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Abstract 

Within the last decade, prison services in Canada and across the world have witnessed an increasing rate of elderly and terminally ill inmates within their care (Zinger et al., 2020). This change in demographic has resulted in correctional services needing to equip their facilities accordingly, and to consider providing palliative and end-of-life care services to inmates. This paper uses prisons run by the Correctional Service of Canada as a case study to evaluate how policies concerning palliative and end-of-life care (including medical assistance in dying) are implemented in Canadian federal institutions. Academic literature was used, which allowed for the identification of in-prison hospice care, compassionate release, and medical assistance in dying as the main themes for consideration and analysis. Government of Canada legislation, policies, research, and reports containing information and data were also collected to speak to the Canadian prison health care environment. The discussion was bolstered by the application of concepts from policy implementation literature to best explain how and why palliative and end-of life care policies are enacted and implemented in carceral settings. In order to determine how Canada compares on a global stage, policies were compared to similar countries including the United States, United Kingdom, France, Belgium, and Switzerland. This comparison provided the occasion to identify similarities, differences, and gaps in service, and could therefore be used to reflect on the potential limitations of current prison health care policies in Canada. Overall, the analysis concluded that Canada lags behind other developed countries for practices related to hospice, palliative programming, and compassionate release, but is equivalent for medical assistance in dying requests and services. This conclusion demonstrates where the Correctional Service of Canada needs to improve when it comes to the care of aging and dying offenders.

[bookmark: _Toc132105037]Introduction
According to section 743.1 of the Criminal Code, offenders sentenced to two years or more of incarceration are sent to federal prisons run by the Correctional Service of Canada (CSC) (Criminal Code of Canada, 1985). CSC manages 43 institutions across Canada, ranging from maximum security facilities to community correctional centres (CSC, 2021). Upon admission to a federal institution, inmates are placed within one of three prison classifications: minimum, medium, or maximum. The security level at which an offender is placed is dependent on the custody rating scale, the likelihood of their integration, their escape risk, and the overall safety of the institution and the public (Public Safety Canada, 2020). CSC also oversees community correctional centres where offenders serve part of their sentence in the community under the supervision of a parole officer, typically upon release from prison (The Correctional Service of Canada, 2021). Regardless of where they are housed, like all countries across the globe, CSC is faced with a quickly aging inmate population, that requires several additional, and often complicated, services within the custodial environment. 
From 2019-2020, the CSC had approximately 13,056 inmates under incarceration (Public Safety Canada, 2020). The discussion of palliative and end-of-life care within Canadian correctional facilities is growing in importance as from 2019-2020, 25% (3,264 individuals) of the CSC in custody population was 50+ years of age (Public Safety Canada, 2020) an increase of over 50% compared to the last decade (Office of the Correctional Investigator, 2013). Of these inmates over the age of 50, four percent have been diagnosed as terminally ill (Iftene, 2020b). Furthermore, the number of individuals admitted to CSC custody between the ages of 50-59 increased from 481 in 2010-2011, to 505 in 2019-2020, demonstrating a five percent increase (Public Safety, 2020). Given these statistics, it is evident that there is an importance that needs to be accorded to the later stages of life – specifically when palliative and end-of-life care must be delivered during detention. 
	Among the aging inmate population in Canada, there are three subcategories of offenders in custody aged 50+. The first group are long-term offenders who have been sentenced to 10+ years, are serving for life, or have been given indeterminate sentences. These offenders represent 24% of the older inmate population and grow old in prison simply due to the length and type of sentence they received (783.4 individuals) (Zinger et al., 2020). The second type are those who are convicted after the age of 50, and who are already of an older age when they enter the prison system. These offenders represent 28% of the aging inmate population (913.9 individuals) (Zinger et al., 2020). The final group are recidivists who spend the majority of their lives in and out of prison for the commission of a variety of offences. This group represents approximately 45% of the aging inmate population (1468.8 individuals) (Zinger et al., 2020).[footnoteRef:2]  [2:  Note that these percentages, as they were reported by the Correctional Investigator, do not add up to 100%. ] 

While it can be assumed that the aging population in prison would only comprise of “lifers” and older individuals, research has demonstrated that inmates age at a faster rate when compared to their community counterparts, therefore making younger inmates physically older. Due to several confounding factors, research has indicated that inmates experience an accelerated aging process, where their physical age is 10-15 years older when compared to people of a similar actual age in the community (Iftene, 2020b). The accelerated aging effect causes inmates to be considered “elderly” at the age of 50 and to have a life expectancy of 63 years, compared to the Canadian average of 82 years (Iftene, 2020b) which implicates the CSC to address this through policy and process. 
The actions and activities of CSC, including health care and managing elderly and dying offenders, are regulated by the Corrections and Conditional Release Act (CCRA). This legislation outlines the various elements of correctional environments and are mandatory for all CSC institutions (Iftene 2017b). In order to bolster the requirements of the CCRA, CSC has developed accompanying Commissioner’s Directives (CDs) and guidelines, that assist with the enactment of the provisions defined in the legislation, and that need to be aligned with the Canadian Charter of Rights and Freedoms (the Charter). As per section 86 of the CCRA, CSC is obligated to provide inmates under their care access to essential and non-essential health care, which includes palliative care and considerations for medical assistance in dying (MAiD) (Iftene, 2017b). In addition to Canadian law, international law also creates obligations for CSC, as according to rule 24 of the “United Nation’s Mandela Rules,” “prisoners should enjoy the same standards of health care that are available in the community and should have access to necessary health-care services free of charge without discrimination on the grounds of their legal status” (United Nations, 2015, p. 8). While CSC does not specifically consider elderly inmates as a vulnerable population and does not factor in elements related to their age, as per section 4(g) of the CCRA, it is necessary for CSC to provide programs, policies, and practices that are reflective of offender’s needs and that are non- discriminatory, including on the basis of age (Zinger et al., 2020). The combination of this legal obligation and the increasing aging inmate population creates reason for the policies and practices of Canadian prisons to be analyzed to best understand how palliative and end-of-life care are provided to this vulnerable segment of the correctional population. As defined by the World Health Organization (WHO), palliative care is “an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening illness, through the prevention and relief of suffering and impeccable assessment and treatment of pain and other problems, physical, psychosocial, and spiritual” (Maschi et al., 2014, p. 174). End-of-life care is used in combination with palliative care to provide health care up until death, which can include medical assistance in dying. End-of-life care is a fragile aspect of health care, and when combined with prison conditions, its fragility increases. Within a correctional environment, added barriers exist, which include security considerations, the availability of health care professionals, and the correctional environment itself (Iftene, 2017a). These additional concerns often result in inmates receiving lower quality health care than what is found within the community.
	The goal of this research paper is to analyze and understand how palliative and end-of-life care policy is implemented within Canadian prisons and to compare it to countries offering similar palliative and end-of-life care services including MAiD. Drawing on concepts from the policy implementation literature, this paper has two objectives: 1) assess how Canada compares to other countries when it comes to implementing palliative and end-of-life care policies, and 2) identify potential challenges and gaps in relation to these services. The research question that guides this paper is: How do Canadian federally run prisons compare to the United States, United Kingdom, France, Belgium, and Switzerland in providing palliative and end-of-life care services to terminally ill and aging inmates? Legislation, as well as grey and academic sources, will be used to explore the research question, and to best understand what differences exist among countries, and why similar modes of health care are not used. Based on the literature used to inform this work, the overall theme of palliative and end-of-life care has been divided into three distinct sections: in-prison hospice care, compassionate release, and MAiD in prison. These categories were selected based on their pertinence in literature as well as their significance to aging and dying inmates. The analytical lens uses this division of themes to hone in on their particularities and to analyze successes and limitations of CSC palliative and end-of-life care policies. In addition to the analysis, the conclusion pays special attention to the concept of policy tracking and the prison environmental context for the discussion of potential CSC policy improvements. For the purposes of this study, only federal prison facilities will be reviewed, specifically those run by the Correctional Service of Canada. Being that CSC houses inmates serving sentences of 2+ years (including life sentences), it is more likely that they are heavily impacted by aging inmates, particularly those who will eventually die behind prison walls. Given that there is limited literature and research specific to aging and dying in Canadian prisons, a comparative analysis using similar international countries assists in shedding light on how Canadian palliative and end-of-life care policies are measuring up and where gaps in service delivery exist. 
This paper consists of five sections. The first section sets the stage by outlining the evolution of palliative and end-of-life care policies in Canada, at the federal and provincial (Quebec) levels, as well as their implementation in CSC run institutions. The second section lays out the analytical lens of policy implementation by defining the terms and presenting the related concepts that will be used in the analysis and evaluation of Canadian and international prison health care policies in section 4. The third section serves as a preliminary discussion to the analysis, presenting both academic and grey literature published on the topics of palliative and end-of-life care in prisons across the world. Benefitting from the information and literature put forth in previous sections, the fourth section uses additional literature with a focus on Canada to deliver a global and comparative analysis of three specific palliative and end-of-life care services: in-prison hospice care, compassionate release, and MAiD in prison. The goal of this section is to identify how Canada measures up to countries such as the United States, United Kingdom, France, Belgium, and Switzerland. Finally, based on the analysis provided earlier the fifth section offers concluding remarks regarding the necessity of added research and suggestions of potential policy improvements.  
Section 1: The Evolution of Palliative and End-of-Life Care in Canada
Canadian citizens benefit from two distinct pieces of legislation and policy relative to palliative and end-of-life care services: one put forth by the federal government and one by the provincial government of Quebec. Quebec is the only province in Canada to have its own legislation related to end-of-life care, as other provinces simply follow the directions set out in the federal Act. While there are differences in the service delivery outlined in the two Acts, the overarching goal of each is to provide care and comfort to patients nearing the end-of-life or who are requesting medical assistance in dying.
	In the province of Quebec, Bill 52: The Act Respecting End-of-Life Care was enacted on July 5, 2014, and came into force on December 5, 2015 (CIUSSS, 2022). The province of Quebec was the first province to enact such a legislation. The overall purpose of the Act is to ensure that the care provided to patients is respectful and dignifying. As per the Act, each health care facility providing end-of-life care must have a specific policy that outlines how these services are provided, and to what extent they exist (Government of Quebec, 2022).[footnoteRef:3] [3:  As per CSC Guideline 800-9, MAiD for federal inmates in CSC custody follows the federal MAiD legislation. ] 

	Both the federal and Quebec legislation also include very specific criteria that makes a patient eligible or ineligible for MAiD. The patient must be 18 years of age, be insured as according to the Health Insurance Act, be able to provide consent, have a serious and incurable illness, and experience constant pain and suffering as a result of their condition (Government of Quebec, 2022). The obligations exclusive to the doctor administering the procedure include ensuring that the request is being made freely, that the request is informed, that the suffering is unchanged, and that the request is discussed and evaluated by a second physician (Government of Quebec, 2022).[footnoteRef:4] Through the use of The Act Respecting End-of-Life Care, the province of Quebec is ensuring that all patients nearing the end-of-life are treated with dignity and respect, while certifying a similarity of care across the province. The Act outlines the rules and responsibilities of institutions providing care, and therefore confirms that adequate care is provided to the most vulnerable, in their final days.   [4:  Bill 11, proposed in the Province of Quebec, has been tabled in attempts to extend eligibility criteria and to include advanced consent for MAiD (Lapierre, 2023). ] 

The formulation and adoption process at the federal level was different than the Quebec one. In 2015, the Carter v. Canada Supreme Court of Canada (SCC) decision occurred whereby the legality of sections of the Criminal Code were challenged with respect to MAiD. In memory of their mother Kay Carter, the plaintiffs (Lee and Price Carter) argued that sections 14 (no person can consent to have death inflicted upon them), and 241 (b) (to aid a person in committing suicide is an indictable offence) of the Criminal Code infringed upon the section 7, the right to life, liberty, and security of the person, as outlined in the Canadian Charter of Rights and Freedoms (the Charter) (Dying with Dignity Canada, 2021). On February 6, 2016, the SCC ruled that the above Criminal Code sections were indeed unconstitutional as they violated section 7 of the Charter and were not able to be saved by section 1 (which guarantees rights and freedoms to a reasonable extent that can be justified in a free and democratic society) (Department of Justice, 2017). On June 17, 2016, Bill C-14: An Act to Amend the Criminal Code and to Make Related Amendments to Other Acts (Medical Assistance in Dying) received royal assent, and therefore officially became law in Canada (Dying with Dignity Canada, 2021). 
	 Another monumental court case that led to the development of the MAiD legislation that Canadians currently benefit from is Truchon v. Attorney General of Canada. In this case, Jean Truchon and Nicole Gladu (the plaintiffs) argued that the law created by Bill C-14 was too restrictive due to the requirement for death to be “reasonably foreseeable,” or in Quebec, for the patient to be nearing the “end-of-life” (Health and Law Institute, n.d.). On September 12, 2019, the requirement for a “reasonably foreseeable” death and to be at the “end-of-life” were struck down on account of them breaching sections 7 and 15 of the Charter. The federal government and the Government of Quebec did not appeal the decision. Several extensions have been granted for these amendments due to the COVID-19 pandemic and the dissolvement of Parliament. Bill C-7 finally received royal assent on March 17, 2021, thereby updating Canada’s MAiD legislation to match the decision made in the Truchon case and to include Canadians who are suffering medically but who are not necessarily near death (Health and Law Institute n.d.). 
Bill C-7 amended the Criminal Code to “permit MAiD for individuals whose natural death is not reasonably foreseeable” (Department of Justice, 2021), however, this continues to exclude people whose only condition is a mental disorder (Department of Justice, 2021). Currently, the exclusion of mental illness as the sole condition for MAiD will remain in effect until March 2024 (Government of Canada, 2022a). This is a temporary exclusion from eligibility while the Government of Canada undertakes studies and serious considerations into how the procedure can be provided safely and ethically to mentally ill individuals (Government of Canada, 2022a). 
At the federal level, in order to be eligible for MAiD, individuals must be eligible for provincial/territorial health services, be 18 years of age or older and mentally competent, have a “grievous and irremediable medical condition”, make the request voluntarily, and give informed consent (Government of Canada, 2022a). Eligibility for MAiD is not guaranteed, as according to Statistics Canada, from 2019-2020, only 75.5% of patients requesting MAiD received the procedure (Statistics Canada, 2022). Therefore, while the odds are relatively high, it is not a procedure that is assumed to be available to all citizens. 
While palliative care and MAiD in Quebec are provided together under one Act, in other jurisdictions across Canada, they are provided separately and under a distinct framework. As a whole, “palliative care consists of holistic and continuous medical, psychological, social, and spiritual care for a patient over a longer period of time” (Marti et al., 2017, p. 5). In 2017, Bill C-277: An Act Providing for the Development of a Framework on Palliative Care in Canada was passed by Parliament (Government of Canada, 2019). As a result of the passing of this Bill, the Department of Health Canada consulted with the provinces/territories, other federal departments, and relative stakeholders, whose answers and experience helped develop the national Framework for Palliative Care in Canada. 
The overarching goal of the framework is to highlight the defining features of palliative care, and how it is to be carried out within the different provinces and territories across Canada. The document specifies what palliative care is within the Canadian context, the associated roles, and responsibilities, guiding principles as well as instructions for implementation and future avenues for delivery of palliative care. By providing the information found within the Framework, Health Canada is streamlining how palliative care is to be provided across the country, and therefore contributing to the goal of service similarity. The framework allows for flexibility on the part of the provinces/territories and service providers; however, it outlines how services are to be provided, and the ways in which palliative care is to be viewed within Canada. How palliative and end-of-life care are implemented in different health care environments, including prisons, can be analyzed using the knowledge and concepts of policy implementation theories and literature. As such, the relevant concepts outlined below will be defined and utilized to speak to palliative and end-of-life care in Canadian and international prisons, specifically in-prison hospice care, compassionate release, and MAiD in prison. 
[bookmark: _Toc132105038]Section 2: Analytical Lens
Policy implementation refers to “the effort, knowledge, and resources devoted to translating policy decisions” into action (Howlett et al., 2009, p. 160). Implementation is essentially the stage whereby we come to understand how “policy decisions reach the ground” (Balamurugan, 2021, p. 526). This stage of the cycle often heavily relies on public servants who are responsible for translating the desires of senior management, while also co-operating with various departments and agencies sharing a common goal (Howlett et al., 2009). To ensure that their instructions are being followed correctly, the Cabinet and the House of Commons or Senate supervise the implementation of the policy (Singleton et al., 2018). At this stage, various forms of tools, processes, and instruments may be consulted (Howlett et al., 2009), however, when considering prison health care policy, the method of instruction is often a top-down approach, as government experts pass their proposals to those assigned with development (Koontz et al., 2014). “The top-down approach starts with the decisions of the government, examines the extent to which administrators carry out or fail to carry out these decisions, and seeks to find the reasons underlying the extent of the implementation conducted” (Howlett et al., 2009, p. 165). Where Canadian prison policy is concerned, direction begins with the Minister of Public Safety or the Commissioner of CSC and is tasked down the chain of command to public servants who are assigned with researching, writing, and implementing their policy needs. This represents a top-down approach as the direction commences at the top of the chain and makes its way down to the street-level bureaucrats ultimately implementing the policy. Literature on policy implementation points to various concepts that can be mobilized not only to best understand the implementation portion of the policy cycle, but to also inform successful implementation by highlighting the context and nature of the policy in question. Through the consultation of literature on policy implementation, various concepts have been identified that will be used in the analysis of in-prison hospice care, compassionate release, and medical assistance in dying. More specifically, the concepts of backward mapping and capacity building will speak to the topic of in-prison hospice care. Following this, the notions of the bureaucratic process and soft policy will be mobilized for the discussion of compassionate release for aging and terminally ill offenders. Finally, the concept of big p and small p policies will be used to consider the reality of MAiD in Canadian prisons. As with all situations involving a top-down approach, including prison health care policy, the implementation of a policy is rarely considered during the initial development phases of the policy cycle. The concepts selected will be used to help address this gap by identifying important contextual and innate policy drivers, while at the same time highlighting potential challenges and barriers to policy implementation.
Where correctional policy is concerned, there is a great deal of contextual ambiguity that exists. These variations in environment are often caused by differences in resource availability, stakeholder engagement, and on-site staff/implementors (Veronesi et al., 2015). In the specific context of CSC prisons, differences between institutions exist largely due to variability in resource availability, specifically staffing and physical infrastructure. The differing environmental elements therefore create implementation processes that are difficult to predict due to the varying factors at play (Veronesi et al., 2015). Possible discrepancies in policy implementation can be mitigated through strong modes of leadership, efficient and clear communication, and openness to adapt and evolve based on feedback (Veronesi et al., 2015). The concepts of backward mapping and capacity building address the contextual situation of organizations. When applied to the overall context of CSC prisons, the concepts demonstrate how palliative and end-of-life care services differ across institutions. 
Backward mapping is grounded on the idea that policy formulation should be based on desired policy outcomes as a first step, and then work backwards to facilitate implementation (Hupe et al., 2016). This provides a more complete view of the implementation process (Hupe et al., 2016) and the opportunity to identify the required steps to reach the desired outcome (Dyer, 1999). Backward mapping accentuates the significance of considering the implementation context for the policy, as this is an important factor for its overall implementation and success (Dyer, 1999). Traditional policy implementation practices have focused too strongly on the policy itself, and often fail to contemplate the context in which it will be applied (Elmore, 1979). Moreover, traditional approaches concentrate heavily on a top-down tactic for policy dissemination, and disregard the compound interaction between policy makers, implementors, and stakeholders (Dyer, 1999). Backward mapping emphasizes the significance of evaluating the policy environment and the need to understand the views of stakeholders, and thus allows for informed decisions (Elmore, 1979). This better understanding of the policy environment leads to the identification of potential challenges for policy implementation, and in turn, allows for proactive solutions and changes that limit difficulties during the actual implementation to be enacted (Dyer, 1999; Fiorino, 1997). In the context of this paper, the concept will be used to best understand how the policy hierarchy at the Correctional Service of Canada impacts the ways in which policies are implemented and will speak to how changes can be instilled to create clear and effective health care policies for terminally ill and elderly inmates. 
Capacity building refers to devoting time and resources into skills and competencies that can be used for future policy implementation (Hudson et al., 2019). It implies identifying potential policy and regulatory changes and involves the contribution of stakeholders (Crabbe, 2014). Capacity building is useful and often crucial for building high-performing organizations (“Public Administration and Policy: Capacity Building for High Performing Public Organizations in Vietnam.”, 2022) as it involves improving the knowledge, skills, and resources needed for implementation (“Public Administration and Policy: Capacity Building for High Performing Public Organizations in Vietnam.”, 2022). This interactive approach to policy development and implementation provides a unique opportunity to close the gap between knowledge and action by constructing a cycle of feedback and engagement (Rütten et al., 2014). Capacity building informs the decisions of policy makers by including the insights of stakeholders and implementors and by monitoring and assessing the impact of the policy (Rütten et al., 2014). Capacity building is best realized through training sessions, peer learning opportunities, (Hudson et al., 2019), community outreach, and the improvement of management plans (Crabbe, 2014). In the discussion of in-house palliative and hospice care, capacity building serves to demonstrate how increased knowledge and understanding by on-site staff can improve the care and experience of aging and dying inmates in CSC custody. 
Further to this, the concepts of the bureaucratic process and “soft policy” will be used in the analysis of compassionate release for terminally ill offenders. Bureaucracy is a form of government where decisions are made by senior bureaucrats rather than by elected officials (Hood, 2007). A bureaucracy consists of a hierarchy of public servants where work and decisions are passed down the chain to the working level. It can be argued that while policy makers focus primarily on the creation and enactment of policies, policy success is highly reliant on the bureaucratic atmosphere (Souza, 2016) such as the bureaucratic culture, practices, and standards (Filgueiras et al., 2020). It can be argued that focusing only on the abilities of the bureaucracy as a whole for policy implementation is not satisfactory, and that other elements such as independence, motivations, bureaucratic culture (Williams, 2021), political intervention, and resource availability (Bartos, 2023) also need to be considered as they all have the potential to impact policy implementation positively or negatively. In some scenarios, modifications to bureaucracy are required to not only address capacity, but also rates of achievement (Williams, 2021). This involves the reformulation of pre-existing bureaucratic processes to meet the needs and demands of policy implementation. Modifications may be done through methods such as capacity building exercises, allocating additional resources, or by re-designing structures (Williams, 2021). A common challenge to proper policy implementation when multiple groups are involved is an absence of cooperation within public administrations (Filgueiras et al., 2020). Promoting collaboration between departments, agencies, and levels of government creates an environment where transparency and knowledge is enhanced and is therefore an option for improving policy implementation (Bartos, 2023). Overall, the organizational components of public administrations ultimately impact policy creation and implementation (Filgueiras et al., 2020). Bureaucracy will be used to explain how the inner workings of this structure impact compassionate release decisions, and in turn, the care and service provided to inmates. 
Soft policies are often described as being at the discretion of implementors, and as being imprecise and loose (Birkland, 2011). These are policy initiatives that are non-binding and are therefore open to the interpretation of implementors (Stylianou et al., 2019) as they accentuate flexibility and independence (Chan et al., 2012). For these policies to be effective, the existence of a strong institutional structure and cooperation are key elements (Akkerman et al., 2004). In the context of prison health care policy, the concept of soft policies will be mobilized to explain the nature of the mechanism available to apply and receive compassionate release in Canada while analyzing why it is often underused and rarely granted for aging and terminally ill inmates. This concept will allow for an overall reflection on the realities and limits of the policy, through the identification of barriers to the application and approval process. 
	Finally, in the context of palliative and end-of-life care policies in CSC run prisons, there is an issue of translation between the larger pieces of legislation and the eventually enacted policies and guidelines. This means that the instructions in the form of legislation, rules, and regulations (big p policies), are not always realized to the extent necessary in the guidelines and the decisions of management bodies (small p policies) (Nilsen et al., 2013). By evaluating the two types separately and then simultaneously, it becomes evident how they differ, but also how they work together. Reflecting on the big p and small p components of policy implementation contributes to the discussion on the limitations and problems that exist, and therefore enhances knowledge on the subject. In the case of palliative and end-of-life care in Canadian federal institutions, the big p policies consist of the Corrections and Conditional Release Act (1992) and the Corrections and Conditional Release Regulation (1992), and the small p policies contain the Commissioner’s Directives and guidelines specifically created by CSC. Given that in this context, big p and small p policies are both at play, the concepts will be mobilized to demonstrate how the type of policy being implemented can impact their overall success and accuracy. 
Using the concepts outlined above, the objective of assessing how Canada compares to other countries in the implementation of palliative and end-of-life care policies will be realized while also identifying potential challenges and gaps. Through this, it will become clear how and why some health care policies are more successful than others, and breaches will be identified to understand why some may not always be implemented as intended.
To contextualize the analysis section of this paper, research and academic literature on the topics of palliative and end-of-life care in prison will be explored to document current international policy and practices that exist for the delivery of end-of-life health care in an in-custody setting. 
[bookmark: _Toc132105039]Section 3: Research on Palliative and End-of-Life Care in Prison 

	Research on palliative and end-of-life care in prison is a relatively new topic in many jurisdictions, Canada included. The majority of current research and literature focuses on countries like the United States where practices have been in place for decades. Surprisingly, no literature used focused on the Netherlands, where MAiD has been legal since 2001. While research on these topics exists more broadly within academia, very few focus on prison specifically. Throughout the literature consulted, the topics of general aging, death and dying in prison, palliative care, inmate caregivers, MAiD in prison, and compassionate release, were deemed noteworthy and consistent. These topics were raised at various occasions through projects and literature and appear to be subjects of interest for individuals writing on this topic. 
[bookmark: _Toc132105040]3.1 General Aging, Death, and Dying in Prison 

	Across the world, the elderly inmate population mainly consists of those who are serving long term sentences, repeat offenders, and those serving their first sentence later in life (Office of the Correctional Investigator, 2016). This population is growing and has grown significantly in recent years, and therefore pressure to meet their needs has increased drastically. This rapid demographic change has increased requests for health and social care, as well as inflated the number of deaths in custody (Turner et al., 2018). Most elderly offenders in prison have various health related issues and are more vulnerable to infection. Many of them have complex health and mental health needs which are exacerbated by their age and fragility (Turner et al., 2018). Research in the United States suggests that older inmates, on average, have three chronic health conditions at any given time, with the most common being arthritis, cardiovascular disease, endocrine disorders, respiratory illnesses, and substance abuse issues (Office of the Correctional Investigator, 2013). These multiple conditions are often linked to their histories of poverty, limited access to health care, substance abuse, or other related factors (WHO, 2014). 
	Geriatric inmates often face a type of “double burden” while aging in custody (Turner et al., 2018). This occurs because not only are they deprived of their liberty, but also of the level of health care provided in the community (Turner et al., 2018). When an older offender dies in prison, they are essentially given a life sentence, even if the crime committed does not warrant one (Turner et al., 2018). Literature has also indicated, that while it is a requirement to provide similar care as what is provided in the community, this is not what appears to occur (Iftene, 2017a). This is mostly due to the fact that prisons were originally built with the intention to house younger individuals (Office of the Correctional Investigator, 2013), and were never intended to serve the functions of hospitals or hospices (Hirsch, 2018). Prisons are currently faced with the challenge of equipping themselves with mobility and age-appropriate elements, with minimal budget and pre-existing infrastructure. Research has noted that it can be difficult for inmates to access the medical supplies that they require, and often, they have to be purchased on their own, which is a large personal expense (Iftene, 2019). If prisons are not adapting to meet the needs of aging inmates, this would mean that the requirement of similarity of care is not being respected. It is important that equality of care is provided and applicable to inmates, as failing to do so adds additional unfair punishment to inmates in prison (Read et al., 2018).
As a whole, older offenders are estimated to cost approximately three times more than younger offenders to have their physical and health care needs met (Government of Canada, 2015). Although different countries report differences in spending, all indicate that caring for older inmates is the most expensive (Zinger et al., 2020). Research in the United States and Australia estimates these costs to be 2-4 times higher than the general inmate population (Zinger et al., 2020). 
For instance, additional costs are incurred by prisons to fulfil the requirement to implement age-appropriate programming or to modify pre-existing programs to accommodate elderly inmates (Government of Canada, 2015). Furthermore, prisons have had to implement different accommodations such as elevators, wheelchair accessible cells, handrails, ramps, etc. to ensure that those requiring mobility aids have access to all facilities (Zinger et al., 2020).
	Physical barriers are not the only obstacles that prisons face when implementing palliative and end-of-life care, there are also aspects of the institutional culture that come into play. The overarching goals of caring for the elderly and those held by prisons are drastically different, making it difficult for the two to co-exist. The core goals of end-of-life care are to provide “care and comfort” to patients, which do not coincide well with the prison goals of “confinement and punishment” (Richter et al., 2017). These extreme differences in logic bat against one another, and deeply impact the ways in which care is provided. When care is attempted to be delivered in a custodial setting, priorities such as safety and security are more significant, therefore, end-of-life care is given less weight. The focus on “punishment, control, and security” are of more importance than the “holistic, patient-centred” environments of end-of-life care (Sanders et al., 2018). Due to the nature of the prison environment, patients are less likely to trust prison health care professionals and are likely to feel less in control in their decision making (Sanders et al., 2018). While not exclusive to elderly and dying inmates, due to the fact that it is the same individuals that detain them that are supposed to care for them, inmates often share that they do not trust that their best interests are taken into account, and they do not feel that they have a say in the care they receive. The prison environment, as it currently exists, negatively impacts inmate agency (Sanders et al., 2018), in a time where it is most important for this vulnerable population. 
	A final barrier that is heavily impacted by the prison environment, is the lack of straight forward laws and policies governing palliative and end-of-life care in prison. This may present itself as vague directions, limiting criteria, or even contradictory information. A key limitation to providing quality policy is that many prisons do not consider the age of the offender, and simply apply blanket solutions, treatments, and programming (Iftene, 2017b). This shows that older inmates are often forgotten about or ignored, as their needs are not specifically accounted for (Dawes, 2009). The current state, characterized by the lack of standards and policies governing palliative and end- of-life, is a giant barrier to providing care to patients in prison (Phillips et al., 2021). Until elderly inmates are recognized as a vulnerable population, this barrier towards care will continue to exist (Aday et al., 2016).	
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	Given the current aging state of the Canadian inmate population, a significant proportion of those who are aging and dying in prison requires some form of palliative care while incarcerated. According to the World Health Organization, palliative care is “an approach that improves the quality-of-life of patients and their families by facing problems associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial, and spiritual” (Maschi et al., 2014, p. 174). Since the onset of the AIDS epidemic in the 1980s, there has been an increased need for this type of service in prison, particularly in high income countries such as Australia, the United Kingdom, the United States, and Canada (Schaefer et al., 2022). The increasing need for end-of-life care in prisons thus caused it to emerge as a topic of importance in practice, research, and policy development (Hudson et al., 2019b). While strategies for providing care differ across countries (Schaefer et al., 2022), literature on the topic of palliative care in prisons across the world has pointed to various ways in which this practice is provided to inmates. The two main methods used by correctional facilities are partnerships with community hospices and in-prison palliative care services. The United States is known for taking an “in-house” approach while the United Kingdom often takes a “in-reach” model to palliative and end-of-life care (McParland et al., 2019). 
As a main idea and practice, palliative care “requires that the persons usual care team provides a holistic, person-centred approach to support their patients with life limiting illnesses” (Schaefer et al., 2022, p. 444). To date, there is not a constant definition of what constitutes palliative and end-of-life in prison, and an overall understanding of how they function in prison is misconstrued (Steely et al., 2022). For example, across countries and jurisdictions, different forms of care are provided, using different methods and resources. Literature on in-house prison hospice programs is limited, and the majority focus and exist within the United States. The first prison hospice in the United States opened in 1987 (Prost et al., 2020), and ever since, the country has been a global example for providing palliative care in prison. These programs have similar goals to hospices in the community (Prost et al., 2020) which include providing care that is fixed in dignity, compassion, and relief (Hudson et al., 2019a). These facilities, on average, have no more than 10 beds, and are separate from the general prison infirmary (Stone et al., 2021). Similar to in the community, inmates must have no more than a six-month prognosis and must have signed a do not resuscitate order to be cared for in a prison hospice (Steely, et al., 2022). Care is provided by a multidisciplinary team of care providers consisting of health care professionals and prison staff who work together to provide hospice care (Linder et al., 2007). More specifically, these teams are often made up of doctors, nurses, correctional officers, case managers, chaplains, and often social workers (Puru, 2018). By including various levels and types of professionals it can be ensured that all aspects of inmate care are provided and accounted for, while providing hands-on, synchronised care (Wion et al., 2016). In addition to this, several hospice programs in the United States have adopted inmate caregiver models, whereby inmates provide health and social care, to dying inmates housed in the same prison (Cloyes et al., 2017). Overall, regardless of a base understanding of the practice, palliative care, provided directly in prison, has variability in its accessibility across institutions and countries (Schaefer, 2022), as different models are utilized, and different resources are benefitted from. 
	In some countries, specifically in the United Kingdom, partnerships with community hospices have been made to care for dying inmates. There is evidence to suggest that physicians are willing and able to work with prison services to develop partnerships for the delivery of palliative and end-of-life care, they just have not been actualized in all regions (Fletcher et al., 2014). Doctors are willing to share their experience, knowledge, and practice with prison services, however, in many countries, these offers are not accepted. These partnerships are intended to provide advice, training, and assistance to correctional staff (Maschi et al., 2014). Being that hospices and doctors have extensive knowledge on end-of-life care, the prison service, and the inmates it serves, could be positively impacted by their additions. Not only is it important to foster these relationships in order to provide quality care to inmates, but these collaborations can also be used if or when an inmate is released. In such situations, prison-community hospice relationships would allow for a swift transfer of care and would allow for easy placement of the individual (Linder et al., 2007). Therefore, these relationships also have the possibility of following and benefiting offenders, post-release in their final days. 
Regardless of the core approach taken to provide palliative and end-of-life care to inmates, academic literature has noted several barriers that exist when prisons are involved in providing care. Several scholars illustrate that the prison environment, as it physically and culturally exists, is not appropriate for delivering palliative care. 
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	Providing palliative care in a prison setting can be very demanding and an emotionally taxing role for health care workers. In order to lessen the emotional and physical burden on staff, inmate caregivers are often incorporated into care. In jurisdictions where in-house palliative and end-of-life care services are provided, such as the United States and the United Kingdom, inmate caregivers often play a large role in service delivery. Inmate caregivers can be defined as healthy inmates who volunteer to assist in caring for dying inmates in their final stages of life. The overall goal of an inmate caregiver is to provide company and relief, to assist in a peaceful transition, and to give personalized care (Depner et al., 2018). This can be realized through “symptom assessment and nonpharmacological management, assist with activities of daily living such as personal hygiene, toileting and feeding, skin care, and mobility” (Supiano et al., 2014, p. 82). Following the death of the patient, it is also the inmate caregiver’s responsibility to care for the body, clean the room, and make funeral arrangements for the inmate (Supiano et al., 2014). In addition to physical care, inmate caregivers provide social care in the form of friendship, religious fellowship, and overall comfort (Supiano et al., 2014). Prior to the initiation of such programs, inmates were often left to die alone and in distress (Supiano et al., 2014), therefore there can be benefits acquired by both patients and caregivers. 
	When dying inmates are matched with an inmate caregiver, there are various benefits added to the dying process. This matching method allows for the true possibility for genuine bonds to emerge that are based on “trust, openness, active listening, and a lack of judgement” (Depner et al., 2018, p. 976). These are likely to occur due to the caregiver’s ability to connect with and understand the position of the patient in a way that no other member of staff can (Depner et al., 2018). The restrictive nature of prisons often limits the ability for the family of the patient to visit on a regular basis, therefore, literature has noted that inmate caregivers become a sort of “surrogate family” for patients, through the creation of their unique bond (Depner et al., 2018). This social addition to prison palliative and end-of-life care is major, as it ensures that all inmates die knowing they were cared for and supported.
3.4 Medical Assistance in Dying in Prison 
	When further life prolonging care is no longer feasible or desirable for a patient, MAiD is a form of palliative health care that is available to the general public, as well as inmates in several countries such as Canada, the United States, and Belgium. From a societal perspective, there are several issues that arise concerning the ability for an inmate to request MAiD services while in prison. A first apprehension to the practice in prison is the idea that it serves as the “death penalty in disguise” (Della Croce, 2022, p. 382). There are several factors that make this idea untrue. First, since the correctional service is not responsible for the administration of the procedure, it cannot be compared to the death penalty. Secondly, to meet legal obligations under the legislation, the offender not only has to consent, but be eligible to receive the service. These conditions do not exist under the death penalty, therefore the two cannot be compared. In addition to this, it is also a concern that inmates may choose a MAiD death to evade the sentence that they are serving (Della Croce, 2022). The likelihood of this occurring is slim, as they would have to be eligible as per legal requirements to receive the procedure. On average, the general population is unaware of the specifics of the MAiD legislation and lack accurate knowledge of the correctional system. As such, opinions rooted in punishment and incarceration prevail over health care needs. 
	In order to ensure health care equality for inmates, it is important that in countries where MAiD has been legalized, that it is also made available to the inmate population. However, due to the nature of prison, it is essential that autonomy is fostered, through positive ideas towards death and dying (Handtke et al., 2014). This can be facilitated by involving inmates in all aspects of their care ranging from medical needs, to advance planning for death. By giving them a sense of control, inmates feel more secure in an environment where limited choice is common (Handtke et al., 2014). It is therefore important that ethical questions regarding informed choice and bodily autonomy are addressed to ensure not only comparable but also humane care (Handtke et al., 2015). 
Simply due to their criminalized status, inmates do not deserve the additional punishment of a miserable death (Della Croce, 2022), therefore, it is the responsibility of the correctional service to ensure that the needs of inmates are provided for throughout their life cycle, including in the days leading up to their death (Handtke et al., 2014). 
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	While not a formal method of health or palliative care, compassionate release is a way in which correctional institutions can properly care for terminally ill or aging inmates under their jurisdiction. While a legally available mechanism, in many countries such as Canada and the United States, it is underutilized for aging and dying inmates. Though many agree that the release and care into the community is what is often best for dying inmates, due to various bureaucratic obstacles, its reality is rare. Various articles consulted touch on the subject of compassionate release, or related release types, but due to its rarity, there are very few details. 
	A common theme throughout the literature is that compassionate release is difficult to access. Typically, release is only available to inmates who are suffering with a terminal illness and are not considered to pose a threat to public safety (Petreca, 2021). Release is thought to be appropriate for offenders who “are too sick or too cognitively impaired to be aware of punishment, too sick to participate in rehabilitation, or too functionally compromised to pose a risk to public safety” (Government of Canada, 2018, Early Release Based on Terminal Illness section, para. 1). While compassionate release is a legal option in various countries for aging and dying inmates, aging and terminally ill inmates rarely get access to this type of release (Sanders et al., 2018). 
A key reason that compassionate release is not administered in the ways in which it should be is due to the idea that it goes completely against the inherent goals of the criminal justice system. Releasing an individual who has broken the law, simply due to the state of their health, is not consistent with the priorities of denunciation, deterrence, and incapacitation (Office of the Correctional Investigator, 2013). Going against these goals sends the public the message that the government is “soft” on crime, that the safety of the public is not a priority, and that prison sentences are not taken seriously. In order to protect the idea that this is not the case, bureaucratic obstacles have been put in place to slow the process, and ultimately ensure release does not occur. 
Compassionate release is heavily guarded by strict technical and procedural criteria which make it difficult for inmates to access (Turner et al., 2017). Applications can be deliberated based on medical conditions as well as family circumstances in the community (Snow, 2009). The reality of the process is that, even when a decision has been made on an inmate’s case, they are often declined on technical or procedural grounds (Office of the Correctional Investigator, 2013). The literature denotes that the current bureaucratic system for accessing compassionate release is inadequate in terms of availability, training of parole board members for making decisions on these cases, and for having criteria that are too rigid in nature (Iftene, 2017a). The system as it currently exists causes inmates to be unaware of the possibility of release (Iftene, 2019), and is responsible for a heightened number of inmate deaths in custody (Mara, 2002). 
International research on the topic of compassionate release points to the differences that countries have concerning the treatment and final death of terminal inmates in prison versus in the community. Research has noted that in many countries, particularly in the United States, Canada, and the United Kingdom, compassionate release is hardly available, and as a result, prisons have been modified to physically accommodate elderly and dying inmates with mobility issues. However, in France, the government has been hesitant to introduce palliative and end-of-life care measures in their prisons as the law currently allows for dying inmates to be released (Pazart et al., 2018). This demonstrates a major gap in the ways in which terminally ill inmates are treated by the prison system across the world. Although all the countries mentioned above have laws that allow them to release inmates on compassionate grounds, a major practical difference between them impacts how many offenders are actually released to be cared for in the community. This is likely caused by differences in priorities, “tough on crime” ideologies, and concerns for public safety.
While often difficult to access, literature indicates that compassionate release is the most ethical, desirable, and cost-effective practice for caring for dying inmates. Overall, it serves
 on its own, a form of palliative care (Hudson et al., 2019b), and when treated as such, it has the possibility of positively impacting the final days of inmates with various realities. 
	As demonstrated above, the existing literature on palliative and end-of-life care policies in prisons can be divided into various categories. In order to further the discussion on these subjects, the overall theme of palliative and end-of-life care has been further refined into three distinct sections: in-prison hospice care, compassionate release, and MAiD in prison. These three were specifically selected for the topic of analysis as they have the possibility of encompassing the diverse themes covered in the literature review, while being more specific to the practices most often utilized in Canada. In order to compare how Canada situates in comparison to other countries, a Canadian lens will be applied for the analysis of palliative and end-of-life care policies in CSC prisons. 
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 	Different types of pre-existing data and literature on palliative and end-of-life care services in prisons across the world have been analyzed to assess how Canada compares to other countries and to identify potential challenges and gaps. The documents included academic research and literature, government reports, and current Government of Canada policies (Appendix A) on the subject. These official government documents included statistical overviews, panel reviews, legislation, and CSC specific policies, which were selected to provide current and relevant information and insight into the workings of CSC in the provision of palliative and end-of-life care. They were procured using the University of Ottawa library database, and online publicly available websites. 
Additionally, implementation concepts pulled from academic literature were used to frame the analysis and the comparisons to other countries. These concepts serve as lenses of analysis that review and critique the implementation of palliative and end-of-life care policies in Canadian prisons. Using the similarities, differences, and gaps in service found through this analysis, policy improvements will be provided to address the needs identified by the research, particularly those relating to the creation of new policies, the regulation of MAiD practices, advanced hospice care, and modifications to the application process for compassionate release. Due to their importance in the literature mobilized above and within the analysis below, these categories were selected as they globally represent the key priorities identified in research, and the gaps in service delivery in CSC prisons. 
	In order to contextualize the following analysis, information regarding the Correctional Service of Canada and its obligations to the health of inmates is necessary. The Correctional Service of Canada is the federal agency responsible for the care and custody of federal offenders in Canada. This includes meeting the needs of geriatric inmates, providing access to palliative care and MAiD services, as well as making evaluations concerning compassionate release. The majority of these care responsibilities are set out by the Corrections and Conditional Release Act, where CSC is mandated to provide inmates with adequate health care services. Section 86 (1) of the CCRA states that CSC is required to provide all inmates with access to essential health care (CCRA, 1992). In addition to Canadian legislation, CSC must also adhere to international law, specifically the regulations outlined by “The United Nations Standard Minimum Rules for the Treatment of Prisoners” (The Mandela Rules). The Mandela Rules provide four rules specific to inmate health care, which include the equivalency of care principle, the necessity for an interdisciplinary care team, the maintenance of accurate and official health care records, and prompt care in the case of emergencies (UN, 2017). By following both federal and international law and regulations, CSC can ensure that the health care provided to inmates is adequate and meets specific standards. 
Essential health care within CSC institutions includes access to palliative and end-of-life care. There is a requirement on the part of CSC to ensure that health services provided to inmates are equivalent to those that could be received in the community, therefore, all potential end-of-life care services must be made available (Zinger et al., 2020). 
To ensure compliance with their obligations under the CCRA, CSC has developed Commissioner’s Directives (CDs) and guidelines that elaborate on service delivery and responsibilities (Iftene, 2017b). CSC has developed CDs and guidelines specific to the care and custody of dying inmates, which incorporates hospice care. CSC’s palliative care policies and services have been created to be consistent with the suggestions of the Canadian Hospice and Palliative Care Association (Government of Canada, 2018). As per their recommendation, palliative and end-of-life care at CSC institutions are provided by multidisciplinary teams consisting of doctors, nurses, social workers, correctional staff, psychologists, etc. (Government of Canada, 2018), and specific areas within institutional infirmaries have been created to accommodate the needs of dying inmates. 
In order to ensure efficiency and consistency across CSC institutions, a guideline entitled “Hospice Palliative Care Guidelines for Correctional Service of Canada”[footnoteRef:5] was created. This document outlines staff instructions concerning how to interact with dying offenders and accentuates the need for a team approach when dealing with inmates at the end-of-life (Iftene, 2017b). Through the use of CDs and guidelines, those working within CSC run prisons are able to best understand, and in turn, fulfil the requirements expected of them by the CCRA. These policy documents better the services available to inmates and create a more positive and structured caring environment.  [5:  This document is not publicly available. It was requested through an Access to Information Request but was not received. Reference to this Commissioner’s Directive is solely based on the analysis of authors who have viewed the document and who have discussed it in their literature. ] 

	Once MAiD became legal within Canada, due to the principle of equivalence of care, Canadian inmates also became eligible to apply for the procedure (Downie et al., 2019). Since MAiD is deemed a form of health care in Canada, with its decriminalization came new health care requirements on the part of CSC (Downie et al., 2019). In response, in November 2017, CSC published Guideline 800-9 “Medical Assistance in Dying” to instruct medical staff how MAiD in the corrections environment is to be addressed and to function (Driftmier et al., 2021). The guidelines established new processes that are not required for the general public, such as extra security screenings, a non-medical assessment, and a community hospital as the default place of death (Driftmier et al., 2021). These additional requirements have been added due to the very specific conditions of prison environments. 
	By September 2017, eight requests for MAiD had been received by federal inmates in Canada (Downie et al., 2019), and as of August 2020, 11 federally incarcerated inmates had applied to receive MAiD, while only three received the procedure (Driftmier et al., 2021). While only a few cases for MAiD have occurred to date, due to the aging inmate population, and the prevalence of terminal illness among them, it is anticipated that in coming years, higher rates of requests for MAiD will be received. By using what is known practice at the CSC, the following section seeks to compare Canadian prison policies to those used in comparable countries. In doing so, similarities and differences can be identified while revealing where Canadian prison policy concerning palliative and end-of-life care thrives and where it may be in need of adaptation. 
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	 The first prison hospice in the United States opened in 1987 in Connecticut (Prost, et al., 2020), and in the following decades, thousands more have emerged across the country. By providing palliative and end-of-life services inside prison there is a growing opportunity for inmates and staff to move away from the traditional security and punishment aspects of prison to a more humanitarian and caretaker model (Delgado et al., 2009). To ensure the principle of equivalency, a public health approach to hospice care is used within each prison (Hudson, 2019a). These facilities often consist of two to three beds, depending on the overall size of the in-custody population (Stone et al., 2012). A limited life expectancy is required for admission, often between the ages of 41-79 and from illnesses such as cancer, dementia, and liver failure (Prost et al., 2020). The hospice units are operated by a team consisting of health care staff, correctional officers, inmate caregivers, chaplains, and social workers (Prost et al., 2020), who work together to provide holistic care to dying inmates. A significant and meaningful part of prison hospices in the United States is the use of inmate caregivers. These volunteers allow the prison to provide more comprehensive care than what would be available without them, as they are able to connect and empathize with the patient on a different level than health care personnel (Stone et al., 2012). By mirroring the hospice and palliative care model used in the community, prisons in the United States have been able to successfully integrate palliative and end-of-life care into their prison health care services. 
	The United Kingdom on the other hand, employs a hospice “in-reach” method, which is drastically different than the programming of the United States. While a select few prisons have in house hospice centres in England and Wales, this is not the norm throughout the entirety of the United Kingdom (Hospice UK, 2021). An example of an in-prison facility is the 15-bed hospice located at Norwich prison in England (Ralph, 2016). The team is composed of two nurses and four health care assistants, who all have community nursing experience (Ralph, 2016, p. 15). However, this is not the norm, and the “Dying Well in Custody Charter” was created in the United Kingdom in 2018 to outline the process to ensure that inmates have access to a dignified and respectful death in custody (NHS England, 2018). It implies that there is an ongoing awareness of the need for care for inmates set to die in prison (Visser, 2021). The most common approach is the creation of partnerships with external community hospices, hospitals, and palliative care services (NHS England, 2018). Once these collaborations have been formed, they often include transferring inmates to external centres for hospice and palliative care, or for the community resources to provide advice and assistance in caring for the inmate while still in prison (McParland et al., 2021). These connections are extremely valuable as they can be used to provide training to correctional staff, to receive health care support, and to facilitate community transfers (Hospice UK, 2021). The overall ambition of the United Kingdom Prison Service is to forge relationships with local health care partners, to ensure that they are well equipped and supported to care for the aging and terminally ill inmate population under their care.
	In Canada, the Correctional Service of Canada has not yet implemented hospice services similar to those in the United States or the United Kingdom. In fact, despite there being a CSC guideline, there is no clear approach taken to accommodate terminally ill or aging offenders at the end-of-life. The guideline was created using national and international research, as well as consultations with stakeholders in the field (Government of Canada, 2018). This policy is said to be consistent with the regulations of the Canadian Hospice Palliative Care Association
 (Government of Canada, 2018). Despite these accreditations, the OCI has pointed to the inconsistency of care between institutions, and how there are no formal or traditional hospice or palliative care facilities available (Iftene, 2019, p. 118). As a replacement, in some CSC institutions, specific units, houses, or ranges within a penitentiary have been dedicated to elderly and terminally ill offenders, which facilitates the safe engagement of offenders in the prison routine (Office of the Correctional Investigator, 2013, p. 21). These facilities often have no stairs, have accessible bathrooms, and are relatively close to the health services department (Zinger et al., 2020). 
Additionally, over the last several years, CSC has worked on retrofitting its institutions to be more accessible for those with mobility concerns. This includes the installation of elevators/lifts, bathrooms with raised toilets and handrails, accessible showers, ramps, and handrails in cells (Zinger et al., 2020). While traditional hospice services are unavailable, CSC offers age-appropriate social programming in select institutions, often involving peer/inmate volunteers. The Peer Assisted Living program (PAL) involves inmate volunteers who assist and provide support to other inmates in need (Zinger et al., 2020). The specifics of PAL are unclear; however, it appears to mirror the ideas of the inmate caregiver model in the United States, but in a more daily occurrence rather than in hospice specifically. Peer education coordinators also exist who are other inmates who provide peer-to-peer social and emotional support to other inmates on a one-on-one basis (Zinger et al., 2020).  Since these programmes are provided by other inmates rather than correctional staff, they can be considered taxing on the inmate population as well as a form of placing the responsibility on the inmates rather than the paid staff of the institution (Shaw et al., 2021). Being that these programs are more social in nature as opposed to health care, they cannot be directly compared to the in-house hospice programming provided in the United States, despite their use of inmate volunteers. 
The absence of a specific hospice or palliative care unit creates various barriers to providing adequate care for those experiencing the end-of-life. The gaps that exist in CSC’s approach to palliative care are that there is not 24/7 nursing care, there are no supports for the family of the patient, there is a lack of education for prison staff, there are a limited number of community partnerships, and there are no processes put in place to monitor the progress of palliative care services (Zinger et al., 2020). These difficulties and limitations appear to be existent at the implementation stage of the policy cycle. The document “Hospice Palliative Care Guidelines for the Correctional Service of Canada” outlines the ways in which this care is to be provided, under what standards, and by whom. The implementation of this policy takes the form of a top-down approach as the guideline was created by the CSC Commissioner; however, it is formally implemented by the correctional staff on the ground in each institution. While it is desired that each policy will be implemented as written, this is not always the case as these ideologies are not always realistic. Due to the nature of the prison environment and the differences in infrastructure of each institution, the policy ideologies of those at the top are not always completely implemented and recognized at the ground level. A typical palliative or hospice setting consists of 24/7 medical care and access, trained personnel, and specific availabilities for pain management and medication. The prison environment as it naturally exists is not able to mirror this atmosphere for inmates who are terminally ill or nearing the end-of-life. A first barrier to true implementation due to a lack of resources is the absence of 24/7 health care staff (Kemp et al., 2018). This means that inmates who have health concerns throughout the night cannot be seen until staff arrives during business hours the following day. This fails to implement the quality-of-care that CSC intends to provide as outlined in legislation and the guideline, but also causes undue suffering to ill and elderly inmates. Further to the overall nature of the prison setting, a supplementary element that warrants discussion is the fact that each Canadian prison is different. They most often differ specifically in terms of infrastructure, programming, and resources. An explanation for the ambiguity between policy intent and implementation is related to the physical prison environment as it exists. Examples of how CSC prisons differ between each other in terms of policy implementation are that they are in different regions, have differing access to the required resources, have different layouts and physical infrastructure, and are each composed of different groups of staff implementing the policy (Weiss et al., 2007). The effect of these variations in environment is that each institution has a distinct capacity to provide palliative and end-of-life care services, despite them all sharing a mandate and governing policies. This results in a lack of consistency across institutions, and limits the availability for a continuity of care for inmates. To potentially identify these contextual differences, the techniques of backward mapping and capacity building can be mobilized. Backward mapping, as discussed in literature, is beneficial as it gives those at the top of the policy chain the opportunity to better understand how policies are implemented on the ground level. Using the technique of backward mapping in the context of CSC and palliative and end-of-life care would allow for policy makers to account for the realities of the prison environment when enacting policies, which would allow them to be better equipped for implementation. This exercise might be achieved through institutional visits, stakeholder engagement, and by collaborating with institutional staff who are responsible for the implementation of the policies. A potential benefit to the use of this exercise is that it has the possibility of shining light on problems related to implementation, while broadening the knowledge of senior policy and decision makers. Overall, a backward mapping exercise in the case of palliative and end-of-life care in CSC custody encompasses the possibility of informing policy decisions and ultimately implementation by bolstering the general understanding of the policy context.   
In addition to this, institutions also differ in the abilities, knowledge, and quality of the staff that run them. In a general sense, there is limited training provided to correctional staff who are instructed to work with aging and terminally ill inmates. Due to the inherent clash between care and security in these situations, it may be difficult for officers to balance the two (Iftene, 2017). The lack of understanding and training serves as a barrier to proper policy implementation as the care cannot be provided as intended in such situations. A way that this can be mitigated is through the notion of capacity building. Academic literature about palliative and hospice care in custodial settings points to the idea that additional correctional officer training is often required for the successful implementation of services (Linder et al., 2007), as such, following a technique of capacity building is beneficial in combatting the custody versus care imbalance. By providing age and health care specific training to correctional officers, they will become better equipped to provide for this vulnerable segment of the inmate population. Officers will become more aware of the needs of inmates, their security risk and vulnerability, as well as how to best support them in the institution. With regard to the training of on-site correctional staff, the technique of backward mapping can also be used to inform training sessions. Once backward mapping has been used, and key areas for improvement have been identified, these lessons can be reflected in training materials. Overall, while it is not the job of correctional officers to become health care staff, additional training will benefit not only inmates, but also officers in combating their care versus custody dilemma. 
A final failing in implementing palliative and end-of-life care to CSC inmates is situated in the level of pain medication and comfort available to patients. To maintain the greatest level of relief at the end-of-life, hospices are known for using the best resources available, however, this is not the case when the hospice exists behind prison walls. In prison hospitals, the only pain medication available is Tylenol 3, and in rare occasions, methadone and morphine (Iftene, 2019). This lack of pain management availability exemplifies a failure to provide equivalent care to what is provided in the community, and therefore demonstrates a shortcoming in implementation. It can be argued that the implementation phase is the most important as it is at this stage where policy intentions come into practice. In the case of palliative and end-of-life care in CSC run prisons, the overall guideline and policy goals are not being met due to a lack of resources, therefore they are not being implemented as designed. An approach that can be used, but is rarely practiced in Canada is the opportunity for compassionate release or “parole by exception.” This mechanism encompasses the possibility to negate the need for palliative and end-of-life care services in prison but is not used as intended or designed. 
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	Unlike many other nations, Canadian law does not currently provide the option for “compassionate release” of offenders who are terminally ill, aging, or who are otherwise unfit for the environment of incarceration. The closest available tool under the CCRA is section 121, “parole by exception” which is less of a humanitarian process (Iftene, 2017b). Parole, unlike how it is usually viewed by society, is not a termination of a sentence, but rather a change in milieu of where the sentence is being served (Iftene, 2017b). The purpose of section 121 of the CCRA is to provide the opportunity for those who are terminally ill, whose health is unsuited for imprisonment, and whose health is threatened by the prison environment, to be released into the community (Iftene, 2017b). However, in reality, it has been shown that this section of the act is rarely used, and that from 2010-2011, while 22 requests were submitted, only 12 were granted (Iftene, 2017b). Parole by exception is extremely difficult to access, and as a result, the OCI has stated that “few inmates are allowed to die with some semblance of dignity in the community” (Iftene, 2017b, p. 936). This is a result of few inmates being encouraged to apply, being unaware of the opportunity, or the strict bureaucratic process that it entails. Section 121 is poorly structured, as there is not a concrete process in place, and it is extremely restrictive (Iftene, 2017b). A major difficulty is that the criteria for release on these grounds are relatively subjective and differ between cases. Studies have demonstrated that parole in Canada is rather unpredictable and can be judged based on factors such as seriousness of the offence, length of the sentence, the potential threat posed to society, and programming completed during incarceration (Iftene, 2017b). The subjectivity of the process is possible as the parole system is vaguely regulated by the CCRA and Corrections and Conditional Release Regulations (CCRR). An additional criterion for this type of release is the necessity for “substantive evidence” of terminal illness provided by the prison doctor, which is difficult, and rare to receive, as physicians are reluctant to give this type of evidence in writing (Iftene, 2017b). In attempts to bring a greater framework, section 121 is bolstered by CD 712-1 “Pre-Release Decision Making”, however, it does not bring further precision, and simply restates the wording of the CCRA, and adds that the Parole Board of Canada (PBC) is responsible for all parole related decision making (Iftene, 2017b). Being that “parole by exception” falls under the purview of the PBC as set out in legislation and policy, this suggests that the practice is not humanitarian in nature, but rather falls within the same category of all other pre-release options (Iftene, 2017b). Overall, in Canada, while “parole by exception” was initially created as a safeguard for sick and elderly inmates, it has been persistently underused and hidden, and resulting in a growing number of application denials (Berryessa, 2020).  
	A country that differs greatly when it comes to compassionate release is France. In 2002, as a result of numerous cases within the European Court of Human Rights for cases involving terminally ill and aging offenders, the French government introduced a formal system for medical parole decisions (Steiner, 2003). This involved the addition of article 720-1-1 to the Code of Criminal Procedure which allows for the suspension of a prison sentence, when the offender is found to be suffering from a terminal illness, or when their health status is incompatible with continued imprisonment (Steiner, 2003). The decision for the addition of this article was inspired by article three of the European Convention, which prohibits “inhumane or degrading treatment or punishment of those in detention” (Steiner, 2003, p. 269). It was found that conditions of confinement created inhumane treatment or punishment of offenders when their health status was concerned. The application procedure for compassionate release in France is rather straight forward and contains few bureaucratic obstacles. The provision does not include any particular criterion such as the offence type, length of the sentence, or the danger posed to society, as it is assumed that if they are elderly or ill, the risk is low (Steiner, 2003). In order to be considered by a judge, two independent physicians must agree that the inmate is terminally ill or that their health is incompatible with detention (Steiner, 2003). Once the application is complete, the parole case is heard by the “juge de l’application des peines” (JAP), when the sentence is less than 10 years, and by the parole court if the sentence is greater than 10 years (Steiner, 2003). The JAP is a post-sentencing judge who is affiliated with the prison specifically, and who is familiar with cases of parole. When coming to a decision, they are assisted by the district attorney, the prison governor, a member of the prison staff, and several social workers (Steiner, 2003). Should medical parole be granted, it is important to note, that if the health of the offender improves at any time, the suspension is subject to revocation, and they may be returned to prison (Steiner, 2003). As a result of the smooth, and specific medical parole procedure introduced in 2002, studies have shown that in France, approximately 85% of all applications for compassionate release are granted (Chassagne et al., 2017). Due to their success in releasing terminally ill and aging offenders, French prisons do not currently have palliative care or hospice facilities found within their institutions, as the need is slim (Chassagne et al., 2017), because the preferred option is to release them for care in the community. 
	Evidentially, the perspective and motivations of the Canadian versus the French laws for compassionate release differ greatly. Where the French legislator has ruled that prisons are not an appropriate environment for end-of-life care, Canadian prisons seem reluctant, and maybe even against, releasing inmates on compassionate and humanitarian grounds. Given the success rate of the French medical parole system, and the lack of mention of re-offending, there are various lessons from which the Canadian system can benefit.  
As it has been demonstrated in research, compassionate release mechanisms in Canada are severely underutilized, which can be blamed in part by the bureaucratic process. The complex and slow-moving nature of bureaucracy can be to blame for the limited use of compassionate release for aging and terminally ill offenders. A first area of concern involving applications for compassionate release is the lengthy process it entails, and the slow response of bureaucrats. In most cases, the government takes months, sometimes years, to consider and respond to applications. When this occurs, it is possible that the inmate may pass away before their request is evaluated, therefore making the application void. For compassionate release to be a successful mechanism for terminally ill and aging inmates, the timelines need to be shortened to acknowledge the possibility of health decline. In addition to this, the criteria for consideration are unclear, and often rely on specific diagnoses and prognoses from prison doctors, who are often reluctant to provide this information (Iftene, 2017b). In this case, inmates are either unaware of the information they require to put forth a successful application, or they are not able to obtain said information. The criteria to apply for compassionate release are strict yet unclear, and often subjective to the individual evaluating the application (Iftene, 2017b). The ambiguity of the application and approval process can be best explained by the concept of “soft policy”. In the case of compassionate release, the concept of soft policy can be applied because as previously mentioned, the criteria for release are vague, often different, and unknown to applicants (Iftene, 2017b). Due to this, the complete discretion for the implementation of the policy is left in the hands of implementors. Furthermore, the policy is soft in nature as the overall goals of the policy are specific to the governing legislation. By understanding that compassionate release represents a soft policy, it can be understood why the decisions for release often differ, and why there is not a uniform decision-making process. While this information does not resolve the issue, it speaks to why it occurs, and this knowledge can be used to modify the policy and to create stricter guidelines and criteria for release. The slow-moving bureaucratic process in collaboration with the soft nature of the policy makes compassionate release in Canada a difficult mechanism for aging and terminally ill inmates to access. Unless if mechanical changes are made to the bureaucratic process as it currently exists, compassionate release will continue to be underused and difficult to be granted. 
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	In many jurisdictions, as MAiD became legal and accessible to citizens, it also became available to those serving prison sentences. This is due to “the principle of the equivalency of care” which is outlined in the legislations of various countries but is also required as per the UN’s Mandela Rules for the Treatment of Prisoners (Downie et al., 2019). As per this principle, MAiD should be provided to inmates in custody when it is provided to the general public by a medical physician and when the cost of the procedure is covered by a social health care system (Downie et al., 2019). When these criteria are applied, it can be assumed that MAiD is available to inmates serving sentences in, but not only in, Canada, Belgium, Luxembourg, the Netherlands, and the United States (Downie et al., 2019). 
	To date, Canada is the only country to explicitly include inmates in their MAiD legislation (Downie et al., 2019). There are no specific provisions outlined, however, the CCRA was amended to not subject any prison MAiD deaths to criminal investigation under the Criminal Code (Downie et al., 2019). In other countries, there are no laws to specifically exclude inmates from service, however, Canada is the only country with guidelines and legislation to expressly include inmates (Downie et al., 2019). In Canada, MAiD is treated as a form of health care and is funded by provincial/territorial health services. Therefore, as per the principle of equivalency, MAiD is also available to inmates, which has been reinforced through the CCRA. 
	Being that CSC is responsible for the administration of inmate health care, MAiD also falls within their purview. The process followed for the administration of MAiD for those under CSC custody is outlined in “Guideline 800-9: Medical Assistance in Dying”, which came into effect November 29, 2017 (The Correctional Service of Canada, 2017). This guideline frames the process for the procedure, from the request to the eventual death of the inmate. Included within are the responsibilities of all staff as well as the general provisions for the service. To be considered, an inmate must submit a written request to the prison’s health services department. The inmate will undergo two formal assessments, one internal and one external. If the first assessment is not successful, the inmate is informed and support services are referred (The Correctional Service of Canada, 2017). If the second assessment is also proven to be successful, MAiD is to be scheduled within a minimum of 10 days after the initial request was signed by the inmate (The Correctional Service of Canada, 2017). As per CSC policy, MAiD is provided in the community via a temporary absence. Following the death of the inmate, regular procedures are followed, and there is no investigation or morality review, however, the policy and procedure are always assessed to evaluate adherence and to determine areas for improvement (The Correctional Service of Canada, 2017). To date, MAiD represents approximately 2% of all inmate deaths in custody, while accounting for 2.5% of all deaths in the community in 2020 (Government of Canada, 2022b). 
Providing MAiD services within Canadian prisons serves as the work of both “big p” and “small p” policies as it consists of both federal legislation as well as guidelines. This serves as a unique situation whereby various policy actors and implementors must work together to ensure that the policies enacted comply with both legislative requirements as well as institutional guidelines. In the case of MAiD in federal institutions in Canada, the federal MAiD legislation represents a form of big p policy, whereas the CSC guideline represents a small p policy. By working in collaboration with one another, CSC is able to ensure that all the aspects related to the federal legislation are addressed while accounting for the custodial environment and the considerations it involves. By allowing CSC to enact their own policies for practice, CSC is able to create policies that best reflect their realities and operations, however, this does not always mean that they meet legislative requirements. As such, the legislation may not be accurately represented in the policy goals of the institutions. An example of where the CSC policy and federal legislation differ are in the eligibility criteria to receive MAiD. The general Canadian population has the right, as per the law, to seek as many medical opinions as they wish, should their initial request for MAiD be denied. This is not the case for federal inmates, who, if are initially denied, are not permitted to seek a second opinion (Downie et al., 2019). This goes against the principle of the equivalency of care, but also clearly demonstrates how small p policy is not always reflective of big p policy. Furthermore, it is drastically harder to amend legislation, than it is a simple guideline or policy. As such, policies may change various times throughout their lifetime, but the legislation may remain unchanged. Therefore, the two may not always coincide directly. This creates an ambiguity between the big p and small p policies, and can explain why policies appear to, or directly do not, meet legislative requirements. 
In Belgium, much like in Canada, MAiD has been incorporated into the prison health care system and is facilitated in a similar manner (Downie et al., 2019). The Belgian law on Euthanasia, enacted on May 28, 2002, officially decriminalizes the actions of a doctor who provides MAiD services to a patient when they are the age of majority or an emancipated minor, when the request has been made voluntarily, and when the medical situation of the patient is unbearable and cannot be alleviated (Snacken et al., 2015). In Belgian prisons, the process for receiving MAiD is almost identical to what is conducted by the CSC. First the inmate must write, date, and sign a request for the service, which is received by a prison doctor who verifies the inmate’s competency to submit the request, as well as evaluates if the request meets the eligibility criteria set out in the law (Downie et al., 2019). If the first verification is found to be positive, the case is transferred to an external doctor to complete the second assessment. Should the inmate be found to be eligible following both assessments, the prison doctor will request and accommodate for the early release or transfer of the inmate to an external hospital where MAiD will take place (Downie et al., 2019). As according to prison regulations, MAiD may only be made available to the inmate outside of the prison, and the procedure will not be performed inside prison walls (Downie et al., 2019). 
	In Switzerland, however, the process differs greatly from those provided to inmates in Canada and in Belgium. Simply put, the Swiss prison service does not provide MAiD to the inmates under its care. Should the inmate wish to receive the procedure, the inmate must submit a request for an early release into the community, or for a transfer to a local hospital (Downie et al., 2019). If the request is denied, MAiD is not accessible to the individual, however, if the request is granted, upon release, the individual can make a request for MAiD in the same manner as any other citizen of Switzerland. 
	Given the closeness of the policies followed for inmates in both Canada and Belgium, various similarities exist, along with select differences. In terms of process, Canada and Belgium follow a very similar assessment process, consisting of internal and external doctors, as well as with the administration of the procedure outside of the prison, in the community. These processes are likely influenced and strengthened by the principle of the equivalency of care, which is required by the CCRA in Canada, and by the Belgian Prison Law and the Council of Europe Prison Rules in Belgium (Downie et al., 2019). Where the differences lie between these two countries are areas where Canada could learn from Belgium to bolster its MAiD practices with the addition of these elements. The first is that in Belgium, there are no application differences between inmates and the general population (Downie et al., 2019). However, in Canada, the CSC regulates that an inmate cannot seek a second assessment if the first assessment if deemed ineligible. This addition to the rule is a breach of the principle of equivalency and does not exist within Belgian laws like it does in Canada (Downie et al., 2019). A second major difference that exists within Belgian law, is that within four working days, all inmate MAiD deaths are required to be reported to the Federal Commission for Control and Evaluation, which is a body that verifies that all MAiD deaths were administered correctly under the law (Snacken et al., 2015). In Canada, inmate MAiD deaths are not recorded, and are not accounted for in nation-wide statistics (Health Canada, 2022). There is also no formal, external evaluation conducted following the procedure. While a small-scale evaluation process is conducted in Canada, it is internal to CSC, therefore potentially bringing into question the validity of the evaluation, as well as its depth and scope. As with all policies, it is in the best interest of policy makers that evaluations are conducted externally to ensure the absence of any bias, and therefore enhancing the quality of the data used to inform policy. This lack of constant assessment can be seen as a limitation to the implementation of MAiD policy in Canadian prisons. This lack of continuous review hinders the ability of policy analysts and implementors alike to observe potential challenges, and therefore limits options for resolution. The lack of a reporting mechanism is a limitation to the MAiD policy enacted by CSC, and provides a strong point of reflection when considering the implementation of MAiD policy and legislation for incarcerated persons in Canada. 
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Section 5: Conclusion

	This major research paper has attempted to identify the similarities and differences in policy and practice concerning palliative and end-of-life care between Canada and other large nations. The above analysis demonstrated certain gaps in the Canadian system when compared to other countries. Canadian prisons are behind the United States and the United Kingdom for hospice and palliative programming, they are also behind France when compassionate release is concerned, and finally, they are on par, and similar to the practices for MAiD requests and services when compared to Belgium. In a general sense, despite similar MAiD processes, it can be argued that CSC lags behind other developed countries when it comes to serving and caring for aging and dying offenders. This state is reflected on from an academic and policy change perspective. 
From an academic standpoint, more research is needed on palliative and end-of-life care services in Canadian prisons. As demonstrated, very little research and academic literature focuses specifically on the Canadian correctional system and CSC. This lack of publications specifically on Canada makes it difficult for evaluators to determine whether CDs and guidelines are actually being practically implemented within institutions (Shaw et al., 2021). Most prison-based research on this topic has been conducted in the United States, the United Kingdom, and the European Union. While these studies can be used to critique and evaluate Canadian practices, they cannot speak to them directly. Therefore, more research specific to Canada would be beneficial not only to academia, but also to CSC itself for the implementation of policies and practices that are evidence-based. Evidence-based policy making is a tool used by policy makers when enacting policy to ensure that they are grounded in fact and reason. The underlying notion of this practice is that policies are more likely to be successful if they are implemented using an understanding of the mechanisms used to bring about change (Sanderson, 2002). If more research were to be conducted, CSC would be able to utilize the knowledge and data gained from these studies to influence the policies and practices they enact in response. Given the current aging, and eventually dying, inmate population, now is an opportune time for the conduction of this research, as its impacts would be applicable immediately. The need to address the concerns of the aging inmate population is enough reason on its own to conduct research, however, given the lack of pre-existing literature and research, the reason is strengthened. 
	Additionally, in 2024, when changes to the Canadian MAiD legislation come into force, additional research will be needed to support changes to the current MAiD Commissioner’s Directive. The current MAiD legislation is set to be modified to allow for a mental illness to be the sole underlying condition for a MAiD request. The reason for the delayed enactment is to allow for the Government of Canada to analyze and research how to best implement this change (Government of Canada, 2022a). While other government departments, such as Health Canada, undertake this research, CSC should conduct similar assessments to determine how this modification will impact the in-custody population. Being that 70% of all male inmates qualify for a diagnosis of a mental disorder (Beaudette et al, 2015), along with 80% of all female inmates with diagnoses (The Correctional Service of Canada, 2017), the rate of requests for MAiD among those in CSC custody is likely, and anticipated, to rise. To meet this increase in demand for the procedure, it is important that CSC conducts their own research, separate from that of other government departments, to determine how they can best apply the legislation to a population who will now largely meet the criteria for MAiD. 
	Overall, further research is needed in Canada to speak directly to the policies and practices of CSC, and how the aging and dying inmate population is being cared for. This change in demographic plus the modification of the MAiD legislation in 2024 sets the stage for the opportunity for this work to be done, in a meaningful and significant way. CSC is in desperate need of new statistics and information to update their current Commissioner’s Directives and guidelines to reflect this changing population and legislation, in a way that is concrete and based on evidence. 
From a policy change perspective, the comparison with other countries concerning palliative care and end-of -life services allow for discussion and selection of policy improvements potentially beneficial to CSC run institutions from a policy and practice point of view. In terms of current CSC policy, there are various gaps that need to be addressed through modifications or additions to policy and practice. A significant element that will require specific attention for all the policy recommendations outlined below is the consideration for how the prison environment can impact policy implementation. As previously discussed, differing policy contexts can be the root cause for discrepancies in policy implementation among prisons. By considering the contextual elements, this opens the opportunity for policy makers and implementors to accept this phenomenon as reality, and as such, problem solve in each individual context. This means that based on the strengths and weaknesses of each institution, routines and practices can be individually modified to meet the realities of the prison, while respecting the legislation and policies. A first beneficial change would be the introduction of a CD that outlines and regulates the treatment of aging offenders, which includes hospice, palliative, and end-of-life care (Iftene, 2017). Clear and concise correctional service processes are needed to be outlined in this CD to help improve the care provided to aging and terminally ill inmates under CSC supervision (Panozzo et al., 2020). By providing a clear framework for these practices it can be ensured that care is consistent across institutions, and that care is continuous in the case of a prison transfer. The consistency of care and resources across institutions may be facilitated and improved through the practices of backward mapping and capacity building as previously discussed.  Additionally, in order to enable the care described within the CD, age-based care training should be mandated for all correctional staff, including any personnel who interacts with aging or dying inmates (Lum, 2004). In this environment, care, custody, and security need to be combined, which can be difficult for officers to initially grasp being that their job is to ensure the institution is secure above all (Iftene, 2017). This training will certify that all inmates, regardless of their age, receive the care and support they require, within an environment that is equipped to meet their needs. By educating staff on the subject, a greater appreciation for these inmates may develop, and therefore, a safer and more harmonious environment is likely to be formed. Additionally, a small but significant, addition to the CD would be to change the age considered to be “elderly” or “aging” to 50-55 years of age (Psick et al., 2017). Due to the concept of accelerated aging, lowering this age bracket would allow for individuals in need of aging and end-of-life care to gain access more easily, without the added barrier of older age. 
	Another general policy consideration involves the regulation of MAiD deaths among inmates. Using the concept of policy tracking, CSC and the Government of Canada would be better equipped to monitor the process and success of MAiD for federal inmates. Policy tracking is a method employed by policy makers and implementors to monitor the progress of a policy (Hudson et al., 2019). It consists of three distinct steps that comprise of performance monitoring, problem solving, and progress assessing (Hudson et al., 2019). Performance monitoring involves the tracking of policy progress against the initial key objectives through the steady analysis of data (Hudson et al., 2019). Problem solving is the identification of potential barriers to implementation and resolving them through solutions such as modified resource allocation (Hudson et al., 2019). Finally, progress assessing consists of regularly providing progress reports to senior officials (Hudson et al., 2019).  CSC, in collaboration with external, partners could use the concept of policy tracking to form an independent review mechanism. This body would be responsible for reviewing each MAiD death not only for statistical purposes, but to ensure compliancy with the law. This process could mirror the review course conducted in Belgium, which will allow for unbiased data to be collected, and possibly influence the modification or enhancement of CSC MAiD policy. Policy tracking in this context would allow for analysts and implementors to account for how the policy evolves over time without waiting for the formal evaluation phase of the cycle. Should these general policy improvements be enacted within CSC institutions, CSC Commissioner’s Directives and other policy formats would be modernized for the current state of custody and would best suit the needs of both inmates and staff during a rather fragile period of time. 
	Regarding practice, two significant improvements can be made. The first, and most important, is the introduction of a hospice unit in one of each of CSC’s regions, equalling five total across Canada (Iftene, 2017). These facilities should include 24/7 nursing staff, the ability to provide pain management, and have more relaxed security measures (Iftene, 2017, p. 84-86). In order to facilitate swift intake processes, transparent eligibility criteria should be created for admission (Stensland et al., 2016). This will limit confusion and will allow for all those who anticipate being eligible, or who are denied, to understand what the expectations are of the program. An important additional aspect to these facilities will be the introduction of social workers to the care team. Social workers, because of their educational background and experience can fill substantial roles within hospice and palliative care. Social workers have the capacity to be patient advocates, to solve ethical dilemmas, to conduct psychosocial assessments, to assist with advance care planning, and to facilitate family gatherings if required (Stensland et al., 2016). Due to their global understanding of vulnerability and oppression, social workers are well equipped to work with inmates at the final stages of their lives as they understand the “vulnerable nature of ill offenders” (Stensland et al., 2016, p. 273). The introduction of five hospice facilities across Canada, involving the care of social workers, ultimately has the opportunity to change the way in which aging, and end-of-life is viewed in CSC run prisons. While considered a major shift in practice, the positive implications it will have for inmates outweigh the difficulties of an environmental change. 
	The second significant potential policy improvement concerns compassionate release in Canada, an area which there is a great amount of room for improvement. If Canada were to make use of more release mechanisms, similar to France, there would be a limited need for the hospice facilities described above. An important way to implement this is to certify clear and specific criteria for release (Stensland et al., 2016). This will facilitate decision making by guaranteeing that decision makers are aware of what makes an individual eligible, so that denials can be concretely explained to applicants, while certifying fairness and consistency (Stendland et al., 2016). Additionally, to limit court backlogs, a post-sentencing court should be used for decision making rather than the Parole Board of Canada. Since this is not a request for traditional parole, the PBC should not be implicated. Rather, a court and judge connected to the prison, should be responsible for compassionate release decision making. When deciding on a specific case, solely the health condition of the offender should be considered, without factors related to their original offence or sentence. Being that offenders are elderly and ill, research has proven that they have a diminished capacity for crime (Zinger et al., 2020), therefore, should they be released on compassionate grounds, society is not placed at risk. Changing the ways in which release mechanisms, including compassionate release, are utilized in Canada will significantly improve the state of the aging and terminally ill inmate population. It is suggested that France is used as an example in this endeavour due to their success in implementing the practice, and by using similar methods, Canada can also know the great success of releasing inmates that are nearing end-of-life.  
	Given the current state of the in-custody population, it is likely that in the coming years, CSC will be faced with an increasing need for palliative and end-of-life care services within their institutions. This experience strengthens the need for CSC to improve and modify their services, as their demand is not anticipated to dwindle in the coming years. As mentioned, there is a great need for further research on palliative and end-of-life care in prison, specifically in Canada. By identifying this gap in information, as well as the spaces in policy and practice, this paper contributes to understanding by identifying issues and methods of resolution. Further research and attention to the topics of palliative and end-of-life care in Canadian prisons will ultimately change how these services are provided and therefore alter the experiences of inmates who are aging or nearing the end-of-life. Being that this segment of the inmate population is extremely vulnerable, further discussions and analyses can assist in ensuring that those requiring palliative and end-of-life care services behind bars, are met with a respectful and dignified death. 
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