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Text. 

We appreciate the differing perspectives on this topic, but would like to correct some of the 
claims made by Regnard and Proffitt. First and foremost, their conclusion that we believe 
palliative care and Medical Assistance in Dying (MAID) to be “comfortable bedfellows” was 
squarely contradicted by our title, which described them as “uneasy bedfellows”.  

Second, contrary to their claims, Canadian palliative care providers always have a 
choice about whether they will assess for eligibility or perform MAID. Many choose not to 
be involved in MAID, while others choose to participate based on their own views on 
MAID,(1) or because they wish to avoid disrupting their relationship with their patients, as 
outlined clearly in the letter by Runacres et al.  

Third, the claim that participation in MAID results in “persistent psychological harm 
in up to a fifth” of healthcare professionals is not supported by any of the three references 
they cite. Rutherford et al.(2) do not report persistent psychological harm, and actually 
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suggest that “repeated participation becomes less fraught, or at least does not serve to 
disincline them from practice.” The estimates of persistent psychological distress reported 
by Kelly et al. were taken from surveys conducted prior to legalization of MAID, where 
respondents had no training or support;(3) they cannot and should not be extrapolated to 
the context of legal MAID. Archer et al. reported that participating in MAID can be 
emotionally “heavy”, but this is not tantamount to persistent psychological harm.(4) These 
comments must be interpreted in the context of studies showing high rates of burnout 
among palliative care providers worldwide (up to 66%),(5) and the profound emotional 
strain that end-of-life care has on physicians in general.(6)  

Fourth, Regnard and Proffitt question whether the palliative care provided to MAID 
recipients was of high quality, or was simply “general end-of-life care.” Many have 
expressed concern that MAID is driven by poor availability or quality of palliative care, but 
without an accepted gold standard measure for the quality of palliative care delivered, this 
is always going to be a subjective argument. Notably, the assessment of Palliative Care 
provision in federal reports as judged by MAID assessors(7) aligns very closely with the 
assessment of nurse investigators working for the Office of the Chief Coroner of Ontario.(8) 
And studies have repeatedly shown that the populations known to receive the best 
palliative care (e.g. sociodemographic privilege, people with cancer) also have the highest 
incidence of MAID.(9) This is not something we would expect to see if MAID was a symptom 
of palliative care deficiency. 
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