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Abstract: As previous research has paid little attention to environmental factors affecting the practice
of continuous deep sedation until death (CDS), we aimed to explore these using physicians’ expe-
riences and perceptions. We performed an interpretative thematic analysis of primary data from a
qualitative interview study conducted from February to May 2019 in Belgium with 47 physicians.
Structural factors were identified: the lack of professional and/or technical support in monitoring
sedated patients; the use of guidelines in team contexts; the time constraints for treating individual
patients and work pressure; the structural knowledge gap in medical education; the legal context
for assisted dying; and the lack of a clear legal context for CDS. Cultural factors were identified: the
moral reservations of care teams and/or institutions towards CDS; the presence of a palliative care
culture within care teams and institutions; the culture of fear of making clinical errors regarding CDS
among a group of physicians; the professional stigma of performing assisted dying among some of
the physician population; the different understandings of CDS in medical and policy fields; and the
societal taboo around suffering at the end of life and natural death. To conclude, improving CDS
practice requires a whole-system approach considering environmental factors.

Keywords: physicians; continuous deep sedation until death; environmental factors; palliative
sedation; Belgium; culture; structure

1. Introduction

At the end of life, some patients might experience unbearable suffering from refractory
symptoms that are extremely difficult or impossible to manage [1]. For these patients,
continuous deep sedation until death (CDS) can be performed as an option of last resort to
mitigate the suffering [2,3]. This involves the intentional lowering of patients’ consciousness
in a deep and prolonged state until death, so that patients are no longer aware of their
unbearable suffering [2].

While studies have shown that the prevalence of CDS is considerable [4], they have
simultaneously established that it varies between countries [5]. A comparative cross-
country study, for instance, found that prevalence differs between European countries,
ranging from 2.1% of all deaths in Denmark to 8.5% in Italy [6]. It is notable that the
authors of the study partially attributed the higher prevalence in Italy and Belgium to
the countries’ overarching cultural–religious context. This reflects the claim of Anquinet
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et al., who connected the differences found in the prevalence of CDS between Belgium, the
Netherlands, and the United Kingdom in part to legal, cultural, and organizational factors
in these countries [7]. Secondly, the prevalence of CDS also varies substantially between
care settings. In this respect, a systematic review demonstrated that the prevalence of CDS
differs between hospitals, hospital departments, (palliative) care units, nursing homes,
hospices, and home settings [5].

The practice of making decisions about and performing CDS, hereafter referred to
as (CDS) practice, has also been found to differ between countries [5]. The international
UNBIASED Study, for example, illustrates that rapid induction of CDS is more common
in the Netherlands and Belgium, while proportional induction of CDS is the norm in the
United Kingdom [8–11]. The authors of the study concluded that CDS encompasses a
spectrum of practices that are partly embedded in national cultures, such as the legal and
ethical context. Simultaneously, variations in CDS practice between care settings have
been identified. Arevalo et al., for example, demonstrated that Dutch physicians were less
often present at the start of CDS in nursing homes/hospices and hospitals than in CDS at
home [12].

To understand the variations in CDS, the literature has particularly focused on the
underlying factors affecting its practice. In that regard, clinical and (inter)personal factors in
particular have been extensively examined [13]. (Inter)personal factors are non-clinical in-
fluences within the micro-context related to individuals and their interactions [14]. Among
clinical factors, studies show an increased probability of patients with cancer, dyspnea, and
psycho-existential suffering receiving CDS [13,15–17]. Among inter(personal) factors, stud-
ies demonstrate an increased probability of male patients, younger patients, and patients
treated by physicians who are deeply secular and/or in favor of assisted dying receiving
CDS [5,18].

While several authors have explicitly suggested that the environmental context might
play a role in the variation of CDS [5–8,11,12], studies have rarely examined environmental
factors affecting CDS practice. These factors, also called the ‘environmental context’, are
influences within the meso and macro context that are external to individuals [14]. Insight
into environmental factors might aid in addressing challenges that affect optimal practice
of CDS. For example, some practitioners deploy CDS to hasten death in order to mitigate
proxies’ burden [19]; suboptimal medication is sometimes used to initiate CDS [20]; proxies
are often not involved in the decision making about CDS, and they may put practitioners
under pressure to induce CDS [9,21]; and practitioners may experience emotional and
moral distress throughout CDS practice [9]. Moreover, few quality-improvement initiatives
have been successful in addressing these challenges in practice [22], which may indicate
poor understanding and underestimation of the importance of the broader context.

This article aims to explore physicians’ experiences and perceptions of the environ-
mental factors affecting their CDS practices. The main research question of this study is:
What are physicians’ experiences and perceptions of what environmental factors affect
their practice of CDS? To that end, we conducted a secondary analysis on primary data
from a qualitative interview study with Belgian physicians [23]. The particular focus on
perceptions and experiences of physicians has been chosen because they are prominent
protagonists in CDS practice. Moreover, they are often the only medical professionals who
are legally authorized to perform CDS in most jurisdictions [24].

2. Methods
2.1. Study Design

We performed a secondary study drawing on primary pre-existing data, namely in-
depth interviews with physicians, from a broader qualitative primary study that explored
physicians’ framing of CDS practice and its appropriate control measures [23]. Findings
on the latter are reported elsewhere [23]. Following Heaton’s classification of secondary
studies, our study design reflects an inside supplementary approach [25,26]. This involves
the same researchers conducting an in-depth examination of an issue or aspect of the pri-
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mary data that was not addressed or was only partly covered in the primary study [26,27].
Moreover, the emphasis might be on a particular issue or theme that emerged in the primary
study [26,28]. In the first study, a subsidiary finding was that physicians in our sample
pointed out several environmental factors impacting their CDS practices, especially when
prompted to discuss the context in which their own CDS practices were embedded. Conse-
quently, we decided to conduct a secondary study to explore these environmental factors
in depth, thereby addressing the knowledge gap on this topic. Furthermore, performing
a secondary study is deemed appropriate when the research aim is closely linked to the
one of the primary study [29–31]. By conducting a secondary study, on the one hand, we
endorse the methodological argument that re-analyzing primary data maximizes their
fullest use [26]. On the other hand, we argue that this is particularly relevant as physicians
are considered to be a difficult population to be recruited for qualitative research [30].

The Consolidated Criteria for Reporting Qualitative Research (COREQ) guidelines
were followed to ensure rigor in the reporting of this article [32]. We discuss the methods
of our primary and secondary studies in detail in the following sections.

2.2. Study Context

With regard to the study setting, we conducted the primary study in Belgium among
physicians with experience in performing CDS. CDS is estimated to be performed prior to
one out of every eight deaths in Belgium and to be more prevalent in hospital settings than
in home settings [33,34]. Moreover, CDS practice in Belgium is currently not regulated by
a specific legal framework stipulating its legal requirements [24]. However, the common
legal perspective in Belgium categorizes CDS as a form of symptom control, thus being a
‘normal medical practice’ that physicians are legally allowed to employ [35]. This is also
emphasized by various organizations and associations: for example, in the assisted dying
reports of the Belgian Federal Control Commission for Euthanasia [36], in the guidelines for
palliative sedation of The Federation of Palliative Care Flanders [37], in the ethical advice
on palliative sedation from the Flemish network of care organizations Zorgnet–Icuro [38],
and in the support guidelines for physicians of the Life End Information Forum [39].

2.3. Primary Study: Research Paradigm

The research paradigm of our primary study, i.e., the set of beliefs and assumptions
that guide the research process [40], was based on social constructionism [41]. As such, we
sought to grasp the social phenomena of CDS practice, namely, the multiple understandings
and diverse realities of how physicians define and experience the specific context of the
practice and potential control measures [23].

2.4. Primary Study: Participants and Recruitment

Physicians with experience performing CDS were recruited. More specifically, eligibil-
ity criteria were: (a) having carried out CDS at least three times in the five years prior to
the interview, including once during the past year; (b) residency in Belgium; (c) fluency
in French and/or Dutch; (d) having given informed consent to participate in the study.
Recruitment took place from January to March 2019 in Belgium.

To cover diverse experiences, both purposive and snowball sampling were deployed
during participant recruitment, using a multistage strategy to maximize validity [42]. With
regard to purposive sampling, an invitation letter explaining the eligibility criteria and
study purpose was sent to (a) 40 hospitals (four hospitals in each Belgian province) and 30
general practices (three practices in each Belgian province), both groups identified through
the website of the Belgian National Institute for Health and Disability Insurance; and
to (b) national and regional physician and palliative care organizations. With regard to
snowball sampling, participants were asked to identify other potential participants. We
aimed to include a wide variety of participants in terms of age, sex, and regional location
of professional practice.
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2.5. Primary Study: Data Collection

Authors S.V. and L.R. and a data manager conducted the interviews in the primary
study between February and May 2019. Both authors have a background in health sociol-
ogy, and the data manager has a background in nursing. All interviewers were familiar
with interviewing on health-related or end-of-life care topics. We used a semi-structured
interview guide containing open-ended questions about physicians’ experiences with CDS
practice. More specifically, questions were centered around three main themes: (a) personal
practices of CDS, (b) feasible control measures for CDS, and (c) solutions and actions for
improving CDS practice. The topic guide was developed by authors L.R. and K.C., who
have profound expertise in the literature on CDS and in conducting in-depth interviews.
All interviews were conducted face-to-face and were held at the location chosen by the
participants, which was always their professional practice. Interviews were audio-recorded
using digital voice recording devices. A professional transcription service transcribed the
interviews verbatim.

2.6. Primary Study: Ethical Considerations

The Medical Ethics Committee of the Brussels University Hospital (2019/011) ap-
proved the primary study (B.U.N. 143201938601; 23 January 2019).

We assigned pseudonyms to all respondents in the transcripts and removed any
identifying information. All physicians provided written informed consent to participate
in the study.

2.7. Secondary Study: Secondary Qualitative Analysis

We performed a secondary qualitative analysis on the data from our primary study [23,25–27].
Given the research question of the secondary study, the overall process of our secondary
analysis was informed by the theoretical framework of new ecology of social practice,
which merges the ecological and constructivist traditions [43,44]. This implies that we
considered CDS practice as a social practice consisting of interconnected and dynamic
ecological systems or levels, namely, micro, meso, and macro levels [43–46]. Moreover,
following the constructivist thinking within a new ecology of social practice, we aimed to
capture the environmental context as the whole of multiple, subjective realities or factors
rather than as one single, objective reality [43,44]. More specifically, our purpose was to
identify these factors and situate them within ecological levels instead of merging them
into one interplay in order to obtain ‘one environmental context’ of CDS practice. To that
end, we considered the individual experiences and perceptions of physicians as the unit of
analysis, which is in line with the primary data.

All the in-depth interviews conducted for the primary study were included in the
secondary qualitative analysis. This resulted in the analysis of the experiences and percep-
tions of 47 physicians. Full transcripts of the in-depth interviews were analyzed, namely,
physicians’ answers to all the questions in the topic guide. To increase the rigor, we used
uncoded transcripts for the secondary analysis to minimize the influence of the primary
analysis [27].

The secondary analysis drew upon an interpretative thematic approach using in-
ductive and deductive coding and theme development throughout different phases iter-
atively [30,47,48]. This approach is characterized by applying systematic procedures for
identifying themes in the data that are common, dominant, or significant [30]. NVivo 12
software was used to organize the transcripts into structured codes and themes.

The first phase of the secondary analysis included open coding and categorization
of the raw data [30]. The purpose was to identify all factors and influences impacting
physicians’ practices of CDS in the raw data. To begin with, authors S.V. and S.D. indepen-
dently analyzed a first set of 12 interviews to identify codes in relation to such factors and
influences considering the inherent meanings in the transcripts. Codes were created by
attributing meaning to text fragments. S.V. and S.D. developed their own coding frames
based on the coding of the 12 interviews. Thereafter, the coding frames were compared
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with each other. Differences and inconsistencies were discussed until consensus on one
preliminary coding frame was reached. S.V. employed the merged coding frame to code the
other transcripts. The coding frame was modified by means of constant comparison when
new codes emerged. After the coding of all transcripts, S.V. and S.D. critically evaluated all
codes. Consequently, some codes were grouped together, resulting in 42 codes.

The second phase involved the development of themes related to the context of CDS
practice [30]. To that end, S.V. and S.D. merged the 42 codes into broader categories based
on their similarities and relationships in a iterative and consensus-based process. In total,
22 themes were identified. Following the theoretical framework of a new ecology of social
practice, they situated the identified themes onto one of the three ecological levels: micro,
meso, and macro [43,44]. Micro was approached as the context of influence that originates
from individuals and their interactions [49]. Meso was approached as the context of
influence that is embedded in medium-level systems: institutions, organizations, settings,
groups of individuals and populations, communities, etc. [49]. Macro was approached
as the context of influence that is embedded in large systems: society, public policies,
government, legislation, economy, societal fields (e.g., medical or educational), etc. [49].
This resulted in an initial framework of contextual factors impacting CDS practice.

The third phase included generating a final framework that encompassed the phe-
nomenon being studied, i.e., the environmental context of CDS practice, in an iterative
and consensus-based process including four group meetings with all coauthors. Firstly,
we discussed the initial framework of contextual factors impacting CDS practice. We
reassessed the meanings of all identified themes and to what extent they differed from each
other. Secondly, we also reassessed whether they really belonged to the micro, meso, or
macro level. After this ‘horizontal assessment’, we considered whether certain patterns
were apparent ‘vertically’ across the themes. With regard to the meso and macro levels,
i.e., the environmental context, we deemed that the identified themes could be clustered
together around culture and structure. In this way, we also adhered to the new ecology of
social practice in that research should pay attention to the notion of culture and structure,
as both might steer individual behavior and social agency [43,44]. In accordance with this
framework, we considered culture and structure as reciprocal spheres of influence [43].
In other words, structural factors were assumed to impact cultural factors and vice versa.
The third phase resulted in a final framework of twelve environmental factors impacting
physicians’ practices of CDS. Below, we discuss the content of these factors in detail.

3. Results
3.1. Participant Characteristics

Forty-seven physicians were included in the secondary analysis (Table 1). The mean
length of the in-depth interviews was 44 min. Participants had a professional background
in oncology, general practice, intensive care medicine, geriatrics, and anesthetics. More
than half of the participants had completed additional training in palliative medicine. Most
participants were medical specialists in the hospital setting. The average age of participants
was 46 years, and the majority were male. Seven out of ten participants had performed
CDS at least six times in the 12 months prior to the interview.

3.2. Environmental Factors

An overview of the environmental factors identified by our analysis can be found in
Figure 1. The factors were categorized into cultural and structural, as we believed these
overarching categories most accurately resonated with them. We defined structure as
the entirety of systematically organized objects, parts, and elements. Culture, on the con-
trary, was defined as the entirety of shared views, attitudes, perceptions, norms, opinions,
customs, and values.
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Table 1. Characteristics of the 47 participants included in the analysis.

Medical Specialty N (%)

Oncology 13 (28)

General practice 13 (28)

Intensive care medicine 12 (26)

Geriatrics 8 (17)

Anesthetics 1 (2)

Additional medical training in palliative medicine * 25 (53)

Professional care setting

Hospital 29 (62)

Home 18 (38)

Age

<35 years 7 (15)

35–44 years 8 (17)

45–54 years 15 (32)

55–64 years 12 (26)

>64 years 5 (11)

Sex

Male 26 (55)

Female 21 (45)

Number of patients treated who had died in the 12 months prior to the interview

none 0 (0)

1–5 patients 2 (4)

6–10 patients 7 (15)

>10 patients 38 (81)

Number of continuous deep sedations performed in the 12 months prior to the interview

none 0 (0)

1–5 patients 14 (30)

6–10 patients 5 (11)

>10 patients 28 (59)
* In Belgium, palliative medicine is a medical subspecialty for physicians provided as postgraduate training.

For analytical clarity, all environmental factors are presented in this article as distinc-
tive features. However, it should be noted that, in reality, the factors are often intertwined.
In the following sections, we describe the environmental factors in detail using participants’
spoken words (speech marks) and verbatim quotations (italics) to add depth and richness
to the reporting of our findings [50].
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Figure 1. Physicians’ experiences and perceptions of the environmental factors affecting their practices
of continuous deep sedation until death (CDS). The specific positions of the environmental factors
identified at the meso and macro levels in the figure have no intrinsic meaning in terms of influence,
but were chosen to make it clear that all factors are intertwined.

3.2.1. Structure: Meso
The Lack of Professional and/or Technical Support in Monitoring Sedated Patients

Participants hold that monitoring continuously deeply sedated patients is important,
as it assesses the occurrence of awareness and unbearable suffering. To that end, they
often rely on technical and/or professional support in settings in which they cannot
carry out the monitoring themselves. In settings with limited or no professionals and/or
infrastructure, participants often decide to induce CDS with a higher dose of sedatives than
necessary to ensure that patients do not regain consciousness during CDS. Furthermore,
some participants hesitate to initiate CDS when there is lack of support, or they postpone it.
This is true in nursing homes and home settings in particular.

“As I am the physician, I always initiate the first step. And that works well. But it is up
to the nurse to actually put their chair next to bed, so to speak, and adjust the doses so that
the patient doesn’t wake up. You have to act very quickly. So that implies that you need
to be with the patient all the time. In a nursing home, CDS cannot go well. Mostly there
is only one nurse practitioner responsible for an entire corridor with patients. Here, too,
where there is a lack of nurse practitioners, I don’t dare to initiate CDS.” (Geriatrician)

The Use of Guidelines in Team Contexts

Among most participants working in a team context, such as a hospital, the use of
guidelines has a “constraining” impact on CDS decision-making. Some participants say
that their teams use existing or modified guidelines for CDS, for example, the guidelines
for palliative sedation of The Federation of Palliative Care Flanders, to steer the practice of
its team members. These guidelines stipulate in detail how the decision-making and per-
formance of CDS “must” be done. Consequently, participants indicate that they sometimes
adjust their CDS practice in accordance with these guidelines, even when the instructions
in the guidelines are not appropriate for some cases. The constraining impact especially
originates from their accountability to the team for deviating from the guidelines. In this
regard, some participants point out that they have to report in detail to the team each time
they do not adhere to the guidelines.
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The Time Constraints for Treating Individual Patients and Pressure of Work

Several participants, especially those with a background in general practice, indicate
that “time and performance pressure” occasionally hinders them from carrying out CDS
in the way they initially intended to. More specifically, the pressure sometimes “compels”
these participants to initiate CDS with a high dose of sedatives to shorten the overall dura-
tion of CDS, since “time-consuming” monitoring after proportional initiation is impossible.
They believe that government policy provoked this pressure of work: specifically, the health
financing system requires physicians to treat “as many patients as possible in the shortest
possible time”.

“On the one hand, there is this extensive guideline. Firstly, it take some time to read
it. Secondly, it devotes many pages to the conditions of CDS. This is explained in great
detail. Then there is a short summary, which mainly focuses on the dosages in which
starting schedule is added. The drugs have to be monitored every two hours. In practice,
this is not always that easy. Monitoring CDS the way we are supposed to according to the
guidelines. As a general practitioner, you lose a lot of time. You have to check the patient
regularly during the CDS. That is not always possible in practical terms. Especially since
they want us to treat more and more patients. So it is a matter of increasing the doses
sometimes.” (General practitioner)

3.2.2. Structure: Macro
The Structural Knowledge Gap in Medical Education

Nearly all participants claim that medical education does not focus on CDS. Further-
more, the lack of education has yielded a “structural knowledge gap” about CDS in the
overall physician population. Therefore, they experience that this gap leads physicians
to make “recurring errors” in terms of decision-making about and performance of CDS.
Frequently cited errors include the use of suboptimal drugs and initiating CDS with the
“incorrect intention”, namely, not for mitigating the unbearable suffering.

“There is insufficient training for CDS and also insufficient knowledge. I have never had
training on palliative sedation either. I never had anything about palliation. So a lot of
doctors do not know what CDS means. Whatever their background is, they just think:
“We will give them a bit of Midazolam and they will sleep. If it needs to go a bit faster?
Then we should give them a bit more. After that, we add a little morphine. They think
that CDS is pretty simple.” (Geriatrician)

The Legal Context for Assisted Dying

Several participants experience that a certain group of fellow physicians sometimes
performs CDS to “intentionally” hasten the death of patients at the end of life instead of
performing assisted dying in order to circumvent the procedural safeguards of assisted
dying legislation, as these are perceived to be “complex” and “burdensome”. In addition,
some participants report that they have, in exceptional situations, carried out CDS to hasten
death in patients for whom a legal framework regarding end-of-life decisions was lacking,
but only at the patients’ or their proxies’ repeated requests, such as in patients with a severe
decline in mental capacity.

“There are also a number of questions in that registration document about assisted dying
that are not always easy to answer, for example, that you have to specify what exactly
is unbearable suffering. That is one thing. And then there is the practical side of the
registration. You have to take it to the post office. You have to send it by registered mail..
You have to register all of this in your patient file. In itself, that is quite a lot of work for
something in which we have already invested a lot of time and energy. And I know that
many general practitioners often think: “You know, I have really invested a lot of time,
energy and effort for this, for which I have been paid little or nothing. But I also have to
spend another half hour filling in the paperwork for the registration and another half hour
going to the post office to get everything done, waiting in line and so on.” I also notice
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that colleagues ask questions about this and that this is a barrier preventing them from
doing it. And then sometimes CDS is chosen.” (GP)

The Lack of a Clear Legal Context for CDS

Some participants argue that the “lack of a clear legal context for CDS” influences their
decision-making and performance of CDS, as there is no legal basis for the elements it must
include. Therefore, these participants perceive they have more room for interpretation
regarding indications for CDS. Furthermore, some participants rely on the French legal con-
text for CDS, i.e., the Claeys–Leonetti Law, to guide their CDS decisions. More specifically,
they feel supported by that legislation to initiate CDS at patients’ explicit requests when
most indications are fulfilled.

“I think it is desirable for there to be legislation on CDS and for it to be written a bit like
a guideline of how to carry things out, that you have to start at a certain dose depending
on the weight of the patient, and that you then have to re-evaluate and document whether
the patient is comfortable or not, and that you may then adjust the drugs proportionally.
I think everyone has their own method now, because there is very little that is clear and
black-and-white due to the lack of legislation.” (Intensive care physician)

3.2.3. Culture: Meso
The Moral Reservations of Care Teams and/or Institutions towards CDS

Several participants explain that they often “hesitate” to perform CDS, as their care
teams and/or institutions are reluctant to practice CDS. This reluctance partially stems
from the moral reservations of these care teams and institutions towards CDS, considering
it “morally pernicious”, as they believe that physicians mainly use it for terminating patient
lives rather than for alleviating unbearable suffering. Given these moral reservations, some
of these participants did not perform CDS in some cases, despite their belief of it being
the best option for the patient, or they did not sedate the patient as deeply as they should
have done.

“The annoying thing is that you always get caught up in all those ethics. Some physicians
say: “You cannot do that. Being so deeply sedated? And is that ethically acceptable?” So
yes, in that case I try to find the middle ground based on what I know from all the fields.
And searching, and gaining experience. For example, I consult the professionals from
intensive care, to achieve something that is acceptable for me, but also for them. How
should I put it? Intellectually acceptable. But yes, in the end, the patient is not deeply
sedated.” (Palliative care physician)

The Presence of a Palliative Care Culture within Care Teams and Institutions

According to most participants, both those with training in palliative medicine as well
as those without, the presence of a palliative care culture within their care team and/or
institution facilitates their own performance of CDS. Palliative care culture is described
by participants as the systematic use of palliative care by the care team and/or institution.
Due to this palliative care culture, these participants feel encouraged to carry out CDS as
palliation against refractory symptoms.

“The biggest difference I see is in the nursing home where I am involved. I think we
have a good palliative culture there, and we have also had a palliative care coordinator
for the last year who was brought in solely for palliative care. We certainly give all the
information about palliative care and CDS. So if you ask, “does everybody know what
CDS entails?”, then it is certainly the intention for all our nurses to know what it means.
When CDS is initiated, the coordinator will take the lead and support me and the nurses
who sometimes take over the monitoring, but he will also support the resident’s family.
That makes you feel, of course, as a GP, that you’re working in a medically authorized
way and that makes things much easier.” (GP)
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The Culture of Fear of Making Clinical Errors Regarding CDS among a Group
of Physicians

Several participants experience a “culture of fear” present among a group of physicians
surrounding clinical errors regarding CDS. More specifically, this group of physicians is
fearful of administering CDS to patients who are not eligible for it in terms of not meeting all
the required indications. The fear of these physicians stems from their common perception
that CDS has “far-reaching” consequences for patients and their proxies, such as the
inability to engage in social interaction. Because of this culture of fear, these physicians
occasionally decide not to perform CDS.

The Professional Stigma of Performing Assisted Dying among Some of the
Physician Population

Several participants state that they have used CDS in part to end the lives of patients,
rather than assisted dying, because of the professional stigma of performing assisted dying
among some of the physician population. More specifically, this professional stigma means
that performing assisted dying is viewed as physicians choosing the “easiest option” to
end the suffering of patients. Because these participants do not wish to be associated with
this, they sometimes use CDS in cases where they would otherwise use assisted dying.

“And then this ‘compromise’. Yes, I think that this is often done. I have already ex-
perienced situations in which I discuss a case with medical specialists about a patient
with cancer who had requested assisted dying and they say: “No, we really cannot do
that. And if the suffering gets too severe, then we can always do CDS.” So then this
compromise is chosen. There should be a chance to be able to talk about life-shortening
actions without coming before this ‘moral court’.” (General practitioner)

3.2.4. Culture: Macro
The Different Understandings of CDS in the Medical and Policy Fields

Some participants experience different understandings of CDS in the medical field
that impact their practice. These understandings include the notion that CDS should
be approached either as a standard practice or an exceptional one. According to these
participants, the tension between these understandings in the medical field is reflected in a
“jumble” of different indications, intentions, recommendations, and prudence surrounding
CDS. Moreover, some participants report being hesitant and/or cautious to perform CDS, as
it is viewed as an exceptional practice. Other participants, on the contrary, feel “empowered”
to perform CDS, as it is a standard practice. According to the participants, this tension is
also present in the field of policy. Here, they frequently refer to the ongoing policy debate
about whether or not to implement control measures for CDS in Belgium.

The Societal Taboo around Suffering at the End of Life and Natural Death

Some participants often encounter pressure from patients and proxies to initiate CDS
at the end of life. Participants attribute this pressure they experience to the societal taboo
around suffering at the end of life, resulting in the fear of natural death and suffering
in patients and their proxies. Because of this fear, they request CDS, as being sedated is
deemed a “painless and peaceful way to die”. Consequently, participants indicate giving in
to such pressure in certain cases, even though some patients do not fulfill the whole range
of indications for CDS.

“That sometimes CDS is initiated too early is also due to pressure from the families. “And
look at him lying here now. That is not good, let him sleep now.” And then, as a physician,
you hit a bit of a wall and sometimes the dose is increased abnormally or other things
are done with the intention of speeding things up. But then that is not always what was
initially intended. But it is very often under pressure from our society that these things
happen. We are not always used to seeing people die. But maybe that is a reality that we
have to learn to deal with as physicians? And, yes, dying, they want you to keep people
alive for as long as possible. But you should not talk about it too much. You should not do
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too much advanced care planning. But when they lie there. You cannot do that. That is
not possible. Yes, it has to be ‘done’ yesterday rather than today. And that is the current
society in which we are living nowadays.” (Intensive care physician)

4. Discussion
4.1. Summary of Main Findings

We aimed to explore physicians’ experiences and perceptions of environmental fac-
tors affecting CDS practice. Multiple environmental factors were identified that could be
centered around culture and structure. Firstly, structural factors include (1) the lack of
professional and/or technical support in monitoring sedated patients; (2) the use of guide-
lines in team contexts; (3) the time constraints for treating individual patients and pressure
of work; (4) the structural knowledge gap in medical education; (5) the legal context for
assisted dying; and (6) the lack of a clear legal context for CDS. Secondly, cultural factors
include (1) the moral reservations of care teams and/or institutions towards CDS; (2) the
presence of a palliative care culture within care teams and institutions; (3) the culture of fear
of making clinical errors regarding CDS among a group of physicians; (4) the professional
stigma of performing assisted dying among some of the physician population; (5) the
different understandings of CDS in the medical and policy fields; and (6) the societal taboo
around suffering at the end of life and natural death.

4.2. Strenghts and Limitations

Since the influence of the environmental context on the practice of CDS has rarely been
addressed by previous research, our secondary study represents an important contribution
to the body of literature. All the researchers of the primary study were involved in the
process of secondary analysis, and thereby were closer to the research subject, the study
context, and the primary data [25,31,51]. By doing so, we enhanced the clarity and trustwor-
thiness of the secondary study. For example, a misinterpretation of the methods used in the
primary study was not possible [52]. Additionally, the primary data were collected recently.
Therefore, it is most likely that the findings of our secondary analysis still apply to the
current context of CDS practice [27,31]. The sample of participants shows a considerable
degree of heterogeneity, which allowed us to include different perceptions and experiences
in the analysis.

Performing a secondary study also entails some limitations. The use of a secondary
design is a limitation in that the topic guide was not specifically geared to the research ques-
tions in this article. This may have led us to miss relevant information. Although theoretical
sampling of participants was not possible to enhance the rigor of the secondary analysis,
we argue that this limitation has been moderated by including a maximum variation of
physicians’ experiences and perceptions in the analysis [29,31]. Although our ‘closeness’ to
the primary study involves several opportunities, this simultaneously hinders a ‘tabula
rasa’ approach in performing a secondary analysis [27]. Furthermore, environmental fac-
tors were identified with the aid of physicians’ experiences and perceptions. Therefore,
we may not have captured the whole (inter)subjective complexity of the environmental
context, as other parties involved were not included. In addition, we employed investigator
triangulation, namely including multiple researchers in the whole process of analysis, to
reduce potential bias.

4.3. Interpretation of the Findings

In the general literature, the medical practice of physicians is assumed to be bound to
an ever-changing and dynamic context, thus not merely being the results of individuals’
cognitive processes [53,54]. With regard to CDS practice, this assumption is also echoed
by the narratives of participants in our study, indicating that the environmental context
influences physicians’ practice of CDS. In this way, our findings could be interpreted as
an empirical substantiation for the assumptions of several authors that the environmental
context plays a non-negligible role in CDS. Although authors especially suggest the po-
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tential influence of culture [4,55], structure should not be overlooked to understand the
full scope of factors influencing CDS practice, as multiple structural factors that have often
been omitted by other research were identified in our study. By identifying environmental
factors, our study might provide additional explanations for the considerable variation in
prevalence and practice of CDS between settings and countries [5]. The latter, for instance,
is reflected in the international UNBIASED Study conducted in the Netherlands, Belgium,
and the United Kingdom [9,10]. That study showed that CDS could refer to a spectrum
of practices, or variation in CDS practice, which was mainly attributed to the differences
between practitioners themselves in these countries, such as differences in their personal
attitudes towards CDS and conceptualizations of CDS [8]. Our findings suggest that such
variations in CDS practice may not only be attributed to (inter)personal factors, but si-
multaneously to meso and macro factors. In that regard, some meso and macro factors
identified could also be interpreted as facilitators that might prompt physicians’ use of
CDS, namely, the presence of a palliative care culture within care teams and institutions, the
shared understanding of CDS as a normal practice, assisted dying legislation, and societal
fear of suffering at the end of life. Thus, hypothetically, these factors may partly explain
why the prevalence of CDS in Belgium is considerably higher than in other countries [5].

Our study suggests that the practice of CDS is empirically intertwined with the practice
of assisted dying, which corroborates previous studies [9,56–62]. More specifically, our
findings indicate that in some cases, consideration of assisted dying is diverted to CDS due
to the professional stigma of assisted dying among some of the physician population, the
procedural requirements of the assisted dying legislation, and the gaps in this legislation
in terms of excluding certain patient groups. This environmental context thus seems to
influence CDS practice, leading to CDS being more often opted for as well as potentially
being carried out with the intent of actively hastening death. In the literature, references
have been made in that regard to ‘hidden assisted dying’, ‘slow assisted dying’, and ‘grey
area practice’ [4,63]. Empirical studies, however, locate the causes of such intertwining
to physicians in particular: for example in their moral identities [9] or their lack of an
accurate notion of CDS and/or assisted dying [58]. Our findings, by contrast, suggest
that the empirically close relationship between CDS and assisted dying is also determined
through structural and cultural factors on the meso and macro level. In that regard, some
participants in our study indicated the legal context for assisted dying in particular as a
predominant macro factor of influence. This might contain important implications for those
jurisdictions seeking to implement legislation on assisted dying. As such implementations
can be accompanied with a change in how CDS is framed and approached both medically
and societally, it is advisable for these jurisdictions to consider this potential change in their
implementation process and to anticipate its effects.

4.4. Recommendations and Implications

As the practice of CDS is believed to have room for improvement, various quality
improvement initiatives have been developed in the medical field that have had little
impact [22]. In accordance with our findings, it is recommended that such initiatives should
also address the environmental context of physicians in order to enhance their leverage.
Guidelines for CDS, for instance, could also pay attention to how practitioners can deal
with pressure from patients and their proxies to perform CDS, or to cope with their possible
fear of making clinical errors in relation to CDS. Alternatively, guidelines for CDS that
make a clear distinction between assisted dying and CDS may aid physicians to better
differentiate between them in practice.

The criticism of CDS has led public health policymakers in some countries, such as
Belgium and the Netherlands, to consider how to improve CDS practice as a whole [63].
This study provides indications of which aspects to target. A first step in that direction
might be that public health policymakers and the medical field work in concert to clarify
the conceptual ambiguity regarding CDS. It also seems appropriate that they apply a con-
textual approach adapted to the real-life experiences of physicians to address the identified
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environmental factors that lead them to consider CDS as a substitute for assisted dying.
Profound instruction about CDS in medical training is also a worthwhile recommendation.

Future research could investigate to what extent our findings about the influence of the
environmental context apply to countries without legislation on assisted dying. Another
interesting research direction would be to investigate how and to what extent the imple-
mentation of cultural and structural elements in improvement initiatives would enhance
CDS practice. Moreover, we only used the experiences and perceptions of physicians to
explore environmental factors impacting CDS practice. Therefore, it may be interesting for
future studies to explore the experiences of other involved parties, for example, nurses, to
shed light on another part of CDS practice and to compare their accounts of environmental
factors with our findings. Furthermore, further research is also needed on how micro
factors in physicians’ practice of CDS are related to the meso and macro factors we have
identified in this study.

5. Conclusions

Based upon physicians’ experiences and perceptions, this study suggests that multiple
environmental factors might affect their practice of CDS. This indicates that the environ-
mental context should be considered to grasp the whole reality and scope of influence of
CDS practice. The factors identified here could provide guidance to those who want to steer
or intervene in physicians’ practice of CDS, underlining the need to move beyond physi-
cians’ personal and interpersonal characteristics. Our findings emphasise the importance
of adopting a whole-system approach to improve CDS practice as a whole.

Author Contributions: Conceptualization: S.V., S.D., L.R., J.C., L.D., F.M. and K.C.; Data collection:
S.V. and L.R.; Formal analysis: S.V. and S.D. All authors made a substantial contribution to interpreting
the data and revising the manuscript critically, have given the final approval of the manuscript to be
submitted for publication, and have participated sufficiently in the work to take responsibility for
appropriate portions of the content. All authors have read and agreed to the published version of the
manuscript.

Funding: This research was funded by Vrije Universiteit Brussel Funds ‘Zorg aan het Levenseinde’
and ‘Wetenschappelijk Steunfonds’, and by The Federal Public Service for Public Health, Food
Chain Safety and Environment of Belgium. Sigrid Dierickx is a Postdoctoral Fellow of the Re-
search Foundation—Flanders (FWO). The manuscript was published with the financial support of
Universitaire Stichting van België.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by The Medical Ethics Committee of the Brussels University Hospital
(B.U.N. 143201938601; 23 January 2019).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Qualitative data in text format and pseudonymized databases will be
stored in the archive of the Vrije Universiteit Brussel and will be shared with third parties only upon
reasonable request and upon signing a data user agreement, as this data is covered by the GDPR
(restricted access).

Acknowledgments: The authors would like to thank all participants for sharing their experiences
and perceptions, Filip Schriers for assistance with data collection.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. Twycross, R. Reflections on Palliative Sedation. Palliat. Care Res. Treat. 2019, 12, 1178224218823511. [CrossRef] [PubMed]
2. Morita, T.; Tsuneto, S.; Shima, Y. Definition of Sedation for Symptom Relief: A Systematic Literature Review and a Proposal of

Operational Criteria. J. Pain Symptom Manag. 2002, 24, 447–453. [CrossRef]
3. Morita, T.; Maeda, I.; Mori, M.; Imai, K.; Tsuneto, S. Uniform Definition of Continuous-Deep Sedation. Lancet Oncol. 2016, 17,

e222. [CrossRef]

http://doi.org/10.1177/1178224218823511
http://www.ncbi.nlm.nih.gov/pubmed/30728718
http://doi.org/10.1016/S0885-3924(02)00499-2
http://doi.org/10.1016/S1470-2045(16)30115-2


Int. J. Environ. Res. Public Health 2022, 19, 5472 14 of 16

4. Hasselaar, J. Palliative Sedation: A Medical-Ethical Exploration. In Textbook of Palliative Care; MacLeod, R.D., Van den Block, L.,
Eds.; Springer: Cham, Switzerland, 2018. [CrossRef]

5. Heijltjes, M.T.; van Thiel, G.J.M.W.; Rietjens, J.A.C.; van der Heide, A.; de Graeff, A.; van Delden, J.J.M. Changing Practices in the
Use of Continuous Sedation at the End of Life: A Systematic Review of the Literature. J. Pain Symptom Manag. 2020, 60, 828–846.
[CrossRef] [PubMed]

6. Miccinesi, G.; Rietjens, J.A.C.; Deliens, L.; Paci, E.; Bosshard, G.; Nilstun, T.; Norup, M.; Van Der Wal, G. Continuous Deep
Sedation: Physicians’ Experiences in Six European Countries. J. Pain Symptom Manag. 2006, 31, 122–129. [CrossRef] [PubMed]

7. Anquinet, L.; Rietjens, J.A.C.; Seale, C.; Seymour, J.; Deliens, L.; Van Der Heide, A. The Practice of Continuous Deep Sedation
until Death in Flanders (Belgium), the Netherlands, and the U.K.: A Comparative Study. J. Pain Symptom Manag. 2012, 44, 33–43.
[CrossRef]

8. Seymour, J.; Rietjens, J.; Bruinsma, S.; Deliens, L.; Sterckx, S.; Mortier, F.; Brown, J.; Mathers, N.; Van Der Heide, A. Using
Continuous Sedation until Death for Cancer Patients: A Qualitative Interview Study of Physicians’ and Nurses’ Practice in Three
European Countries. Palliat. Med. 2015, 29, 48–59. [CrossRef]

9. Raus, K.; Brown, J.; Seale, C.; Rietjens, J.A.; Janssens, R.; Bruinsma, S.; Mortier, F.; Payne, S.; Sterckx, S. Continuous Sedation until
Death: The Everyday Moral Reasoning of Physicians, Nurses and Family Caregivers in the UK, the Netherlands and Belgium.
BMC Med. Ethics 2014, 15, 14. [CrossRef]

10. Robijn, L.; Seymour, J.; Deliens, L.; Korfage, I.; Brown, J.; Pype, P.; Van Der Heide, A.; Chambaere, K.; Rietjens, J. The Involvement
of Cancer Patients in the Four Stages of Decision-Making Preceding Continuous Sedation until Death: A Qualitative Study. Palliat.
Med. 2018, 32, 1198–1207. [CrossRef]

11. Seale, C.; Raus, K.; Bruinsma, S.; van der Heide, A.; Sterckx, S.; Mortier, F.; Payne, S.; Mathers, N.; Rietjens, J. The Language of
Sedation in End-of-Life Care: The Ethical Reasoning of Care Providers in Three Countries. Health 2015, 19, 339–354. [CrossRef]

12. Arevalo, J.J.; Rietjens, J.A.; Swart, S.J.; Perez, R.S.G.M.; van der Heide, A. Day-to-Day Care in Palliative Sedation: Survey of
Nurses’ Experiences with Decision-Making and Performance. Int. J. Nurs. Stud. 2013, 50, 613–621. [CrossRef] [PubMed]

13. Van Deijck, R.H.P.D.; Hasselaar, J.G.J.; Verhagen, S.C.A.H.H.V.M.; Vissers, K.C.P.; Koopmans, R.T.C.M. Determinants of the
Administration of Continuous Palliative Sedation: A Systematic Review. J. Palliat. Med. 2013, 16, 1624–1632. [CrossRef] [PubMed]

14. McBee, E.; Ratcliffe, T.; Picho, K.; Schuwirth, L.; Artino, A.R.; Yepes-Rios, A.M.; Masel, J.; Van Der Vleuten, C.; Durning, S.J.
Contextual Factors and Clinical Reasoning: Differences in Diagnostic and Therapeutic Reasoning in Board Certified versus
Resident Physicians. BMC Med. Educ. 2017, 17, 211. [CrossRef]

15. Swart, S.J.; Rietjens, J.A.C.; Van Zuylen, L.; Zuurmond, W.W.A.; Perez, R.S.G.M.; Van Der Maas, P.J.; Van Delden, J.J.M.; Van
Der Heide, A. Continuous Palliative Sedation for Cancer and Noncancer Patients. J. Pain Symptom Manag. 2012, 43, 172–181.
[CrossRef]

16. Maessen, M.; Veldink, J.; Onwuteaka-Philipsen, B.; de Vries, J.; Wokke, J.; Van Der Wal, G.; van den Berg, L. Trends and
Determinants of End-of-Life Practices in ALS in the Netherland. Neurology 2009, 73, 954–961. [CrossRef] [PubMed]

17. Hasselaar, J.; Reuzel, R.; van den Muijsenbergh, M.; Koopmans, R.; Leget, C.; Crul, B.; Vissers, K. Dealing with Delicate Issues
in Continuous Deep Sedation: Varying Practices among Dutch Medical Specialists, General Practitioners, and Nursing Home
Physicians. Arch. Intern. Med. 2008, 168, 537–543. [CrossRef] [PubMed]

18. Ziegler, S.; Schmid, M.; Bopp, M.; Bosshard, G.; Puhan, M.A. Continuous Deep Sedation Until Death—a Swiss Death Certificate
Study. J. Gen. Intern. Med. 2018, 33, 1052–1059. [CrossRef]

19. van Tol, D.G.; Kouwenhoven, P.; Van Der Vegt, B.; Weyers, H. Dutch Physicians on the Role of the Family in Continuous Sedation.
J. Med. Ethics 2015, 41, 240–244. [CrossRef]

20. Reuzel, R.P.B.; Hasselaar, G.J.; Vissers, K.C.P.; van der Wilt, G.J.; Groenewoud, J.M.M.; Crui, B.J.P. Inappropriateness of Using
Opioids for End-Stage Palliative Sedation: A Dutch Study. Palliat. Med. 2008, 22, 641–646. [CrossRef]

21. Swart, S.J.; Brinkkemper, T.; Rietjens, J.A.C.; Blanker, M.H.; van Zuylen, L.; Ribbe, M.; Zuurmond, W.W.A.; van der Heide, A.;
Perez, R.S.G.M. Physicians’ and Nurses’ Experiences With Continuous Palliative Sedation in the Netherlands Ontinuous. Arch.
Intern. Med. 2010, 170, 1271–1274. [CrossRef]

22. Robijn, L.; Deliens, L.; Scherrens, A.L.; Pauwels, N.S.; Pype, P.; Rietjens, J.; Chambaere, K. A Systematic Review of Quality
Improvement Initiatives for Continuous Sedation until Death. Palliat. Med. 2021, 35, 670–682. [CrossRef] [PubMed]

23. Vissers, S.; Robijn, L.; Dierickx, S.; Mortier, F.; Cohen, J.; Deliens, L.; Chambaere, K. Control Measures for Continuous Deep
Sedation Until Death: A Framing Analysis of the Views of Physicians. Qual. Health Res. 2021, 31, 2390–2402. [CrossRef] [PubMed]

24. Sterckx, S.; Raus, K.; Mortier, F. Continuous Sedation at the End of Life: Ethical, Clinical and Legal Perspectives; Cambridge University
Press: Cambridge, UK, 2012; pp. 1–285. [CrossRef]

25. Heaton, J. Reworking Qualitative Data; SAGE Publications: London, UK, 2004.
26. Heaton, J. Secondary Analysis of Qualitative Data. In The Sage Handbook of Social Research Methods; SAGE: Newcastle upon Tyne,

UK, 2008; pp. 1–631.
27. Ruggiano, N.; Perry, T.E. Conducting Secondary Analysis of Qualitative Data: Should We, Can We, and How? Qual. Soc. Work

2019, 18, 81–97. [CrossRef] [PubMed]
28. Brownlie, J.; Howson, A. “Between the Demands of Truth and Government”: Health Practitioners, Trust and Immunisation Work.

Soc. Sci. Med. 2006, 62, 433–443. [CrossRef] [PubMed]

http://doi.org/10.1007/978-3-319-31738-0_92-1
http://doi.org/10.1016/j.jpainsymman.2020.06.019
http://www.ncbi.nlm.nih.gov/pubmed/32599152
http://doi.org/10.1016/j.jpainsymman.2005.07.004
http://www.ncbi.nlm.nih.gov/pubmed/16488345
http://doi.org/10.1016/j.jpainsymman.2011.07.007
http://doi.org/10.1177/0269216314543319
http://doi.org/10.1186/1472-6939-15-14
http://doi.org/10.1177/0269216318770342
http://doi.org/10.1177/1363459314555377
http://doi.org/10.1016/j.ijnurstu.2012.10.004
http://www.ncbi.nlm.nih.gov/pubmed/23102504
http://doi.org/10.1089/jpm.2013.0173
http://www.ncbi.nlm.nih.gov/pubmed/24228835
http://doi.org/10.1186/s12909-017-1041-x
http://doi.org/10.1016/j.jpainsymman.2011.04.004
http://doi.org/10.1212/WNL.0b013e3181b87983
http://www.ncbi.nlm.nih.gov/pubmed/19770471
http://doi.org/10.1001/archinternmed.2007.130
http://www.ncbi.nlm.nih.gov/pubmed/18332301
http://doi.org/10.1007/s11606-018-4401-2
http://doi.org/10.1136/medethics-2013-101624
http://doi.org/10.1177/0269216308091867
http://doi.org/10.1001/archinternmed.2010.226
http://doi.org/10.1177/0269216321996990
http://www.ncbi.nlm.nih.gov/pubmed/33722107
http://doi.org/10.1177/10497323211037648
http://www.ncbi.nlm.nih.gov/pubmed/34617830
http://doi.org/10.1017/CBO9781139856652
http://doi.org/10.1177/1473325017700701
http://www.ncbi.nlm.nih.gov/pubmed/30906228
http://doi.org/10.1016/j.socscimed.2005.05.033
http://www.ncbi.nlm.nih.gov/pubmed/16046042


Int. J. Environ. Res. Public Health 2022, 19, 5472 15 of 16

29. Kia, H.; Salway, T.; Lacombe-Duncan, A.; Ferlatte, O.; Ross, L.E. “You Could Tell I Said the Wrong Things”: Constructions of
Sexual Identity Among Older Gay Men in Healthcare Settings. Qual. Health Res. 2022, 32, 255–266. [CrossRef] [PubMed]

30. Dufour, I.F.; Richard, M.C. Theorizing from Secondary Qualitative Data: A Comparison of Two Data Analysis Methods. Cogent
Educ. 2019, 6, 1690265. [CrossRef]

31. Whiteside, M.; Mills, J.; McCalman, J. Using Secondary Data for Grounded Theory Analysis. Aust. Soc. Work 2012, 65, 504–516.
[CrossRef]

32. Tong, A.; Sainsbury, P.; Craig, J. Consolidated Criteria for Reporting Qualitative Research (COREQ): A 32-Item Checklist for
Interviews and Focus Groups. Int. J. Qual. Health Care 2007, 19, 349–357. [CrossRef]

33. Robijn, L.; Cohen, J.; Rietjens, J.; Deliens, L.; Chambaere, K. Trends in Continuous Deep Sedation until Death between 2007 and
2013: A Repeated Nationwide Survey. PLoS ONE 2016, 11, e0158188. [CrossRef]

34. Van Den Block, L.; Deschepper, R.; Bilsen, J.; Bossuyt, N.; Van Casteren, V.; Deliens, L. Euthanasia and Other End-of-Life Decisions:
A Mortality Follow-Back Study in Belgium. BMC Public Health 2009, 9, 79. [CrossRef]

35. Raus, K. Continuous Sedation at the End of Life: Practice, Perspectives and Ethical Analyses. Ph.D. Thesis, Ghent University,
Ghent, Belgium, 2013.

36. Federal Control and Evaluation Committee for Euthanasia. Ninth Report to the Belgian Parliament 2018–2019. Available online:
https://www.endoflifecare.be/sites/default/files/atoms/files/KasperRaus_tekst_aangepast.pdf (accessed on 22 March 2022).

37. Broeckaert, B.; Mullie, A.; Gielen, J.; Desmet, M.; Declerck, P.; Vanden Bergje, P. Palliatieve Sedatie Richtlijn Versie 2.0. 2012. Avail-
able online: https://palliatievezorgvlaanderen.be/wp-content/uploads/2021/07/richtlijn_palliatieve_sedatie.pdf (accessed on
22 March 2022).

38. Zorgnet-Icuro. Ethisch Advies: Palliatieve Sedatie. Available online: https://www.zorgneticuro.be/publicaties/ethisch-advies-
16-palliatieve-sedatie (accessed on 15 March 2022). [CrossRef]

39. Life End Information Forum, L. Life End Application—LEA. Available online: https://www.levenseindeapp.be (accessed on 15
March 2022).

40. O’Brien, B.C.; Harris, I.B.; Beckman, T.J.; Reed, D.A.; Cook, D.A. Standards for reporting qualitative research: A synthesis of
recommendations. Acad. Med. 2014, 89, 1245–1251. [CrossRef] [PubMed]

41. Burr, V. Social Constructionism, 3rd ed.; Routledge: London, UK, 2003. [CrossRef]
42. Palinkas, L.; Horwitz, S.; Green, C.; Wisdom, J.; Duan, N.; Hoagwood, K. Purposeful Sampling for Qualitative Data Collection

and Analysis in Mixed Method Implementation Research. Adm. Policy Ment. Health Ment. Health Serv. Res. 2015, 42, 533–544.
[CrossRef] [PubMed]

43. McLaughlin, P. Toward an Ecology of Social Action: Merging the Ecological and Constructivist Traditions. Hum. Ecol. Rev. 2001,
8, 12–28.

44. Besthorn, F.H. Ecological Social Work: Shifting Paradigms in Environmental Practice. Int. Encycl. Soc. Behav. Sci. Second Ed. 2015,
871–877. [CrossRef]

45. Catton, W.R.; Dunlap, R.E. A New Ecological Paradigm for Post-Exuberant Sociology. Am. Behav. Sci. 1980, 24, 15–47. [CrossRef]
46. Reckwitz, A. Toward a Theory of Social Practices: A Development in Culturalist Theorizing. Eur. J. Soc. Theory 2002, 5, 243–263.

[CrossRef]
47. Fereday, J.; Muir-Cochrane, E. Demonstrating Rigor Using Thematic Analysis: A Hybrid Approach of Inductive and Deductive

Coding and Theme Development. Int. J. Qual. Methods 2006, 5, 80–92. [CrossRef]
48. Thomas, D. A General Inductive Approach for Qualitative Data Analysis. Am. J. Eval. 2006, 27, 237–246. [CrossRef]
49. Bronfenbrenner, U. The Ecology of Human Development: Experiments by Nature and Design; Harvard University Press: Cambridge,

CA, USA, 1979. [CrossRef]
50. Corden, A.; Sainsbury, R. Using Verbatim Quotations in Reporting Qualitative Social Research: The Views of Research Users; The

Publications Office of the University of York: Heslington, UK, 2006.
51. Williams, D.D.; Kimmons, R. Qualitative Rigor: How Do I Conduct Qualitative Research in a Rigorous Manner? Educ. Res. 2019,

1–20.
52. Corti, L.; Thompson, P. The Secondary Analysis of Archived Qualitative Data; Qualitative Research Practice; Sage: London, UK, 2012;

pp. 327–343.
53. Higgs, J.; Jensen, G.M.; Stephen, L.; Christensen, N. Clinical Reasoning in the Health Professions, 4th ed.; Elsevier: Edinburgh, UK;

London, UK; New York, NY, USA; Oxford, UK; Philadelphia, PA, USA; St. Louis, MO, USA; Sydney, Australia, 2019.
54. McBee, E.; Ratcliffe, T.; Schuwirth, L.; O’Neill, D.; Meyer, H.; Madden, S.J.; Durning, S.J. Context and Clinical Reasoning:

Understanding the Medical Student Perspective. Perspect. Med. Educ. 2018, 7, 256–263. [CrossRef]
55. Vivat, B.; Twycross, R. CSD Continuous Sedation Until Death; A Response to Changing Practices in the Use of Continuous

Sedation at the End of Life: A Systematic Review of the Literature (Heijltjes et al., 2020). J. Pain Symptom Manag. 2022, 63,
e139–e141. [CrossRef] [PubMed]

56. Robijn, L.; Chambaere, K.; Raus, K.; Rietjens, J.; Deliens, L. Reasons for Continuous Sedation until Death in Cancer Patients: A
Qualitative Interview Study. Eur. J. Cancer Care 2017, 26, e12405. [CrossRef] [PubMed]

57. Sercu, M.; Pype, P.; Christiaens, T.; Derese, A.; Deveugele, M. Belgian General Practitioners’ Perspectives on the Use of Palliative
Sedation in End-of-Life Home Care: A Qualitative Study. J. Pain Symptom Manag. 2014, 47, 1054–1063. [CrossRef] [PubMed]

http://doi.org/10.1177/10497323211050373
http://www.ncbi.nlm.nih.gov/pubmed/34875919
http://doi.org/10.1080/2331186X.2019.1690265
http://doi.org/10.1080/0312407X.2011.645165
http://doi.org/10.1093/intqhc/mzm042
http://doi.org/10.1371/journal.pone.0158188
http://doi.org/10.1186/1471-2458-9-79
https://www.endoflifecare.be/sites/default/files/atoms/files/KasperRaus_tekst_aangepast.pdf
https://palliatievezorgvlaanderen.be/wp-content/uploads/2021/07/richtlijn_palliatieve_sedatie.pdf
https://www.zorgneticuro.be/publicaties/ethisch-advies-16-palliatieve-sedatie
https://www.zorgneticuro.be/publicaties/ethisch-advies-16-palliatieve-sedatie
http://doi.org/10.1007/s41045-015-0061-3
https://www.levenseindeapp.be
http://doi.org/10.1097/ACM.0000000000000388
http://www.ncbi.nlm.nih.gov/pubmed/24979285
http://doi.org/10.4135/9781452276311.n257
http://doi.org/10.1007/s10488-013-0528-y
http://www.ncbi.nlm.nih.gov/pubmed/24193818
http://doi.org/10.1016/B978-0-08-097086-8.28027-6
http://doi.org/10.1177/000276428002400103
http://doi.org/10.1177/13684310222225432
http://doi.org/10.1177/160940690600500107
http://doi.org/10.1177/1098214005283748
http://doi.org/10.1037/0003-066X.34.10.844
http://doi.org/10.1007/s40037-018-0417-x
http://doi.org/10.1016/j.jpainsymman.2021.09.005
http://www.ncbi.nlm.nih.gov/pubmed/34562594
http://doi.org/10.1111/ecc.12405
http://www.ncbi.nlm.nih.gov/pubmed/26515814
http://doi.org/10.1016/j.jpainsymman.2013.06.016
http://www.ncbi.nlm.nih.gov/pubmed/24095283


Int. J. Environ. Res. Public Health 2022, 19, 5472 16 of 16

58. Anquinet, L.; Raus, K.; Sterckx, S.; Smets, T.; Deliens, L.; Rietjens, J.A.C. Similarities and Differences between Continuous Sedation
until Death and Euthanasia—Professional Caregivers’ Attitudes and Experiences: A Focus Group Study. Palliat. Med. 2013, 27,
553–561. [CrossRef] [PubMed]

59. Rietjens, J.A.C.; Buiting, H.M.; Pasman, H.R.W.; van der Maas, P.J.; van Delden, J.J.M.; van der Heide, A. Deciding about
Continuous Deep Sedation: Physicians’ Perspectives: A Focus Group Study. Palliat. Med. 2009, 23, 410–417. [CrossRef] [PubMed]

60. Rys, S.; Deschepper, R.; Mortier, F.; Deliens, L.; Bilsen, J. Bridging the Gap Between Continuous Sedation Until Death and
Physician-Assisted Death: A Focus Group Study in Nursing Homes in Flanders, Belgium. Am. J. Hosp. Palliat. Med. 2015, 32,
407–416. [CrossRef]

61. Tomczyk, M.; Dieudonné-Rahm, N.; Jox, R.J. A Qualitative Study on Continuous Deep Sedation until Death as an Alternative to
Assisted Suicide in Switzerland. BMC Palliat. Care 2021, 20, 67. [CrossRef]

62. Cohen-Almagor, R.; Wesley Ely, E. Euthanasia and Palliative Sedation in Belgium. BMJ Support. Palliat. Care 2018, 8, 307–313.
[CrossRef]

63. Onwuteaka-Philipsen, B.D.; Legemaate, J.; van der Heide, A.; van Delden, H.; Evenblij, K.; El Hammoud, I.; Pasman, H.R.W.;
Ploem, C.; Pronk, R.; van de Vathorst, S.; et al. Derde Evaluatie—Wet Toetsing Levensbeëindiging Op Verzoek En Hulp Bij
Zelfdoding. Available online: https://publicaties.zonmw.nl/derde-evaluatie-wet-toetsing-levensbeeindiging-op-verzoek-en-
hulp-bij-zelfdoding/ (accessed on 22 March 2022).

http://doi.org/10.1177/0269216312462272
http://www.ncbi.nlm.nih.gov/pubmed/23104513
http://doi.org/10.1177/0269216309104074
http://www.ncbi.nlm.nih.gov/pubmed/19304807
http://doi.org/10.1177/1049909114527152
http://doi.org/10.1186/s12904-021-00761-y
http://doi.org/10.1136/bmjspcare-2017-001398
https://publicaties.zonmw.nl/derde-evaluatie-wet-toetsing-levensbeeindiging-op-verzoek-en-hulp-bij-zelfdoding/
https://publicaties.zonmw.nl/derde-evaluatie-wet-toetsing-levensbeeindiging-op-verzoek-en-hulp-bij-zelfdoding/

	Introduction 
	Methods 
	Study Design 
	Study Context 
	Primary Study: Research Paradigm 
	Primary Study: Participants and Recruitment 
	Primary Study: Data Collection 
	Primary Study: Ethical Considerations 
	Secondary Study: Secondary Qualitative Analysis 

	Results 
	Participant Characteristics 
	Environmental Factors 
	Structure: Meso 
	Structure: Macro 
	Culture: Meso 
	Culture: Macro 


	Discussion 
	Summary of Main Findings 
	Strenghts and Limitations 
	Interpretation of the Findings 
	Recommendations and Implications 

	Conclusions 
	References

