units of meaning, and clas-
sify these units into categories according to analogical
groupings. The units corresponded to themes and sub-
themes (Table 2). We obtained data saturation from
the 16th interview. By means of interjudge evaluation,
interviews were coded again with the thematic analysis
structure stabilized. We found links between the differ-
ent themes, through their subthemes, and we identified
relationships between the different issues raised by the
participants. The consolidated criteria for reporting
qualitative research (COREQ) and checklist were
used in the reporting of this study.28
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Findings
A total of 28 caregivers (14 physicians and 14 nurses)
agreed to participate and gave informed consent. In
our sample, we observed a large proportion of
women (n = 25). The average age of participants was
40.9 years [standard deviation (SD = 8.40)], ranging
from 26 to 60 years. The average length of service
was 12.6 years (SD = 8.73), ranging from 1 to 32
years, and the average length of service in palliative
care was 6.52 years (SD = 5.05), ranging from
1 month to 20 years (Table 3).

Sedation: The ‘‘good death’’
Professionals seem to perceive sedation as a way of
allowing patients to die in good conditions. Some par-
ticipants (11/28) describe sedation as a therapy that re-
duces the patient’s state of consciousness by medicinal
means, either temporarily or deeply. By inducing this
temporary or deep sleep, they (17/28) explain that
they seek to reduce or relieve patients’ suffering (‘‘per-
sonally, I think it’s an alternative that provides relief for
patients’’ [physician, E25]). Some professionals associ-
ate words such as ‘‘dying,’’ ‘‘going away,’’ or ‘‘leaving’’
with the existence of the risks of dying while falling
asleep (‘‘it’s certain that. it’s leaving quietly, without
pain’’ [physician, E24]). But professionals specify that
it is not an induced and not an intentional death. For
these professionals (10/28), it is important to associate
sedation with a ‘‘natural death’’ (‘‘Sedation doesn’t kill
the patient. It’s a natural death. He/she is going to
die a natural death, that’s the big difference!’’ [nurse,
E27]). Finally, for some participants, it is important
to describe sedation as a therapy of last resort (8/28),

when everything else has been tried (‘‘Sedation is ex-
ceptional! I always start my class by saying ‘sedation
is an exceptional practice,’ because that’s the reality’’
[physician, E21]).

Sedation: Emotions under stress
Although sedation is perceived as a ‘‘good way’’ to die,
it does not necessarily mean that it is a good emo-
tional experience for caregivers. Sedation practice gen-
erates a sense of responsibility for caregivers (10/28),
with sometimes a feeling of hastening the death of
the patient, like euthanasia (‘‘Sometimes you feel like
you’re killing someone, because deep inside us we’re
thinking, and we know it’s for their own well-being.
But it’s still you, at this moment, injecting a syringe
of Hypnovel.’’ [physician, E3]). The temporality of
the patient’s end of life can affect the caregiver’s experi-
ence (10/28). A quick or slow death leads to questions
and uneasiness among caregivers. A quick death after se-
dation induction may shorten contact with relatives or
prevent the introduction of a collective reflection. How-
ever, an extended sedation is also difficult, because death
becomes difficult to bear for caregivers and patients’ rel-
atives (‘‘I said to myself ‘God. it’s hard to wait for the
death of your loved one. To wait a day, two days.ok.
But waiting a week, two weeks [.] I found it very pain-
ful and very difficult’’’ [nurse, E28]). Loss of communi-
cation in deep sedation is another element that causes
caregivers to question the sense of patient’s end-of-life
conditions (9/28). Indeed, for caregivers, relationships
with patients are an essential ingredient of quality palli-
ative care. In the end, a majority of professionals (15/28)
explain that all sedative practices engage their emotions.

Table 1. Interview Guide

Topics Subtopics Questions asked Discussion aids

Sedation,
emotions,
and death

Perception about
sedation

Sedation and emotions
Sedation in practice

What do you think about sedation?
What is your experience of sedation

situations?
How do you approach sedation in

your professional practice?

What does sedation mean to you?
What do you think of sedation in palliative care? Of continuous

deep sedation?
What is a good death for you?
What do you feel?
What is your experience of the different sedation practices?
Which sedation practices are easier to live with?
What causes a different experience of sedation?
What kind of sedation do you administer?
How do you discuss sedation as a team?
What is said to the patient? And how?
How do you manage patient sedation requests?

The Claeys–
Leonetti
law

Law perception
Law benefits

and obstacles

What do you think about this law?
What is the interest of this law for

your practice?

What comparison do you make with the Leonetti law?
How do patients and their families understand the law?
How is it interesting? For patients? For relatives? For caregivers?
On what points does it help you?
How is it an obstacle to your practice? In what aspects?
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Understanding CDS in practice
A key feature of the Claeys–Leonetti law is that patients
have the right to request a CDS from the palliative care
team. Half of the caregivers express the need to discuss
as a team each patient’s request (regardless of the nature
of this request), and wonder whether this request is jus-
tified. This reflection can lead to the development of al-
ternative reasons (pain, isolation) at the request of the
patient. Ten caregivers report the necessity to make
time for a collective reflection even if it means not
responding immediately to the request (‘‘We have the
right to say to the patient ‘I have heard about your suffer-
ing or your request but the team has to take time to see if
we can access this.’ And here, this introduces another
issue of temporality into sedation, which is collegial re-
flection’’ [physician, E25]). Finally, in practice, regardless
of the type of sedation, caregivers explain that they prefer
to administrate proportionate and progressive sedation
(9/28) (‘‘I know that for me it’s complicated to administer
deep sedation. it’s true that I tend to sedate rather pro-
gressively’’ [physician, E24]). These sedation practices
seem to have to comply with some professional norms
to be perceived as good practice. Progressive sedation
seems to be an ideal sedation. However, this sedation is
not a new practice for these professionals, and it has al-
ready complied with the conditions for a ‘‘good death.’’

Ambiguous relationship
with the Claeys–Leonetti law
When professionals talk about this law and especially
about the French exception concerning CDS, their
opinions differ. For 9 of 28 caregivers, this law has

helped to avoid the legalization of euthanasia in France,
while overseeing some sedation practices to avoid some
abuses, such as passive euthanasia. (‘‘I think this law is
trying to save time before a pro-euthanasia law’’ [phy-
sician, E17]). Some professionals (18/28) explain that
this law oversees or complicates sedation decision mak-
ing and practice. This law provides protection for care-
givers, requires teams to think about some situations,
and guides their practices (‘‘It’s even good that it’s over-
seen from a legislative point of view because it has en-
abled us to work with more peace of mind’’ [physician,
E4]). However, for some professionals, this law compli-
cates practices. Five caregivers express the opinion that
the previous law19 was sufficient (‘‘We didn’t need that.
The 2005 law was good enough’’ [physician, E15]). For
others, criteria of short-term vital prognosis are diffi-
cult to evaluate, a collegial procedure can be difficult
to implement in some situations and this law does
not answer real patients’ requests (‘‘We’ll explain the
law, but in other words, so, we’ll change the patient’s
mind. Sometimes, we are spectators of this’’ [nurse,
E19]). In addition, this law is described as ‘‘hypocriti-
cal’’ (7/28) for several reasons: the lack of conviction,
the patient’s social death, not being the answer to a re-
quest to die, and the attitude of ignoring the impact of
some medications. Finally, this law creates societal con-
fusions over sedation and euthanasia (14/28) (‘‘We had
a patient who came with his family, and who told us
‘‘the law allows me to be sedated, I want to be sedated.
We realized that the patient had not understood the
law’’ [nurse, E8]).

Discussion
Our findings show that participants have a common
representation about sedation, even though different
terms and practices exist. Sedation is described as a
therapy that has necessary criteria to guarantee patients
a good end of life, falling asleep, pain relief, and a nat-
ural death. This notion of ‘‘peaceful sedation’’ has been
found in other studies that have investigated English
and Belgian caregivers’ perceptions of sedation.12,13

The criteria of a ‘‘natural’’ death helps to differentiate
sedation from other practices (euthanasia; assisted sui-
cide). As Seymour et al. wrote in a study about Dutch
caregivers,8 for our caregivers, sedation does not hasten
the patient’s end of life, the patient’s death is the result
of the evolution of the disease. Nevertheless, for others,
sedation is an alternative to euthanasia that facilitates a
natural and peaceful death.13 Therefore, caregivers’
perceptions about the relationship between sedation

Table 3. Sociodemographic Characteristics
of the Population (N = 28)

Physicians (n = 14) Nurses (n = 14) Total (n = 28)

Characteristic Frequency (%)

Gender
Female 13 (46.4) 12 (42.85) 25 (89.3)
Male 1 (3.57) 2 (7.14) 3 (10.7)

Age (years)
<30 1 (3.57) 1 (3.57) 2 (7.14)
30–49 10 (35.7) 11 (39.28) 21 (75)
>50 3 (10.7) 2 (7.14) 5 (17.85)

Length of service (years)
<10 7 (25) 4 (14.28) 11 (39.28)
10–25 5 (17.85) 8 (28.6) 13 (46.4)
>25 2 (7.14) 2 (7.14) 4 (14.28)

Length of service in palliative care (years)
<1 1 (3.57) 2 (7.14) 3 (10.7)
1–5 4 (14.28) 5 (17.85) 9 (32.14)
6–10 6 (21.4) 6 (21.4) 12 (42.85)
>10 3 (10.7) 1 (3.57) 4 (14.28)
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and patient death are different regardless of the country
and its legal context. However, French caregivers em-
phasize the difference between sedation and other
practices, and especially the ‘‘natural’’ aspect of death
and the noninduction of death by sedation. In addition,
professionals insist on the fact that sedation is a therapy
of last resort. In a Swiss study,22 palliative care profes-
sionals also highlighted the exceptional nature of this
therapy. This element illustrates the professional’s am-
biguity about the responsibility of using sedation in the
patient’s death: if sedation guarantees a natural process
and does not kill the patient, why do they need to un-
derline the exceptional aspect of this practice? These
findings show that caregivers need to think of the
end-of-life process as natural to legitimize their profes-
sional practices.

Even if the caregiver’s intention is not to hasten the
death of the patient, involvement in this act is not with-
out emotional consequences, and creates a sense of re-
sponsibility among caregivers in the patient’s end of
life.14 This perceived responsibility is even greater
when the time between the implementation of sedation
and the patient’s death is short.23 In addition, emer-
gency sedation raises many moral concerns among
caregivers who feel they are administering it without
a time for collective reflection.22

In a way, we are witnessing the expression of a norm
concerning the ‘‘right temporality’’ for dying during
sedation. In France, the Claeys–Leonetti law pro-
poses CDS as a new therapeutic option. For caregivers,
CDS creates a patient’s ‘‘social death,’’ making it impos-
sible to communicate with others. This new situation
questions the sense of end-of-life conditions and palli-
ative practices. For caregivers, it is important to main-
tain interaction between patients and relatives because
communication is an essential element in palliative
care.24,25 Therefore, to maintain contact, caregivers ex-
plain that they prefer progressive sedation to CDS. Leb-
oul14 developed this idea: loss of communication is
experienced for caregivers as a failure, compared with
an ideal situation wherein the patient would die while
maintaining contact until the end of life.

As we highlighted in this study, Ziegler et al.22 also
explained that it is necessary to make time for discus-
sion between professionals to reappraise this request.
Some caregivers perceived that a request for CDS
could cause them psychological discomfort.14 There-
fore, in our study, caregivers explained that they im-
pose a time for reflection on patients to validate
their decisions. Finally, despite the existence of a law

proposing CDS, they explained that they prefer to im-
plement progressive sedation. These findings are close
to others (in countries with a different legislative con-
text) that observed that caregivers explain that they
are more comfortable with progressive sedation than
CDS.10,11,22–29 More specifically, for Swart et al.,24

deep sedation can be gradual and progressive, and
they report perceived death as more natural with pro-
gressive sedation. To conclude, progressive and pro-
portionate sedation is enough and perceived as the
‘‘ideal’’ sedation. Progressive sedation meets the char-
acteristics of a ‘‘good death’’ by sedation.

The Claeys–Leonetti law is specific to the French
legislative context, and this country is the only one
to have legislated for CDS.21 A majority of French pal-
liative care professionals are opposed to the legaliza-
tion of euthanasia.15 CDS is an alternative because
the French population asked for new rights for pa-
tients’ end of life. In that sense, for our caregivers,
this law has helped to regulate professional practices
by limiting the improper use of sedation and prevent-
ing a law on euthanasia. In addition, it helps to protect
health care teams in relation to certain decisions/
actions and imposes a time for ethical reflection. Con-
versely, for others, this law has complicated their pro-
fessional practices and their relations with patients
and relatives. These caregivers explain that it is im-
possible to follow guidelines, especially in an emer-
gency situation. For them, criteria such as a ‘‘short-
term vital prognosis’’ for implementing sedation are
difficult to evaluate. In addition, it is not always pos-
sible for caregivers to guarantee that patients will not
wake up during sedation. This element emerges in a
study24 that demonstrates the discomfort of Dutch
caregivers toward these awakenings. Our findings
show, as do those of Robijn et al.,10 that patients
and families often have a lack of knowledge about se-
dation legislation causing mistaken beliefs. Finally, re-
gardless of country and legislation, sedation creates
normative tensions and differences of opinion. Even
though, for a long time, sedation has legitimized the
practices and the expertise of palliative care profes-
sionals,16 this new French legalization weakens the
common identity that the community of palliative
care professionals are striving to maintain.29

These findings demonstrate the value of establish-
ing working groups for palliative care teams on emo-
tional management, so that they can experience these
practices better. But also, ethics training on sedation
practices could be proposed, so that caregivers can
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reflect together on the basis of lived practices. There
were limitations to our study. Participants were selected
from one geographic region, and their experiences and
opinions may not be generally applicable. Furthermore,
we only interviewed physicians and nurses without con-
sidering the point of view of other caregivers and our
sample interviewed was composed mainly of women.

Conclusion
This is the first qualitative interview-based research car-
ried out in France, exploring the perceptions, experi-
ence, and beliefs of palliative care professionals about
sedation practices, particularly about CDS. This analysis
shows that in practice, progressive and proportionate se-
dation remains the most often administered, despite the
existence of CDS, because, in the opinion of caregivers,
this type of sedation fulfills the criteria of a ‘‘good death’’
with sedation. The recent Claeys–Leonetti law exacer-
bates differences of opinion between palliative caregivers
about sedation and questions the interest of this law for
society and palliative care practices. This study has pro-
ven the existence of a subgroup in the French palliative
care community, in which a collective identity and ideol-
ogy are highlighted.
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de vie. www.legifrance.gouv.fr (Last accessed April 15, 2019).

20. Loi n� 2016-87 du 2 février 2016 créant de nouveaux droits en faveur des
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