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Abstract
In 2016, the Supreme Court of Canada legalized medical assistance in dying in Canada. Similar to
jurisdictions where this has been a more long-standing option for end-of-life care, the Supreme Court’s
decision in Canada included a caveat that no healthcare provider could be compelled to participate in
medical assistance in dying. The Canadian Nurses Association, in alignment with numerous ethical
guidelines for healthcare providers around the globe, maintains that nurses may opt out of participation
in medical assistance in dying if they conscientiously object to this procedure. The realities of implementing
medical assistance in dying are still unfolding. One area that has received little attention in the literature thus
far is the ability of nurses who aid with, rather than administer, medical assistance in dying to conscientiously
object. This is particularly significant in rural and remote areas of Canada where geographic dispersion and
limited numbers of nursing staff create conditions that limit the ability to transfer care or call on a designated
team. Exercising conscientious objection to medical assistance in dying in rural and remote areas, by way of
policies developed with an urban focus, is one example of how the needs of rural nurses and patients may
not be met, leading to issues of patient access to medical assistance in dying and retention of nursing staff. To
illustrate the complexities of nurses’ conscientious objection to medical assistance in dying in a rural setting,
we apply an ethical decision-making framework to a hypothetical case scenario and discuss the potential
consequences and implications for future policy. Realizing that conscientious objection may not be a viable
option in a rural or remote context has implications for not only medical assistance in dying, but other
ethically sensitive healthcare services as well. These considerations have implications for policy in other
jurisdictions allowing or considering medically assisted deaths, as well as other rural and remote areas
where nurses may face ethical dilemmas.
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Introduction

Freedom of conscience is a human right addressed in the International Covenant on Civil and Political

Rights;1 however, this freedom is restricted if it impinges on the rights and freedoms of other people. Nurses

encounter ethical issues regularly in practice;2 however, competing personal and professional ethics can
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make some of these challenges more difficult than others. While nurses, as people, have a right to

conscientiously object, this right is only upheld in practice to the extent that it does not deny others

their rights. A current example of where personal ethics and conscience may result in an ethical

dilemma is with the introduction of medical assistance in dying (MAiD) in Canada. The Canadian

Charter of Rights and Freedoms allows citizens to live by their conscience3 and the Canadian

Nurses’ Association Code of Ethics offers guidance on how to navigate matters of conscience in

nursing practice,4 with specific guidelines developed for MAiD.5 Despite a Charter of Rights and

Freedoms, a national Code of Ethics for nurses, provincial standards of practice, and healthcare

laws, there can be ambiguity for nurses. The relative newness of MAiD means the application of the

above guidelines and standards has not been fully realized, with gaps in research, policy, and legal

precedence surrounding conscientious objection (CO). We believe one of these gaps, which has not

yet been addressed, is a need to understand the unique experiences of nurses in rural and remote

settings who are navigating issues of conscience related to MAiD. To illustrate the complexities of

CO in a rural setting, we apply an ethical decision-making framework to a hypothetical scenario and

discuss the potential consequences, including reduced access to MAiD for patients and moral

distress for nurses.

Background

In 2016, Bill C-14 was passed in the Supreme Court of Canada (SCC) and MAiD was legalized for adults

who meet specific criteria.6 In Canada, nurse practitioners are prepared at a graduate level of education and

are authorized to prescribe and administer MAiD. For the purposes of this paper, we are focused on the role

of the generalist nurse (i.e. registered nurses (RN) or licensed practical nurses) who do not prescribe and

administer MAiD, but may facilitate access, coordinate self-referrals to MAiD providers, initiate intrave-

nous access, provide pharmacy returns, document nursing care, and support the patient and family before,

during, and after the MAiD process.7 Although nothing in the Canadian legislation suggests that a nurse

must participate in MAiD,5 there is an emphasis on the important role nurses have ensuring patients have

access to the service.7,8 The National Nursing Framework on Medical Assistance in Dying in Canada5

states,

Nurses recognize, respect, and promote a capable person’s right to be informed and make decisions about their

health and end-of-life care options including MAiD . . . (and) Nurses work to prevent or eliminate discrimination

toward all those involved—persons, family members, healthcare staff—in end-of-life care decisions and provi-

sions, including MAiD. (p. 10)

Accessing MAiD is a right of Canadians in all care settings, and nurses have a duty to provide care and must

not abandon their patients.9 Balancing these patient rights and nursing obligations raises questions regard-

ing the freedom of nurses to act in accordance with their conscience—particularly with the constraints of

rural and remote nursing where an option such as transfer of care may not be feasible. A CO may occur when

a practice violates deeply held, long standing personal ethics or moral beliefs;10 however, the Code of Ethics

for nurses in Canada states that nurses are not necessarily legally protected for actions based on their CO.4

Furthermore, the Canadian legislation does not detail the responsibilities of nurses who aid with, rather than

administer, MAiD instead provincial and territorial regulatory bodies are responsible for detailing the

responsibilities of all nurses surrounding MAiD.5,7 Not only do these roles and responsibilities vary

between jurisdictions,9 they are expanding and changing. For example, one province has recently allowed

nurses to return unused MAiD substances to the pharmacy—a role that was, prior to COVID-19, restricted

to MAiD administration practitioners.11
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Nurses often lack ethical support in the workplace regarding participation in MAiD.8 While there is

growing evidence regarding how nurses are involved in supporting MAiD, the guidance from regulatory

bodies in Canada is varied and inconsistent.12 In Belgium, where euthanasia has been legal for more than

15 years, one small study showed that nurses continue to describe participation in euthanasia as emotionally

demanding and laden with moral uncertainty.13 Such moral uncertainty has also been noted in Canadian

nurses in the years since the advent of MAiD in Canada.14 Further to the emotional and psychological

burden of MAiD, ethics policies are still lacking in places like Belgium despite the longevity of the practice

of euthanasia.13

When nurses are in situations where they must participate in activities that do not align with their

personal ethics, moral distress is born.2 The sequalae to the repeated experience of moral distress can

include negative physical and psychological effects, burnout, moral disengagement, and potentially attri-

tion from the profession.15 Furthermore, nurses are promoters of health and well-being for others and are

also ethically obligated to ensure their own well-being in order to continue to provide a high standard of care

for patients.4 Well-being includes expressing and acting on what an individual believes to be true,3 there-

fore, being able to practice within the limits of one’s conscience may be crucial to ensuring fitness to

practice as a nurse. Having clear ethical policies in place could support the moral well-being of nurses and

reduce the risk of moral distress-related burnout.2 Avoiding burnout and attrition of nurses is particularly

salient in rural and remote areas, which often struggle to recruit and retain healthcare providers. The effects

of burnout and attrition could further compromise patient care.

Further concerns regarding CO in the context of MAiD are raised in rural and remote settings where CO,

in combination with limited staffing, could compromise patient access to MAiD beyond the practical

limitations such as vast geography.16 Nearly half the global population lives in rural and remote areas and

nursing shortages in these areas are well recognized by global, national, and local authorities, with incen-

tives continually being generated to recruit and retain nursing staff.17 Grappling with ethical issues and

experiencing compassion-fatigue are common themes to nurses working in rural and remote areas in

countries with widely dispersed populations such as Australia, Canada, and the United States.18–20

It is argued by some bioethicists that CO has no place in health care.21 Currently however, practicing

within personal moral principles is permissible for Canadian nurses, supported by the national Code of

Ethics and provincial standards of practice. Internationally, CO is supported both directly (such as the

Parliamentary Assembly of the Council of Europe) and indirectly by upholding rights of freedom of

thought, conscience and religion.10 Furthermore, concerns have been raised about the unintended conse-

quences of disallowing CO for healthcare providers.22 Given the current option of CO, and the current

practice of MAiD, our focus is on further describing and analyzing the potentially imminent policy and

practice implications. Using a hypothetical situation, we explore how a nurse in rural practice, with CO to

MAiD, working within the current application of an opt-out approach, is unable to adhere to their personal

ethics simultaneously with the professional Code of Ethics and obligation to patient care.

Guiding ethical decision making/introduction

Navigating ethical dilemmas is a crucial element of nursing practice and requires reflection on values and

personal ethics, critical thinking, and consideration of alternatives.2 Application of ethical decision-making

frameworks can help support nurses when facing ethically complex situations. Structured frameworks for

ethical decision-making are available to assist nurses with making competent, patient-centered, ethical

decisions.2 This is accomplished in part through careful consideration of, and collaboration with, all parties

involved.23 Ethical frameworks can help to examine and consider all aspects of an ethical issue and expose

varying perspectives, but do not necessarily result in clear yes/no answers.24 One scenario where a decision-

making framework can help nurses is in the case of CO to MAiD.
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Literature has demonstrated that application of relational ethics may help nurse leaders navigate ethical

issues surrounding MAiD in the workplace, but there is limited literature addressing the experience of

frontline nurses involved in assisting with MAiD,14 including those with CO. There is also a gap in literature

addressing the application of ethical decision-making frameworks to inform and guide nursing decisions

related to MAiD.

Furthermore, in rural settings, the intricacies of the environment can make it more challenging for nurses

to act in accordance with personal ethics when making decisions due to a variety of restraints. These

intricacies include overlap of personal and professional relationships with patients or families, complex

power dynamics between nurse and physicians or leaders, and possibly concern of retaliation.19

Based on both authors’ experiences of rural and remote nursing in Canada, we present a hypothetical

scenario and the application of one ethical decision-making framework involving a frontline nurse with a

CO to MAiD, drawing attention to the needs of rural practicing nurses. An ethical decision-making

framework, adapted from MacDonald,25 provides step-by-step guidance by way of reflective questioning,

and encourages thoughtful and thorough consideration of an ethical issue. This framework was chosen for

its brevity and pragmatism. It guides individuals to consider the issues, the participants, the motivations,

possible outcomes, and generate options for complex decisions and offers a structure that is easily acces-

sible to nurses facing time-sensitive decisions. Using an ethical decision-making framework does not

guarantee a favorable outcome to either patient or nurse but assists in bringing awareness to many aspects

of a dilemma.2 From our experience, the scenario offered in this paper is plausible in rural and remote health

care settings, particularly given many MAiD procedures are scheduled during evenings and weekends.8 For

readability purposes, female pronouns will be used for both nurse and resident.

The scenario

A resident of a small long-term care (LTC) facility has requested and been approved for clinician-assisted

MAiD via intravenous administration of drugs intended to end her life. She has scheduled her death for

Saturday evening—the anniversary of her spouse’s death. The resident wishes to die in her home (the LTC

facility); her family is supportive of this choice and has arrived from out of town to be with her for her death.

There is typically only one RN working in this facility during evening shifts. The RN scheduled for this

particular weekend has been working in the facility for over 10 years and has a CO to MAiD that she has

reported to her employer as per the standard of accountability in the Code of Ethics.4 Using this scenario, an

adapted ethical decision-making framework25 will be applied to explore possible outcomes.

Data and moral claims

The main conflicts presented in this scenario are those of personal versus professional ethics. The resident’s

right to autonomy, choice, and the nurse’s responsibility to enable access to MAiD5 are at odds with the

nurse’s long-standing moral convictions and subsequent CO to participating in—actively or passively—

causing the death of a person.8 This CO may be based on her value and definition of non-maleficence (do no

harm) and moral integrity (commitment to persistent moral truths).4 Based on these personal ethics, MAiD

may be perceived as harmful and immoral. Nurses have a responsibility to honor dignity including to “foster

comfort, alleviate suffering . . . and assist people in meeting their goals of culturally and spiritually appro-

priate care.”4 In this case, the resident’s goal is to die a dignified death on a specific day. The resident has a

right to have their informed decisions respected,4 and the nurse cannot allow her CO to obstruct the

resident’s access to care, nor can the nurse abandon the resident without ensuring transition of care to a

provider without CO.9
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In this case, the important facts are that the resident has the legal right to MAiD, has an emotional

investment in the day, the nurse has a duty to provide care, and there are no obvious alternative options for

transition of care. The nurse has a responsibility to discuss her CO with those involved,5 mindful that her

communication of this objection must not result in compromised care or in the resident or family members

experiencing feelings of judgment.8 Despite literature supporting dialogue between nurses, patients/resi-

dents and families, nurses with CO to MAiD may feel uncomfortable addressing this conversation and thus

avoid it all together.26

Further to this, nurses asked to work outside their conscience are at risk of burnout and injury through the

psychological and negative physical health effects of moral distress.2 Given the staffing issues in this

scenario, consistent with the experience of many rural and remote care settings,27 risking the health of a

nurse through moral injury in an already staffing-challenged unit or area could compromise the care of

many other residents.

The emotional aspect of considering ethical dilemmas cannot be understated.2 In this case, the dying

resident may be at risk of abandonment if the nurse does not support her in her end-of-life wishes; the

resident may feel guilty if she perceives her request to be judged as immoral and risks feelings of disrespect,

hopelessness, frustration, and loss of autonomy. The nurse also risks feelings of guilt, possibly related to

being unable to “stay with” the resident due to her personal ethics,12 despite likely valuing fidelity and

justice. The nurse may also feel fear of being judged by her colleagues, punishment from management, and

feel confused regarding her professional responsibilities.25

Considering the participants

The resident, resident’s family, the nurse, the MAiD practitioner, and the facility—governed by provincial

regulations and national legislation—are all participants in this dilemma. In this case, the main participants

are the providers—registered nurse and medical practitioner—and the resident requesting MAiD;28 ulti-

mately, the resident has the right to make the decision. The nurse is bound by professional obligations, like

the duty to provide care, in the event transfer of care is not possible.9 The nurse is limited in her choices as,

further to the duty to provide care, the Code of Ethics states that the nurse is not necessarily protected from

penalty for acting on her CO.4 In addition, there remains legal and organizational ambiguity around guide-

lines for dealing with CO in nurses.3 The nurse may feel that taking a stand based on her CO is futile because

of the lack of clarity in legislation and professional protection,3 and the realization that no alternative nurse

is available.

Moral perspectives and development of participants

Nurses are expected to have a high degree of reflective moral development2 in addition to abiding by Codes

of Ethics, Professional Standards, and the law. Therefore, declaring a CO must be carefully considered by

the nurse.14 The patient has been deemed competent through her MAiD assessments, has not likely come to

the decision lightly, and has deliberately chosen a meaningful date to die. Common to many nurses both

with and without CO to MAiD, is the desire to promote choice, provide a dignified death, and relieve

suffering.26 It could be assumed that these values may be common to the resident also. Both nurse and

resident value autonomy and the Canadian right to freedom of conscience and liberty extends to all.6 The

nurse, however, has professional limitations on when she can act on her freedom of conscience due to

professional duties.26

Factors impacting the nurse’s CO may be valuing the sanctity of life to a natural end, as well as nursing

experience witnessing death as a process rather than an isolated event.2 The values of doing the best for the

patient (beneficence) and shielding the patient from harm (non-maleficence) are possibly at odds for the
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nurse as well.2 She may see the deliberate act of ending a life as harmful; she may also see prolonging the

life of a suffering person as equally harmful.2

Outcome options

The resident’s desired outcome would be to die a dignified death, in her home, surrounded by family, on the

date she has chosen. The nurse’s desired outcome would be that the patient dies a dignified death, free of

suffering, but that she, the nurse, not be required to participate in actively ending the resident’s life. The

consequence of the nurse’s desired outcome may include the patient suffering longer, requiring transfer to a

different facility to obtain MAiD on her desired day and thus the nurse would be implicated in hindering

accessibility.26 A negative consequence of the resident’s desired outcome, should it involve the nurse with

CO, is the nurse’s distress from having to perform in ways that compromise her moral integrity.3

An ideal outcome would allow for someone to take over from the objecting nurse and enable the process

per the resident’s wishes. It is important to note that there is a very real possibility that this cannot be

achieved in rural and remote areas with limited nursing staff, particularly on evenings and weekends. With a

smaller and limited pool of nursing staff in rural areas, nurses who do not CO could be repeatedly asked to

participate. This could also lead to burnout or distress.8 Unacceptable outcomes include the patient being

denied her chosen date and place to die, or the nurse having to have an active support role in the MAID

procedure (e.g. intravenous initiation and peri-procedure support for the family) despite her CO.

Looking for options

Finding a mutually agreeable solution for both nurse and patient would be the best outcome. The nurse

could consider who is following her on the next shift; if the following nurse does not have CO to MAiD,

through open dialogue with the resident and family, the objecting nurse could determine whether a time

later in the day would be acceptable for the resident. However, this option still risks making the resident and

family feel judged and unsupported in their decision.5 The nurse could then liaise with the MAiD practi-

tioner to discuss the change in schedule. The MAiD practitioner could consider transferring the patient to a

different facility, but this solution is not consistent with the resident’s desire to die in her home, nor is this a

plausible solution in rural and remote areas. In addition, transfer may cause further suffering for the resident

and may not be possible due to frequently full facilities and variance of admitting privileges.26 If the

resident and practitioner determine that they wish to go ahead with the plan during the hours the RN with

CO was working, the nurse may be required to participate. Though not mandated to participate in MAiD by

legislation, the nurse is not protected from penalty4 and could risk charges of abandonment if she refuses.26

Planning ahead by the nurse manager could improve this scenario by ensuring nursing staff without CO are

available when MAiD is scheduled at the facility. Contingency planning by leadership could include

maintaining a roster of nurses willing to be on call for situations such as the one outlined in this paper.

Arguably, the nurse in this scenario could have the responsibility of a manager as, with the staffing

limitations of rural and remote health care, the only RN at the facility would assume the leadership role

on weekends.

One possible solution would be to assume an opt-in versus opt-out approach to MAiD such that those

wanting to participate could make themselves known—similarly to how nurses must currently make their

objection known—and be part of a consult service. While this type of centralized registry has been set up in

some jurisdictions in Canada,22 it is inconsistent. This option also hosts risks of burnout if the MAiD

workload is not shared adequately, especially in rural settings where, despite having 17% of the national

population, less than 12% of the nursing population in Canada serves these settings.29
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Final steps: act and evaluate

The final step in examining an ethical issue with this framework is to act on the decision and evaluate. As

this is a hypothetical situation, actual evaluation of an outcome is not possible. The ideal outcome, as

discussed above, would be that the resident and nurse are both supported in their liberty and autonomy. This

would most likely occur if the resident and MAiD practitioner are able to arrange the death after the nurse

with CO is off duty. If we hypothesize that this was the outcome, both the patient and nurse’s needs would be

met. The relationship between nurse and resident could be strengthened by the nurse’s commitment to

finding a mutually acceptable outcome; the resident would hopefully feel cared for, supported, respected,

and at the very least, not abandoned.8

Evaluation of similar situations occurring in practice by the institution might prompt leadership to

consider clarifying the roles of nurses within their institution, maintaining up to date policies regarding

MAiD26 as well as possibly building in a contingency plan should a similar situation arise again. The nurse

may not feel that the ethical dilemma has been resolved as she passively facilitated the ending of a resident’s

life26 despite not being an active participant. Ensuring referral and transfer of care to willing providers is

part of the SCC legislation,30 thus passive involvement may morally affect many nurses with CO but

remains an expected professional standard.

Summary

Rural and remote nursing requires well-developed decision-making skills as nurses frequently work

with high autonomy, sometimes as sole providers, and without the external support of specialty

teams.31 In Canada, there are not yet established ethical policies and procedures specific to rural and

remote nurses and the needs of these diverse communities.31 In addition, urban-centric policies can

worsen moral distress for rural nurses.32 As shown through this example, acting on a CO may not be

possible in the rural care setting due to staffing and/or geographical constraints. Ethical situations are

not limited to MAiD but may extend to a variety of ethical issues that conflict with patient autonomy

or access to care such as withdrawal of treatment, abortion, staffing shortages, and allocation of

resources such as blood for transfusion. Due to the limitations that may exist in rural and remote care

settings, nurses with CO in rural and remote areas may be at higher risk for compassion fatigue with

extended exposure to ethical dilemmas where, despite applying ethical decision-making frameworks,

the ability to act in accordance with their conscience, within the current health care system, may be

limited. As the framework chosen for this paper was intended to discuss the options a frontline nurse

can generate in time-sensitive situations, it could be that more robust decision-making frameworks

need to be applied at leadership levels to explore this evolving topic. Moreover, supporting nurses to

work through frameworks such as the one used here prior to encountering MAiD, may help to clarify

actions that need to be taken in specific rural and remote areas.

It is conceivable that, since rural and remote nursing is often generalist,31 and MAiD is a right of

patients in all care areas, it may not be viable, or even reasonable, for nurses to exercise a CO to MAiD in

the rural setting. It is proposed by Schuklenk and Smalling21 that health care providers with COs seek

work in areas that do not violate their conscience. It is important to consider implications of such

arguments in the rural and remote setting, and the impact this could have on general patient access to

care in already inadequately staffed areas. Without the ability to exercise CO in ethical situations, nurses

are limited in liberty and the balance of this right of Canadians with the patients’ right to self-

determination must be considered.

Within the current legislation in Canada and in accordance with the nursing Code of Ethics, nurses

remain able to voice CO, but the ability to act on this objection is clearly limited in rural and remote areas. It
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must be considered if the right of the patient to a procedure is greater than the right of the nurse to CO, this

may also result in barriers to care through further reduced staffing levels or attrition from the nursing

profession, due to burnout. Further research is required to determine the potential impact that limiting

nurses with CO to MAiD would have on rural and remote areas.

There are several implications for research, policy and leadership that are made apparent in working

through this ethical decision-making framework and examining the current state of the literature on MAiD

in Canada. As outlined previously, the roles of nurses aiding rather than administering MAiD should be

further documented,14 including tracking of instances of CO and the impact on patient access to MAiD, as

well as legal and moral consequences to the nurses. Rural and remote areas need to be represented at policy

tables and for guideline development on MAiD. Although there is a national monitoring and reporting

system in Canada for MAiD, there is little known about the different experiences in rural and remote areas.

Solutions such as institution-level MAiD teams33 may not be feasible in smaller centers. Further research is

needed to examine the patient, family, and nursing consequences where transferring nursing care for CO is

not an option. Finally, as Canada looks to revise MAiD legislation, nurses and nurse leaders can advocate

for changes that are not serving them, or their patients, well.

Conclusion

Ethical dilemmas do not always have a right answer but processing the situation through an ethical decision-

making framework can help bring to light new perspectives and creative ways to reach a solution that works

for all parties involved.2 With the advent of MAiD as a legal option for patients at end-of-life, a new kind of

ethical dilemma has developed for nurses—one where morality, personal and professional ethics, and the

law are at odds. MAiD is deemed to be in accordance with the Canadian citizen’s right to liberty and to equal

protection6 but how those same rights are extended to nurses with CO is vague. Providing MAiD as an

external service whereby willing nurses participate, would avoid situations presented in this paper and

would enable patient and resident access to the service without significantly compromising nurses with an

objection of conscience. In addition, external services in rural and remote areas may be difficult to develop

and is traditionally why healthcare providers need to be generalists who provide a vast breadth of services.

With further research and exploration of the ethical dilemma of CO in MAiD, a solution that provides equal

protection for nurses, MAiD providers, and Canadian citizens as patients can hopefully be reached.
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