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Abstract
Background: Medical Assistance in Dying comprises interventions that can be provided by medical practitioners to cause death of a 
person at their request if they meet predefined criteria. In June 2016, Medical Assistance in Dying became legal in Canada, sparking 
intense debate in the palliative care community.
Aim: This study aims to explore the experience of frontline palliative care providers about the impact of Medical Assistance in Dying 
on palliative care practice.
Design: Qualitative descriptive design using semi-structured interviews and thematic analysis
Settings/participants: We interviewed palliative care physicians and nurses who practiced in settings where patients could access 
Medical Assistance in Dying for at least 6 months before and after its legalization. Purposeful sampling was used to recruit participants 
with diverse personal views and experiences with assisted death. Conceptual saturation was achieved after interviewing 23 palliative 
care providers (13 physicians and 10 nurses) in Southern Ontario.
Results: Themes identified included a new dying experience with assisted death; challenges with symptom control; challenges with 
communication; impact on palliative care providers personally and on their relationships with patients; and consumption of palliative 
care resources to support assisted death.
Conclusion: Medical Assistance in Dying has had a profound impact on palliative care providers and their practice. Communication 
training with access to resources for ethical decision-making and a review of legislation may help address new challenges. Further 
research is needed to understand palliative care provider distress around Medical Assistance in Dying, and additional resources are 
necessary to support palliative care delivery.
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What is already known about the topic?

•• Medical Assistance in Dying is a globally polarizing topic, and several national and international palliative care associa-
tions have held the position that palliative care practice should remain separate from assisted death.

•• The specific role of palliative care providers in discussing, assessing, and providing Medical Assistance in Dying for 
patients remains unclear.

•• Three years after the legalization of Medical Assistance in Dying in Canada, its impact on palliative care practice remains 
unexplored.
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Background
Medical Assistance in Dying is defined as the administra-
tion of a lethal substance by a medical practitioner to a 
consenting person to intentionally cause their death, or 
prescribing a substance that the eligible person takes 
themselves, in order to bring about their own death.1 On 
June 17th, 2016, Medical Assistance in Dying became 
legal in Canada for adult patients with irremediable and 
grievous illnesses. Patients who make requests for assisted 
death are required to undergo two independent assess-
ments for eligibility by either physicians or nurse practi-
tioners; there is usually a 10 day reflection period from 
the day of request’s approval by assessors to receipt of 
assisted death. The federal legislation allows physicians 
and nurse practitioners in Canada to directly administer 
Medical Assistance in Dying or prescribe drugs that the 
patient can self-administer. The Canadian legislation 
requires that the patient has to expressly consent to 
Medical Assistance in Dying immediately before it is pro-
vided, and does not permit advance directives. The fed-
eral legislation provided a broad national framework and 
allowed the provincial and territorial governments and 
health professional regulatory bodies to develop local 
policies and procedures for Medical Assistance in Dying 
specific to their jurisdiction.2 While physicians are not 
required to participate in Medical Assistance in Dying, 
most provincial regulatory authorities, including those in 
Ontario, require objecting physicians to make an effective 
referral for Medical Assistance in Dying requests.3 
Palliative care providers play an important role in explor-
ing and facilitating end of life wishes4; this now includes 
conversations about Medical Assistance in Dying for inter-
ested patients. However, Medical Assistance in Dying is a 
globally polarizing topic, and its introduction in Canada 
has sparked an intense debate about the relationship 
between palliative care and assisted death.5,6 The specific 

role of palliative care providers in discussing, assessing 
and providing Medical Assistance in Dying for patients 
remains unclear.7–9 A survey of Canadian palliative care 
physicians before its legalization found that 75% of par-
ticipants felt Medical Assistance in Dying should not be 
provided by palliative care providers.10 Several national 
and international palliative care associations have held 
the position that palliative care practice should remain 
completely separate from Medical Assistance in Dying.11–

14 On the other hand, some countries, such as Belgium, 
have created an integrated model where euthanasia is 
embedded in palliative care practice.15,16 Research explor-
ing how Medical Assistance in Dying has impacted pallia-
tive care practice is limited, however.5,7,17–19

Three years after the legalization of Medical Assistance 
in Dying in Canada, its impact on palliative care practice 
remains unexplored. The purpose of this study was to 
understand how Medical Assistance in Dying has impacted 
palliative care practice for physicians and nurses.

Methods

Research question
How has Medical Assistance in Dying impacted palliative 
care practice for physicians and nurses in Canada?

Study design
A qualitative descriptive design using semi-structured 
interviews and thematic analysis,20 was used to explore 
the experiences of palliative care providers who cared for 
patients who requested Medical Assistance in Dying. In 
contrast to other qualitative methods such as grounded 
theory or interpretive description that go beyond the 
words used by participants to interpret meaning, qualita-
tive description is less interpretive and does not require 

What this paper adds?

•• Through qualitative interviews with palliative care physicians and nurses having diverse views on Medical Assistance in 
Dying, we have identified several ways in which it has impacted palliative care practice.

•• Medical Assistance in Dying has provided an alternative dying experience and challenged symptom control strategies 
because of the need to maintain lucidity for eligibility for assisted death.

•• A significant amount of support for Medical Assistance in Dying was indirectly provided by palliative care providers and 
this created additional challenges for already strained palliative care resources.

Implications for practice, theory or policy

•• Communication training around Medical Assistance in Dying with access to resources for ethical decision-making may 
be needed to adequately support palliative care providers.

•• Findings regarding the challenge to symptom control may have implications for the Canadian government’s proposal to 
revise the existing Medical Assistance in Dying legislation.

•• Further studies are needed to examine measures to support palliative care providers who experience moral distress 
around Medical Assistance in Dying.
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researchers “to move as far from or into their data.”21 The 
authors chose qualitative description to stay as close as 
possible to the words used by participants when analyzing 
the data. In this way, a specific theoretical lens was not 
required and none was chosen to assign meaning to the 
data. This article follows the criteria for reporting qualita-
tive research from the Consolidated Criteria for Reporting 
Qualitative Research (COREQ) guidelines.22

Population and setting
We recruited palliative care physicians and nurses who 
practiced for 6 months or more before and after the intro-
duction of Medical Assistance in Dying, in inpatient and 
community-based settings that supported assisted death.

Recruitment
We used a combination of purposive and snowball sam-
pling to include participants who had varying opinions 
about Medical Assistance in Dying. We invited palliative 
care leaders and frontline providers with publicly known 
opinions, either published or articulated, about Medical 
Assistance in Dying. We also asked participants to recom-
mend potential interviewees with known and diverse 
opinions about Medical Assistance in Dying. Introductory 
emails were sent to potential participants. Recruitment 
was suspended when wide representation and saturation 
of themes was attained. All participants practiced pallia-
tive care in Southern Ontario, Canada.

Data collection
Semi-structured interviews based on a predefined inter-
view guide were used as the primary means of data col-
lection. Given the reflective nature of the interview 
questions, the participants received the interview guide 
by email a week before the interview to allow for deeper 
reflection on the subject matter. Each participant pro-
vided written informed consent prior to starting the inter-
view. Participants were informed that they can withdraw 
at any time point or choose not to answer any of the ques-
tions. The interviews were conducted and audio-recorded 
between February 2018 and September 2019 by three 
investigators (A.A., J.J.M., D.H.). Some of the participants 
were known to the investigators from common profes-
sional circles and work settings, while others were not. 
Interviews occurred in person or over the phone, and a 
professional transcription service was used to transcribe 
the recordings verbatim. Physician participants were 
coded as P1, P2, etc. Nurses were coded as N1, N2, etc.

Qualitative analysis
Transcripts were analyzed by two investigators (D.H., 
J.J.M.) using Braun and Clarke’s20 version of thematic 

analysis as a flexible guide for data analysis. All the 
researches are palliative care physicians (except J.A. who 
is a qualitative researcher) and come from diverse social 
and cultural backgrounds and held different views on 
Medical Assistance in Dying. The first four interviews were 
analyzed independently by D.H. and J.J.M. and then dis-
cussed to develop an agreed upon coding framework. 
After establishing the coding framework, the remaining 
transcripts were divided between D.H. and J.M. to ana-
lyze. Weekly meetings between D.H., J.M., J.A., and A.A. 
were used to review the coding framework and the analy-
sis process to ensure emerging findings remained as close 
as possible to the words used by participants. During 
these meetings, researchers’ subjectivities and views 
about Medical Assistance in Dying were discussed and 
made explicit, and points of difference were examined 
and understood to improve validity before finalizing the 
findings.

Ethics approval
The study was approved by The University Health Network 
Research Ethics Board on Jan 19, 2018 (Ethics ID No. 
17-5917.0.1).

Results

Demographics
The final sample consisted of 23 palliative care providers 
from Southern Ontario, Canada: 13 physicians and 10 
nurses (Table 1). The median number of years of palliative 
care practice was 8 years, ranging from 2 to 35 years. 
Participants worked in various settings, including inpatient 
consult services, inpatient palliative care units, outpatient 
clinics, home-based palliative care, and residential hos-
pices, with several participants working in more than one 
setting. All of the participants described having discussions 
with patients regarding Medical Assistance in Dying and 
seven of the 23 participants (four nurses and three physi-
cians) described directly witnessing assisted death. Of the 
13 physicians, eight made referrals for Medical Assistance 
in Dying, four conducted assessments, and three physi-
cians were Medical Assistance in Dying providers as well as 
being palliative care providers; three physicians identified 
as conscientious objectors (who made or were willing to 
make referrals for Medical Assistance in Dying). None of 

Table 1. Participants’ demographics.

Physicians Nurses

N 10 13
Mean age (range) 43 (33–64) 42.6 (27–59)
Gender (% female) 54% 90%
Years of practice 
(median, range)

7 (2–35) 9.5 (2.5–30)
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the nurses identified themselves as conscientious objec-
tors, although some expressed moral or religious conflict 
around Medical Assistance in Dying.

Findings
Overall, participants described how the implementation 
of Medical Assistance in Dying had impacted palliative 
care practice. Six main themes emerged: (1) Medical 
Assistance in Dying offers an alternative dying experience 
to natural death; (2) The laws around Medical Assistance 
in Dying may pose challenges to traditional symptom con-
trol strategies; (3) Medical Assistance in Dying creates 
new “difficult conversations”; (4) Medical Assistance in 
Dying had an emotional and personal impact on palliative 
care providers; (5) Medical Assistance in Dying changes 
the patient-palliative care provider relationship; (6) 
Palliative care resources are consumed by Medical 
Assistance in Dying requests:

1. Medical Assistance in Dying offers an alternative 
dying experience to natural death

Participants reflected on their experience as palliative 
care providers with Medical Assistance in Dying in com-
parison to natural death and offered contrasting views 
that were partially influenced by their personal views on 
Medical Assistance in Dying before its legalization. P10, a 
palliative care physician who provides Medical Assistance 
in Dying, said: “they [family] are so pleased with how 
things went. . .in contrast often to natural deaths, to be 
honest. Lots of times natural deaths are grim and lots of 
unpleasant symptoms. . .even though we’re trying every-
thing. . .maybe that’s what scares me a bit is that it is 
[Medical Assistance in Dying] so positive.”

In contrast, other participants drew a different conclu-
sion and felt that Medical Assistance in Dying negatively 
impacted the quality of death from their perspective as 
palliative care providers. These participants recounted 
that assisted death created relational strains between 
patients and their families who struggled with the con-
cept of intentional death and failed to empathize and 
accept it. They felt that Medical Assistance in Dying was 
isolating for some patients and excluded dissenting fam-
ily. P2, a conscientious objector, said: “I’m usually so 
invested in making [dying experience] . . .a warm and 
supportive thing and . . .[Medical Assistance in Dying] just 
felt like the opposite of that. . .this sort of cold, isolated 
way to leave the world and. . .I found that sad.” Overall, 
Medical Assistance in Dying offers a new and controversial 
dying experience.

2. The laws around Medical Assistance in Dying may 
pose challenges to traditional symptom control 
strategies:

All participants spoke about the conflict between main-
taining Medical Assistance in Dying eligibility and effective 
symptom control. One of the ways this conflict manifested 
was in withholding symptom control medications that 
could cause sedation or confusion and could jeopardize 
eligibility, as patients needed to be capable of consent at 
the time Medical Assistance in Dying is delivered. P10 
said: “I worry about inadvertently affecting their ability to 
access MAID [Medical Assistance in Dying] . . .[there is] a 
reluctance towards using benzos [benzodiazepines] or opi-
oids, because of the fear that they’ll get sedated. . .
Sometimes from them [patients], but sometimes it’s from 
me.” This difficulty in providing optimal symptoms man-
agement created by the Medical Assistance in Dying legis-
lation resulted in increased providers and patients’ 
distress.

3. Medical Assistance in Dying creates new “difficult 
conversations”:

Medical Assistance in Dying introduced new communica-
tion challenges in palliative care practice, including deter-
mining the optimal timing for assisted death. Most 
patients wanted to delay Medical Assistance in Dying and 
spend more time with their families but worried about 
cognitive decline and ceasing to qualify for assisted death. 
P7 said: “There’s a lot of uncertainty about her [the 
patient’s] prognosis and. . . the evolution of her disease 
and she’s not sure when to set the date [for MAID] nor can 
I give her very clear guidance on that either. All we know is 
that one day things will change.”

Many participants did not feel confident about discuss-
ing Medical Assistance in Dying. They described ethical 
and moral dilemmas regarding the appropriateness of 
certain discussions, such as introducing Medical Assistance 
in Dying to patients who did not initiate these requests. 
Participants were concerned that introducing the topic of 
Medical Assistance in Dying might be misinterpreted as an 
invitation to request for it, and may add to the burden of 
vulnerable patients and erode families’ trust. It is impor-
tant to mention that there is no mandatory or standard 
training related to responding to requests for Medical 
Assistance in Dying in Canada at this time. N4 said: “I won-
der if I should speak to Ethics about [bringing up MAID 
with patients] because maybe they can tell me, “No, you’re 
allowed to say this,” or “You’re not allowed to say that,” 
but . . . I feel like I’m walking quite a tightrope because I 
don’t want to be encouraging or discouraging in any way.”

Palliative care providers deliver a substantial amount 
of indirect support for Medical Assistance in Dying, even if 
they are not involved in it. Participants described chal-
lenging conversations around supporting patients and 
resolving tension with families around Medical Assistance 
in Dying. N7 said: “They [patients considering Medical 
Assistance in Dying] struggle.. . . [Medical Assistance in 
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Dying patients say] I love my kids, how can I choose to 
leave them, you know. Those are big words. . .it’s hard to 
know how to respond to some of that.”

4. Medical Assistance in Dying had an emotional 
and personal impact on palliative care providers

Participants in this study described how Medical 
Assistance in Dying personally impacted them as they try 
to determine where they stood in regard to assisted 
death. Many of the participants described a large emo-
tional toll created by exposure to Medical Assistance in 
Dying.

“I was as prepared as I could be for our first MAID [Medical 
Assistance in Dying] case here, but I recall that morning, I 
went outside and felt like I was about to throw up” (N7)

Participants also described uncertainty and fear of social 
stigma around their involvement in Medical Assistance in 
Dying and fear that they may be perceived negatively as a 
consequence of working in a setting where assisted death 
is provided.

“What would my family think that I’m working on a unit that 
does that [Medical Assistance in Dying]? Do I hide it from 
them. . .what if people find out that we do it? Are people 
going to come up here and start protesting? People will see 
that as evil.” (N5)

On the other hand, some of the participants described a 
sense of personal and professional satisfaction for sup-
porting the patient’s wishes. P9, a Medical Assistance in 
Dying provider, spoke about their experience: “I’m not 
going to tell you I look forward to them [providing MAID], 
but when they happen, I actually find them. . . they’re 
such beautiful experiences with family. It’s the shared 
experience with the family that you’re with that you have 
an opportunity to help.”

Over time, participants described a change in attitude 
and increased tolerance among palliative care providers 
towards assisted death. P12, a conscientious objector, 
said: “Initially there was a very strong opposition from 
palliative care providers to MAID [Medical Assistance in 
Dying] . . . just the very idea that MAID [Medical Assistance 
in Dying] would be considered an end of life option. Now 
those same physicians who were so strongly opposed. . .
are understanding. . .they see a separate parallel system 
that exists for MAID [Medical Assistance in Dying] and so 
they [palliative care] could exist with it.”

5. Medical Assistance in Dying changes the patient-
palliative care provider relationship

Participants reflected on how Medical Assistance in Dying 
had affected their relationship with their patients. They 

described how patients thought that palliative care 
included assisted death, which complicated their relation-
ships with these patients. P1, who worked in a setting 
where Medical Assistance in Dying was provided by the 
palliative care team, said: “There was one family who was 
very concerned that we were also the MAID [Medical 
Assistance in Dying] team. . .they had a huge fear of what 
was palliative care and that we were somehow going to 
do something to facilitate his death.”

Despite their desire to provide optimal palliative care 
for all patients, participants with moral or religious objec-
tions to Medical Assistance in Dying described substantial 
challenges with building trust with patients pursuing 
assisted death. Despite their reservations about Medical 
Assistance in Dying, many of these participants hesitated 
or declined to be identified as conscientious objectors. P2 
spoke about how identifying as a conscientious objector 
complicated the relationship with a patient:

“I told her. . .as soon the topic [Medical Assistance in Dying] 
came up, that I was a conscientious objector and the person 
said that you’re not on my side, even though she was getting 
the service [MAID] . . .I was seen as somebody who was not 
helping her”

6. Palliative care resources are consumed by 
Medical Assistance in Dying requests

Participants described that Medical Assistance in Dying 
heightened public awareness about the importance of 
palliative care. However, participants felt that it also led to 
more palliative care resources being dedicated to specifi-
cally to assisted death, which would have otherwise been 
allocated to palliative care.

“Good palliative care takes a lot of time and interdisciplinary 
resources. . .when a patient is requesting MAID [Medical 
Assistance in Dying], most of the resources have been sucked 
up by that one case and it’s all everyone’s talking about and 
they’re rushing to get stuff done. . .everyone from admin 
down to the bedside nurse is focusing on MAID [Medical 
Assistance in Dying]. And all of the high-quality palliative care 
that we do falls by the wayside for the other patients.” (P6)

N7 spoke about the practical preparation for a Medical 
Assistance in Dying intervention and how it indirectly con-
sumed nursing resources: “the last [Medical Assistance in 
Dying] intervention, it was in the morning, and it was a 
struggle around getting this individual [MAID patient] pre-
pared [for Medical Assistance in Dying] . . . a bath, a 
shower, whatever he needed, dressed, in terms of his dig-
nity and then doing the rest of the care. . .. we [palliative 
care nurses] need to be thinking about what the timeli-
ness of it is for the team. . .. we need to bring in a second 
nurse to be present, to be there before and after for the 
family. . . there’s certainly practical stuff [to provide 
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Medical Assistance in Dying] . . .that’s like two [palliative 
care] staff, and then the family wanted breakfast. So, 
there were like ten people [family and friends] here, and 
the [palliative care] volunteer provided breakfast for eve-
ryone. . . there’s a sense of ceremony [before Medical 
Assistance in Dying], So, those all have impacts in terms of 
resources.”

P8 spoke about how Medical Assistance in Dying 
requests may be left to palliative care teams to deal with 
adding to their load: “Yeah, they [oncologists and other 
specialists] just don’t really want to be engaged in the 
[Medical Assistance in Dying] process at all. They want us 
to do that. . .I think we are taking on more of this because 
other people won’t. . . ‘Let palliative care deal with that’”

Discussion
In this study, we found that the implementation of 
Medical Assistance in Dying has impacted palliative care 
practice in several ways, including offering an alternative 
dying experience, challenging traditional symptom con-
trol approaches, impacting palliative care providers per-
sonally and emotionally, and changing their relationship 
with patients, and consuming palliative care resources. 
Participants also discussed new challenges in communi-
cation around Medical Assistance in Dying, describing 
ethical dilemmas around bringing it up and the uncer-
tainty around setting a date for assisted death. Partici- 
pants described a large emotional and psychological toll 
created by Medical Assistance in Dying cases. Participants 
felt that assisted death heightened public awareness 
about the importance of palliative care, but palliative 
care resources were used to indirectly support Medical 
Assistance in Dying, adding further burden to an already 
stretched practice.

One of the themes that emerged from this study was 
that Medical Assistance in Dying offers an alternative 
dying experience. Before the legalization of assisted 
death, palliative care providers aimed to help terminally ill 
patients achieve non-hastened “good death” free from 
pain and other symptoms, in a place of the dying person’s 
choosing, surrounded by people of their choosing.23,24 For 
terminally-ill cancer patients, freedom from suffering, 
maintaining autonomy, and preparation have been 
described as important aspects of a “good death.”25 A 
recent study of family caregivers of terminally ill patients 
has reported that they also endorse similar attributes of a 
“good death” for their loved ones.26 However, ideas of 
“good death” vary between individuals; terminally-ill 
patients in support of euthanasia described fear of antici-
patory suffering at the end of life, while patients opposing 
euthanasia said they placed trust in healthcare services to 
address future suffering.27 Some participants in our study 
felt that Medical Assistance in Dying offers an alternative 
dying experience that redefined the meaning of a “good 
death.”

In describing the challenges to traditional symptom 
control strategies, participants described that maintaining 
lucidity and eligibility for assisted death, by avoiding seda-
tive medications, took priority over achieving good symp-
tom control for some patients. This contrasts with some 
pre-Medical Assistance in Dying studies that reported that 
patients prioritized symptom control at the end-of-
life.28–30 This discrepancy could be explained by the idea 
that Medical Assistance in Dying may provide patients 
with choices to avoid perceived future suffering,31 and so 
a patient may prioritize keeping their choices open and 
maintaining eligibility for assisted death over symptom 
control. All participants in our study felt dissatisfied with 
the barriers to optimal symptom control presented by 
current Medical Assistance in Dying eligibility criteria. 
Further review of these eligibility criteria is needed to 
avoid these unintended consequences. The Canadian gov-
ernment is currently holding consultation on the need to 
revise the Medical Assistance in Dying legislation.32

Participants in our study described ethical and profes-
sional dilemmas around communication, especially 
around broaching the topic of Medical Assistance in Dying 
and determining the optimal timing of assisted death. A 
qualitative study of Swiss palliative care physicians 
reported that they didn’t receive specific training to han-
dle assisted suicide requests and that they struggled to 
reconcile their understanding of palliative care principles 
with the patient’s right to autonomy.33 In another study, 
general practitioners described barriers to communica-
tion about euthanasia due to ethical concerns.34 Enhanced 
communication teaching with specific emphasis on con-
versations around Medical Assistance in Dying for pallia-
tive care providers may help to address these challenges. 
Models from the Netherlands and Belgium, where spe-
cialized consultation services and support for ethical deci-
sion-making from trained physicians are available in case 
of requests for euthanasia, may be helpful in this regard.35

Our study also highlighted how Medical Assistance in 
Dying has impacted palliative care providers personally 
and created new barriers to their relationship with 
patients; participants described how Medical Assistance 
in Dying has contributed to further stigmatization of pal-
liative care and increased distress of individual palliative 
care providers around assisted death. Education of the 
general public and patients about the role of palliative 
care and its benefits is paramount to reduce the stigma 
surrounding palliative care and to improve access to pal-
liative care services for patients and their family mem-
bers. An observational study described a home palliative 
care program in Canada that was able to provide Medical 
Assistance in Dying by integrating it into palliative care 
provision.36 The authors concluded that their program 
was able to accommodate palliative care providers with 
diverse perspectives, including those that provided 
Medical Assistance in Dying and conscientious objectors. 
However, in our study, some participants expressing moral 
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or religious objections to Medical Assistance in Dying nev-
ertheless hesitated or declined to identify as conscien-
tious objectors. This suggests there may be a spectrum to 
objection beyond the label of “conscientious objector” 
and that there may be a stigma around identifying as an 
objector.

Participants in our study, including those with moral 
and religious objections, described a journey of learn-
ing and adaptation to Medical Assistance in Dying. This 
active process of sense-making overtime was described 
in another study exploring provider experiences around 
assisted death.37 Further studies are needed to exam-
ine measures to support palliative care providers who 
experience moral distress around Medical Assistance in 
Dying.

Participants in our study also reported that Medical 
Assistance in Dying had consumed limited resources that 
would otherwise be used to provide palliative care. 
Concerns have been reported previously about the lim-
ited access to palliative care for vulnerable populations, 
especially in rural and underserviced areas, and the need 
to protect access to palliative care while making provi-
sion for Medical Assistance in Dying.38 Consideration 
should be given to the workforce required to provide 
palliative care and Medical Assistance in Dying moving 
forward, to ensure that palliative care can be provided 
effectively and universally, alongside the provision of 
assisted death.

Strengths and limitations
This is one of the first studies, to our knowledge, to 
directly explore the experiences of frontline palliative 
care providers following the legalization of Medical 
Assistance in Dying in Canada. We interviewed partici-
pants from a diverse range of palliative care clinical set-
tings and covering the full spectrum of involvement with 
Medical Assistance in Dying, from providers to conscien-
tious objectors. The study also has a few limitations. 
Member checking was not completed due to partici-
pants’ busy work schedule and the contentious nature of 
the topic where different participants may have different 
opinions on the data. Participant received the interview 
questions in advance and this may have resulted in unin-
tentional self-censoring; however, those participants 
who did so stated that this helped them to formulate 
more in-depth responses. The participants were limited 
geographically to urban areas in Southern Ontario and 
working in relatively highly resourced settings. These 
results may not be generalizable to less-resourced rural 
settings. In this study, we chose to focus on the opinions 
of physicians and nurses because of their direct contact 
with Medical Assistance in Dying; however, the experi-
ences of other healthcare providers such as social work-
ers, and spiritual counselors, as well as patients and 
caregivers should also be explored.

Conclusion
We explored the perspectives of palliative care providers 
regarding the impact of Medical Assistance in Dying on 
their clinical practice. Communication training with access 
to expert resources for ethical decision-making and a 
review of eligibility criteria for Medical Assistance in Dying 
may help to address new challenges related to communi-
cation and symptom control, respectively. Resource allo-
cation should ensure that palliative care can be provided 
effectively and universally, alongside the provision of 
assisted death.
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