
Palliative Care & Social 
Practice

2022, Vol. 16: 1–12

DOI: 10.1177/ 
26323524221103889

© The Author(s), 2022.  
Article reuse guidelines:  
sagepub.com/journals-
permissions

journals.sagepub.com/home/pcr 1

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 License  
(https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction and distribution of the work without further permission 
provided the original work is attributed as specified on the SAGE and Open Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

Palliative Care & Social Practice

Introduction
Voluntary euthanasia/assisted dying is a high-
stakes and often controversial procedure that has 
been recently legalized in a growing number of 
jurisdictions in Europe, South America, the 
Pacific, and North America.1,2 When a new 
medical procedure is introduced into practice, 
there is a learning curve for all involved. Modern 

providers have not been trained in medical 
euthanasia and assisted dying and they must 
develop skills in the different components 
required by local statute. As legalization of 
euthanasia/assisted dying expands, other juris-
dictions can learn from the Canadian experience 
to improve processes around implementation of 
newly legalized MAID.

Winging it: a qualitative study of  
knowledge-acquisition experiences for  
early adopting providers of medical 
assistance in dying
Janine Penfield Winters , Neil Pickering and Chrystal Jaye

Abstract
Background: Medical Assistance in Dying (MAID) was legalized in Canada without a designated 
period for implementation. Providers did not have access to customary alternatives for 
training and mentorship during the first 1–3 years after legalization.
Objective: To report on how doctors prepared for their first provision of MAID in the early 
period after legalization in Canada.
Design: Qualitative research design within an interpretive phenomenological theoretical 
framework. We asked participants to describe their experiences preparing for first MAID 
provision. Analysis of transcripts elicited themes regarding training and information desired 
by early adopters for provision of newly legalized MAID.
Participants: Twenty-one early adopting physician-providers in five Canadian provinces were 
interviewed.
Results: Few formal training opportunities were available. Many early-adopting providers 
learned about the procedure from novel sources using innovative methods. They employed 
a variety of strategies to meet their needs, including self-training and organizing provider 
education groups. They acknowledged and reflected on uncertainty and knowledge gained 
from unexpected experiences and missteps. Key phrases from participants indicated a desire 
for early training and mentorship.
Limitations: This study included only the perspective of physicians who were providers of 
MAID. It does not address the training needs for all health practitioners who receive requests 
for assisted death nor report the patient/family experience.
Conclusion: The Canadian experience demonstrates the importance of establishing accessible 
guidance and training opportunities for providers at the outset of implementation of newly 
legalized assisted dying.
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Language describing voluntary euthanasia and 
assisted dying remains contentious. This paper 
will use the term Medical Assistance in Dying 
(abbreviated in Canada as MAID) to encompass 
both euthanasia (administration of lethal sub-
stance by a provider) and assisted death (self-
administration of lethal substance made available 
by a provider). Throughout, the term MAID 
refers only to voluntary MAID that has legislated 
criteria for informed consent. Our dataset includes 
interviews from both Quebec and the rest of 
Canada. While legislation in Quebec preceded 
the rest of Canada3 there was a similarly rapid 
implementation and the similarities permit use of 
the broader term, Canada, to refer to both.

Provider training for MAID is now of interna-
tional interest as many jurisdictions in Europe, 
the Americas and the Pacific have legalized or 
decriminalized the practice and more jurisdic-
tions are on a pathway toward legalization. MAID 
has been previously described by providers as a 
‘complex, dynamic process [that] spans from the 
initial request to the after-care’.4 Providers must 
learn the contents of statutes in their jurisdiction 
and then decipher and apply the law to clinical 
situations. Terms, such as unbearable suffering, 
coercion, terminal illness, and foreseeable death 
must be interpreted and applied.5 Providers’ pro-
fessional roles include ‘consulting/supporting 
patients and/or other staff members with requests, 
assessing eligibility, administering/dispensing the 
lethal drugs, providing aftercare to bereaved rela-
tives, and regulatory oversight’.6 Each of these 
steps requires specific skills. Voluntariness and 
informed consent are at stake in the assessment 
stage. The patient must be provided enough 
information, must demonstrate capacity to 
choose, and must not be subject to coercion. 
Determinations rely on the provider’s proficiency 
in communicating relevant and personalized 
information about MAID and alternatives to the 
procedure.6 Beyond the assessment stage, the 
provider must also choreograph the people 
involved, supporting the patient, family, and 
healthcare team. Other roles include making 
nuanced ethical decisions, negotiating documen-
tation, maintaining professionalism and the pub-
lic trust, managing emotions or conflicts 
(including with members of the medical team), 
maintaining their own resiliency, and delivering 
the procedure. Some of these competencies are 
common to clinical skills and may already be part 
of a providers’ scope of practice, while others 

require specialized, specific training unique to 
MAID provision.6

Canada’s rapid route to legalization was followed 
immediately by clinical provision. This negatively 
impacted the capability to plan for provider train-
ing. MAID was legalized in Canada in mid-2016 
via a judicial route that determined that laws pro-
hibiting MAID infringed human rights, the rights 
to life, liberty and security.7 The court mandated 
that the legislature legalize assistance dying in 
Canada within 12 months.8 The Canadian legis-
lature had difficulty meeting the deadline and Bill 
C-17 received Royal Assent in mid-June 2016 
with immediate implementation.9

There was little infrastructure to help providers 
interpret the legislation and to train or support 
providers willing to provide MAID to the inaugu-
ral cohort.10 The court and legislature used con-
cepts, such as ‘grievous and irremediable’ that are 
difficult to apply to specific situations thereby 
forcing interpretation by the clinician within the 
consultation.11 Further complicating matters, 
roll-out was decentralized and each province was 
individually responsible for establishing proce-
dures, documentation and reimbursement 
regimes for its region. To fill the gap in both expe-
rience and training lag, early adopting providers 
started an on-line provider community in 2017 to 
share experience and provide support.12 The 
Canadian Association of MAID Assessors and 
Providers (CAMAP) has since grown and now 
reaches providers of MAID throughout Canada. 
It is an important source of information for 
providers.10

The experience of newly legalized MAID in other 
jurisdictions offers insights into the development 
and establishment of health professional training 
and education alongside the implementation of 
MAID. Oregon legalized assisted suicide in 
199713 and shortly after, a task force of Oregon 
providers developed a printed guidebook with 
recommendations for best practice for the novel 
procedure.14 The guidebook was updated with 
clinical experience in 2008.15 Vermont legalized 
MAID in 2013 and reports describe implementa-
tion as difficult for Vermont providers, ‘providers 
lamented the lack of formal education, training 
and institutional support ... seeking out informa-
tion through informal professional networks and 
advocacy organizations’ (p. 635).16 When 
California legalized MAID in 2015, health policy 
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experts had the opportunity to review prior expe-
riences and an implementation primer became 
available to providers immediately. Despite this 
progress, California hospitals and health systems 
still experienced challenges with newly legalized 
MAID.17–21 Legalization in Victoria (Australia) 
came into effect in mid-2019. With an 18-month 
implementation period, academic literature 
addressing operationalization and training 
became available synchronously.22,23 Aotearoa/
New Zealand legalized MAID in 2020 and has 
allowed an implementation period to develop 
training materials and guidance for providers.24

Methods
A qualitative design with an interpretive phenom-
enological framework was employed.25–28 Human 
research ethics approval was obtained prior to 
recruitment from the collaborating researchers’ 
institutions which included the University of 
Otago, New Zealand and Queen’s University, 
Canada. An interview guide was developed after 
review of possible interview structures.25,27,29 This 
guide featured question zones that progressed 
from factual to open-ended and emotive with 
gentle prompts for reflection. This progression of 
dialog encouraged participants to consider and 
share their experiences.30 The interview guide 
contained open-ended questions about partici-
pants’ early experience of providing MAID and 
included questions about the experience of provi-
sion in the initial period after legalization, when 
training or in-person mentorship was often una-
vailable. This focus on the initial period poten-
tially diminished any timeline differences between 
providers from Quebec and providers from other 
provinces in Canada. The study sought English-
speaking Canadian physicians who directly par-
ticipated in the final procedure of face-to-face 
MAID provision and were willing to be inter-
viewed for 60–90 min. Exclusion criterion were 
self-reported current mental health issues that 
could impact participant safety after discussing a 
potentially sensitive topic. The recruitment strat-
egy was primarily snowballing and specifically 
sought to include some providers from rural set-
tings. To inhibit selection bias, the snowballing 
approach began with individuals from a range of 
medical backgrounds and a variety of opinions 
about MAID. These people included two aca-
demics at universities, two physician professional 
group leader(s), and several physicians working in 
family and palliative medicine. The people who 
acted as the niduses for the snowballs were sent 

an e-mail introducing the study and asked to send 
it to physicians whom they thought would be 
interested in participating in the study or further-
ing the recruitment network. This e-mail asked 
potential participants to contact the lead author 
(J.P.W.) to express their interest. The recruit-
ment procedure required active initiation from 
the participants to reduce risk of breaches of con-
fidentiality and potential adverse impact on repu-
tation. While this part of the recruitment strategy 
protected identity and confidentiality, the require-
ment to actively reach out to the researcher also 
likely increased selection bias to participants 
actively interested in sharing their views or experi-
ences. Informed consent was obtained from all 
participants prior to scheduling the interview and 
again at the time of the interview. The informed 
consent document can be found within our study 
protocol in the University of Otago Archives at 
http://hdl.handle.net/10523/12201.

After half of the participants were enrolled, we 
continued recruitment by adding two new ‘snow-
ball nidus’ contacts. One of these people posted 
the recruitment letter on the professional group 
(CAMAP) website asking for doctors practicing 
in rural areas. It is uncertain how many of the 
subsequently recruited participants learned of the 
study from CAMAP.

Interviews, each lasting 65–90 min, were con-
ducted in late 2019. Face-to-face interviews were 
conducted for all but four participants, who were 
interviewed via Zoom. Interviews were held in a 
private place of the participants’ choice and were 
recorded, reviewed, and transcribed. ATLAS.ti 
software was used to assist with analysis31 using 
an immersion crystallization technique that is 
well aligned with a phenomenological approach. 
This is a substantiated approach used to analyse 
complex and sensitive data.32 The initial coding 
was completed by the first author in consultation 
with the co-authors. The research team also met 
to compare and review coding strategies and 
recoded a random sample. Review of the recoded 
sample was compared with the initial coding to 
establish concordance.

Twenty-one participants were interviewed out of 
26 who enquired about the study. This was deter-
mined by first-come-first-scheduled and then 
logistical constraints. Data saturation was reached 
at about 18 interviews, but three more partici-
pants already had interviews scheduled and these 
were completed. The primary author completed 
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the interviews with reviews and feedback from 
one of the co-authors after every few interviews. 
Additional information on methods and partici-
pants is found in other published results from this 
study.33

Results
Participants were drawn from a geographically 
diverse cohort. The 5 eastern provinces of Canada 
were highly represented with 11 from Ontario, 4 
from Newfoundland, 2 each from Nova Scotia 
and Quebec, and 1 from New Brunswick. Five 
participants worked in or near large urban cen-
tres, 14 worked in small urban to rural settings 
with regional hospitals nearby and two worked in 
remote settings. There were slightly more female 
participants than male. The mean of their 
reported years in practice was 21 years (range 
2–42 years). As previously reported, participant 
specialties were varied33 with the majority of phy-
sicians reporting that they completed training in 
Family Medicine. Two physicians had retired and 
had restarted part-time work with the provision of 
MAID as their only clinical practice.

Major findings
Participants in this study had a diverse range of 
experience preparing for first provision of MAID. 
We report these findings under five headings: (1) 
reported preparation for first MAID provision, 
(2) navigating first-time provision without train-
ing or guidance, (3) reported reasons participants 
organized learning groups or formal training 
course, (4) hindsight reports on individuals’ con-
ceptualization of the ideal preparation for first 
provision, and (5) participant desire for support 
and guidance beyond factual knowledge.

Preparation for first MAID provision. Participating 
physicians’ preparation for MAID ranged from 
reading a protocol to organizing an accredited 
conference (Table 1). Most participants reported 
that the first experience of MAID provision was 
undertaken without formal or typical types of 
preparation for first-time provision of a medical 
procedure. In general, providers who had hospi-
tal-based practices or lived in an urban centre 
were more likely to meet with other providers for 
formal or informal training, mentorship or sup-
port. Rural providers were more likely to rely on 
on-line resources, including on-line advice and 
descriptions from others (often via the 

organization CAMAP). Providers associated with 
urban or regional centres sometimes formed 
cooperative groups for self-education or invited 
expert guest speakers.

Navigating first-time provision without training or 
guidance. Several participants described self-
directed learning when responding to a request. 
In these circumstances, there was a perceived 
urgency to provide MAID prior to training 
because of a heartfelt request from an individual 
patient, some of which occurred within days after 
legalization of MAID. Providers responding to 
urgent requests made statements such as ‘I fig-
ured it out’, and ‘You just do it’. Full versions of 
these quotes are found in Table 2 alongside other 
first-hand accounts describing how providers 
navigated making MAID available to patients 
prior to formal training. Self-directed preparatory 
learning and learning from on-the-job experience 
were both articulated. Participants described 
gathering information from available resources 
and figuring out how to merge their own estab-
lished medical and communication competencies 
with new specific information about MAID and 
apply these to their first MAID consultation. Pro-
viders described the importance of previously 
acquired competencies, such as providing 
informed consent, conveying empathy, and man-
aging patient and family emotions. They also 
described learning from their own experience for 
subsequent provisions of MAID. Providers attrib-
uted some of the initial non-optimal or ‘negative 
learning experiences’ to lack of expertise, train-
ing, or guidance. We found that rural physicians 
frequently described individual learning strate-
gies but varied greatly in their expressions of con-
fidence in using existing clinical competencies to 
inform their adaptations to providing MAID.

Reasons participants organized learning groups or 
formal training courses. A small minority of the 21 
participants were able to access a formal (accred-
ited) learning programme before first provision of 
MAID. Two attended a national conference. The 
learning programmes several others attended were 
organized by two other participants who were 
influential in developing formal (accredited) in-
person training opportunities. Two additional  
providers organized informal (unaccredited) face-
to-face training sessions utilizing the models of 
peer groups and journal clubs. Due to the snow-
balling recruitment strategy, three of the study par-
ticipants had attended the same regional training.
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Table 1. Reported preparation for first MAID provision.

Individual and 
self-initiated
Responding to an 
urgent request

• Read the statute
• Read a protocol provided by their province
• Read a protocol developed by a provider-group (e.g. CAMAP web site)
• Literature review
• Watched a procedure video on YouTube

‘I said, “You know what dear, let’s do this. I’ll figure it out. I’ve never done one before, you need to know that.” 
I was very honest that I didn’t have any training. I just picked up the pre-printed order set and took a look it 
and then said, “I think I can do that.” So, my nurse and I kind of just did a little inquiry and I talked to one of 
the docs at regional who had done one . . . That’s what happened, and she was my first’. (P08)
‘When I was a resident physician, we had to do a research project, and that was about the time when the 
Carter case was being heard by the Supreme Court ... I was interested because I got into a conversation with 
one of my colleagues. I realized that . . . I was clear on what I felt, but I did not have a way of explaining why 
I was pro at the time . . . and I thought it would be interesting to do an ethics-based research project. Really 
it ended up just being a lit review . . . That is how I got involved, in terms of my interest . . . I moved to my 
new community and the C14 was coming down the pipes, and the hospital corporation had to start a working 
group to implement a MAID program. Even though I was a resident, I volunteered and I realized that I was, 
at that point, the person with the most background knowledge on this committee. I’d done all this reading, 
so I ended up chairing, and I still chair the committee at the hospital. So that’s how I got involved, in terms of 
policy. Practically speaking, the first MAID case at the hospital, the clinician who was going to provide, at the 
last minute, declined to. The family was waiting. The family had gathered. There were four generations there. 
I just ended up, along with another physician, providing at the last moment. That was very early days. I think I 
had been a licensed physician for less than ten days, at that point. That just propelled me forward into, okay, I 
guess I’m a MAID provider now’. (P20)
‘In rural family medicine, we do a lot of stuff where it’s the first time we’ve ever done it and you’ve not 
necessarily been exactly shown how to do this exact thing. And so, I just kind of pieced it together from 
watching a YouTube video’ (P21)

Collaborative 
input from expert, 
mentor, or peer 
group

• Review MAID cases and advice from peers (CAMAP or provincial peer group)
• Found a local mentor with more experience to describe or demonstrate procedure
• Contacted providers in jurisdictions with established MAID (Oregon, Washington, Belgium, Netherlands)
• Contacted lawyers to help interpret law

•  ‘I found it was surprisingly secretive, early on. Like, it was this sort of hush, sort of secret society thing 
almost, which I ... I mean, I understand why that would be the case, because people were worried about 
public pushback. I heard a couple of the stories from people about getting sort of weird phone calls at the 
office and things like that. But once I was able to find someone to mentor me [learning the procedure] was 
relatively easy’. (P09)

•  ‘It was very much sort of the see-one-do-one-teach-one model of medicine. I had done one secondary 
assessment for the guy who was my patient, I knew him pretty well. I basically had to tick all the boxes. 
Then I got a referral, my first referral was someone who lived relatively far away, out in the country. And 
at that point I had not actually seen a provision, I just sort of read about how to do it and asked the guy 
who trained me’. (P12)

•  ‘My first case, these [confronting events] are the things I saw. So, from then on now I can counsel people. 
But I kind of felt bad. I wish I had known. Short of going and interviewing personally people from Belgium 
... I know people from Belgium. I’ve talked to them about cases before, but they hadn’t mentioned any 
of this. They’d never thought to mention it to me because I guess maybe for them it’s not new. They’d 
just forgotten that first time experience. Or, more to the point, they had received good instruction and 
mentorship from others that would have helped them be aware of this and they just assumed I knew it. I 
didn’t’. (P02)

• ‘I didn’t find lawyer review helpful for clinical [decision] guidance for difficult cases’. (P01)
•  ‘Sometimes providers would call CMPA [Medical Protection Society] for cases where they weren’t sure if 

the person met criteria. Is this an advanced state of irreversible decline? I’m not sure. That’s not a lawyer 
decision, it’s a medical decision, but lawyers need to explain . . . the required documentation for this was 
so detailed, that’s not something most physicians are used to, we are sort of like, “I don’t know what to 
say. How do I write it?” We must determine capacity. We can’t just write, “Yeah, I assessed him and he’s 
capable.” How did you assess him? What did you ask him? What did he say? Why do you think that means 
he’s capable? People with a history of mental illness or people who have maybe made a suicide attempt 
some years ago, why is this not suicide? Explain this to me. Why do you think this person’s competent 
rather than [suicidal]. What distinguishes this request from suicidality? I mean, these are important’. (P11)

(Continued)
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Participants involved in organizing education 
described several drivers for investing their energy 
in organizing group training. They considered 
this learning style as conducive to multiple goals 
including gaining clinical competencies, learning 
from others’ experiences, having peer support 
and generating fellowship. For some providers, 
organizing training programmes also extended 
advocacy and activism by improving accessibility 
of services. One frequently repeated rationale was 
that participants did not want to be the only per-
son in their region providing MAID. Sharing 
knowledge and experiences assisted in increasing 
the pool of providers, increasing comfort for the 
procedure, and legitimizing local pathways. Table 
1 includes sample quotes describing why provid-
ers organized training for themselves and their 
peers.

Hindsight reports on providers’ conceptualization 
of the ideal preparation for first provision. Optimal 
strategies for preparing for first MAID provision 
were articulated spontaneously by providers, and 
providers were specifically asked what they would 
advise for a new provider. A representative quote 
is from participant 09 (P09) regarding the desire 
for preparation and support:

Have mandatory training for all providers ... 
Make sure that everybody who does MAID or 
assesses for MAID, has completed a course on how 
you assess for capacity. Many of us haven’t had that 
extensive training. You could learn it, but why not 
just treat it like everything else we do in medicine, 
teach people how to do it and then they can do it.

And have one set of standards, because there’s 
subtly different tests for capacity. There’s no blood 
test. But just being able to record your rationale for 
something, just so that you can defend it, so if 
anybody comes along saying, ‘I don’t think my dad 
was capable when he said this’. Okay, well, who’s 
right? Only one of you can be right, so what’s the 
deal? Then you just have to be able to answer that 
for the purpose of the public retaining trust in the 
system ... Have an advisory group [to help providers 
with] tough cases.

Major subthemes extracted include desiring (1) 
information, (2) peer guidance, and (3) specific 
supports including moral permission. The desire 
for these was most emphatically expressed when 
providers disclosed errors or non-optimal experi-
ences. Participants’ statements about preparing 
for first MAID often began with the phrase ‘I 

Formal education, 
often provider 
initiated
“I organized a 
learning group
“I organized 
formal training”

• Started a physician provider study group in their medical centre
• Participated in a physician provider study group in their medical centre
•  Organized group for formal education, invited speaker/educators with experience, medical education 

credits
• Formed an interdisciplinary group for oversite at the hospital
• Attended a national conference

•  ‘I had attended the National MAiD Conference the spring before that. And I remember very clearly there 
was a video that was shown there where she actually drew up the medications and just went through 
it very calmly about what it would actually look like. And yeah, and I just kind of drew on that quite a bit 
actually in my head. The palliative care doctor came along as well just to sort of help out, and be there as 
moral support. And he had already been at one or two provisions, so that was nice. There was a nurse that 
came who had been at one provision and then a nurse came with her who had never seen one. So we were 
all fairly new in the room, but it wasn’t rocket science, honestly’. (P17)

•  ‘I didn’t want to be [the only one who know how to do it], the solution for everybody’s problems. So, I said I’m 
going to help organize this larger picture here. I went to one of the VPs and said, “We either need to get a 
bunch of people to go out for training programs, or we need to get someone to come here and teach us. And 
we’ll probably get more [providers] if we can bring someone down here.” They were willing to find money 
that didn’t exist to fly somebody here for a teaching session . . . We developed an accredited CME’. (P04)

•  ‘[I organized a CME because] there was really nobody here who was experienced in medical assistance 
dying . . . so I had the decision, do I just jump in feet first and administer it when I don’t know the protocol 
and I don’t know [how]? I wasn’t terribly comfortable with that. Although I could’ve done that. But then I’d 
be “the guy.” I’d be the only one who knew how to do it’. (P05)

•  ‘We had regular meetings and slides and people brought information and we studied it and we read and 
so we took this long process and over time’. (P14)

CAMAP, Canadian Association of MAID Assessors and Providers; MAID, medical assistance in dying.

Table 1. (Continued)
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wanted’ and went on to describe the themes pre-
sented in Table 3.

Participant desire for support and guidance beyond 
factual knowledge. A final theme extracted from 
the data about preparation and training opportu-
nities was that participants desired guidance 
beyond technical and factual knowledge when 
approaching first MAID provision. Many reported 
little continuing difficulty in acquiring knowledge 
to perform the technical aspect of administration 
of the lethal agent. Individuals utilized and honed 
previously acquired communication skills to reas-
sure and counsel patients. The most desired and 
difficult-to-obtain support was accessing wisdom 
to ‘hold’ the responses of self and others, and 
approach navigating the ambiguous legal-ethical 

decision-making paradigm. Many participants 
expressed an emotional–interpersonal require-
ment characterized by the statements ‘I was not 
ready for that’, ‘I wasn’t expecting that’, ‘I had to 
give myself consent’, ‘I was scared’, and ‘I wanted 
a mentor’. Further quotes that articulate and 
explain their desire for support and guidance 
beyond factual knowledge are found under sup-
port and experiential guidance in Table 3.

Discussion
The vivid accounts and analysis of themes in this 
research add insight into what it was like to be a 
provider of MAID during a time when there were 
few resources for training. The participants’ own 
words depict what guidance and training was 

Table 2. Navigating first-time provision without training or guidance.

‘I’d never done it before, but I want to do it for her [because] I knew it would be a real barrier, getting her to 
another hospital, getting another provider to come. So I said, “All right, I’m going to figure out.” I had never 
seen it done. I had never been trained on it and I had really not even studied how to do it’. (P16)
‘The first few [cases] you’re still taking the plastic wrap off of everything and figuring out how to do it all 
and where this goes and where that goes. These are doses of medications that people have never given 
. . . the medications I give during MAID are medications I use all the time in the intensive care unit . . . 
Giving these medications, they [the family] are asking, “What do I expect? What happens when you give this 
much for how long?” I don’t actually know, because I’ve never. I know that if I give you this much propofol 
you’re going to die. How long is it going to take? I don’t know. I’ve never given this much propofol. I’ve never 
intentionally ended somebody’s life with propofol’. (P03)
‘I think it can be very straightforward and not a scary thing at all. Patients are very clear, like the patients 
I have had, they have not been like, “Oh I’ve heard about this new thing, tell me about it.” But they’re like, 
“This is exactly what I want. I put my dog down last year when my dog was really suffering and now I am 
my dog and I want you to put me down.” And that’s that. Like they’re very straight forward and they know 
exactly what they want’. (P10)
‘I had done one secondary assessment for a guy who was my patient. I basically had to tick all the boxes. 
Then I got my first referral, someone who lived far away, out in the country. I had not actually seen a 
provision, I just sort of read about how to do it’. (P13)
‘There was a patient in my practice who had ovarian cancer and was hospitalized at the time that the 
legislation came through. That first morning after it came through, she, like many other people, declared 
that morning, “I’m ready. Let’s go.” It was very unclear how it was all going to proceed. My experience 
was with her, walking that path and having those conversations with her, with her daughter, with the other 
providers under the roof of a Catholic institution. I didn’t even really think about that, but we ended up 
getting our knuckles slapped for having those conversations in that space. But we sorted it out. . .calling 
the Canadian Medical Protective Association and getting guidance from them. It was all very laborious to 
try and make sure that the law was solid and that nobody would be exposed to risk. She turned out to be 
the first patient to receive MAID in our area, and it involved a transfer from one hospital to another’. (P04)
‘In the beginning people [doctors] did not know the law really well and did things outside the law. They just 
didn’t know it was outside the law. And when you would tell them it’s in the law, you cannot do this this way, 
they would get mad. So that’s something that scares me [about lack of training]’. (P07)
‘So, it’s scary because there’s no procedure more certain than death. And it’s irreversible and you don’t 
know until it’s over if there’s something wrong about how you’ve done it . . . And you don’t train on it. You 
just do it. All of those things go against the principles of how we are taught as doctors. See one, do one, 
teach one goes out the window’. (P11)
‘In the beginning it was not easy, we had to learn on the spot. Nobody did it in the province. In Canada. We 
were the first one to do it. So, we didn’t know. Now I have solid guidelines and some solid teams that can 
support all that’. (P05)

MAID, medical assistance in dying.
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available, accessed and useful. Descriptions of 
how it felt to be an inexperienced provider can 
add further insights into what preparation will be 
most useful to inexperienced providers in the 
future. While we cannot make claims as to the 
representativeness of our sample across Canadian 
providers or transferability of our findings across 
jurisdictions, we note that our study had strong 
internal validity within the participant cohort, 
and external validity is demonstrated by a strong 
degree of ‘fittingness’ with previous studies.

Published reports document challenges experi-
enced by Canadian providers with newly legalized 
MAID, such as ambiguous statute requiring 
interpretation by the clinicians.34 Recurring prob-
lems included lack of protocols or clear guide-
lines, role ambiguity for team members, and 
deficiencies in interprofessional collaboration.6,35 

Early adopting physicians from British Columbia 
described a steep learning curve because ‘there 
were few regulations and no protocols that were 
immediately in place after MAID was legalized’ 
(p. e397).10 Preparation for first MAID provi-
sions on Vancouver Island, BC, included provin-
cial credentialing based on training physicians 
received outside BC.10,36

The results of our study align with a cross-juris-
diction meta-synthesis of qualitative studies about 
legal requests for hastened death that reports that 
policies governing MAID consistently are unclear 
and require situational interpretation. ‘The legali-
zation of medical assistance in dying in numerous 
countries over the last 20 years represents a sig-
nificant shift in practice and scope for many clini-
cians who have had little-to-no training to prepare 
them to sensitively respond to patients request for 

Table 3. Conceptualizing the ideal preparation before first provision of MAID.

Knowledge • Clear understanding of the laws and guidelines
• clinical information about procedure
• what to expect
• best ways to counsel the family (on what to expect)
• what could go wrong

Peer Guidance • An advisory group
• negotiating ethical decision-making
• interpreting the law, especially the qualification criteria

Support & experiential 
guidance

• Permission
• Moral support (morally frightening procedure without experience)
• emotional support

•  ‘There was no one giving me consent to proceed [on the first case]. I 
give myself consent to proceed and that was very, very difficult in the 
beginning when I was working solo and with essentially paper guidance’. 
(P13)

•  ‘I’ve been around death my whole professional life. I can’t count the 
number of people I’ve seen die in the ICU or in the palliative care unit, but 
to actually see somebody go from pink and talking to pale, like dead pale, 
in a matter of seconds was also quite dramatic. That was a bit, unusual 
for me. I wasn’t expecting that . . . to go from looking fine, pink and 
awake and talking, to a brief period of disinhibition to very, even to me ... 
It was bothersome. There was a very much unsettling noise to hear from 
another human being. We don’t think that [snoring sound] is associated 
with any sort of distress, but it was not a pleasant human sound. His wife 
had to leave the room because she found it quite upsetting, because she 
had never heard that noise out of her husband before and that was just 
really hard for her. It was way worse than a death rattle. It was really 
unpleasant . . . Wow, I was not ready for that at all. That was big. Then 
once you inject the propofol that noise stops, and they die very quickly. 
You know, matter of seconds. In short minutes, their heart stops entirely, 
and they will turn pale, and they will turn pale [and die] in front of your 
eyes’. (P03)

ICU, intensive care unit; MAID, medical assistance in dying.
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hastened death’.34 Canadian medical trainees also 
expressed ‘need for additional training in MAID, 
specifically around medical-legal issues, commu-
nication skills and technical aspects of the MAID 
process’.37,38 These findings together suggest that 
early structural preparedness for newly legalized 
MAID provision is crucial.

Early workforce preparation
There are potential policy implications for the 
findings, as our results confirm prior reports that 
implementation before health care staff training 
resulted in uncertainty and challenges in first pro-
vision of MAID.10,35 Urgent demand for MAID 
was seen immediately after legalization and other 
jurisdictions should expect some providers to pri-
oritize fulfilling patients’ persuasive requests 
before fully preparing for first provision. 
Instigating a training period before implementa-
tion is supported by this and previous research. 
The content, methods, and context of the train-
ing will be influenced by specific needs within the 
jurisdiction. One example of content is described 
for implementation in the context of New Zealand 
in 2021.39 Preparation for providing MAID 
begins with assisting providers to identify and 
self-evaluate their ‘scope of practice’ and their 
individual underlying talents and competencies 
with the suite of services associated with MAID. 
Individual competencies identified in the New 
Zealand context included: counselling and 
informed consent, interpreting prognostication 
data, assessing for coercion, determining compe-
tency, negotiating contrasting stakeholder views, 
recognizing ethical dilemmas, supporting families 
and colleagues, resolving ‘tricky situations’, and 
self-care (p. 150–151).39

Clinical education for MAID provision
Participants used a variety of strategies to prepare 
for first provision and many had only a brief time 
window. These providers usually engaged in self-
education which included reading the law, read-
ing protocols and utilizing resources found on the 
Internet, particularly those provided by CAMAP. 
Providers from isolated practice communities 
were more likely to use self-education methods. 
One of the key competencies in physician training 
is to become an accomplished self-directed and 
lifelong learner.40 Participants clearly drew on 
these skills to provide this novel procedure. We 
postulate that practice setting, previous experi-
ence, prior education and personality types all 

influence comfort with self-education prior to 
first MAID provision. We confirmed that MAID 
providers perceived web-based peer knowledge 
exchange and support to be very helpful. In con-
trast, providers stated that legal advice from pro-
fessional organization lawyers were of limited 
clinical utility.41

Participants accessing continuing group educa-
tion expressed that the fellowship of the group 
process was useful for professionalism and valida-
tion. We note that participants who had utilized 
these groups did not express some of the concerns 
frequently reported by self-trained physicians. 
This difference was especially notable around 
‘giving themselves permission’ to proceed. 
Structure and content of the early provider learn-
ing groups are likely to be a useful guide to deter-
mine content and style of future efforts to prepare 
providers. The summative list compiled from 
providers’ statements about what they needed in 
preparation for first provision is supported by the 
veterinary literature about the roles of training, 
continuing education and support for veterinary 
providers of euthanasia.42 Participants acknowl-
edged shortcomings and difficulties in first MAID 
provision and identified what they learned from 
missteps and experience. Together, these insights 
provide a roadmap for designing training regi-
mens that will meet the needs of service 
providers.

Limitations and further study
The usual limitations of qualitative research 
apply, including selection bias, recall bias and 
confirmation bias.43–45 Recollections of poignant 
or potentially controversial past events change 
with mood and time46 and are uniquely inter-
preted and conveyed to the interviewer shaded by 
coping mechanisms47 and world-view. This study 
did not address the training needs for medical 
staff who are not providers but receive requests to 
hasten death. We recommend studying needs for 
both training and support for all health care pro-
viders who receive MAID requests. We suggest 
further research to support or refute the sugges-
tion that widespread palliative care education 
could improve communication about the role of 
MAID in end-of-life preferences.48 Mentorship 
was frequently desired by participants as a train-
ing modality that could assist with aspects of pre-
paring for MAID that are beyond factual 
knowledge and we are reanalysing our data to elu-
cidate this finding.49 We suggest researching the 
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role of apprenticeship–mentorship learning, in 
contrast to self-study or lecture presentations. 
Finally, further study of preparing for MAID pro-
vision should address goals that surpass the pro-
vider perspective and encompass the patient 
experience (by proxy), family engagement, and 
societal interests.

Conclusion
Optimal clinical care for patients and families is 
dependent on provider communication, knowl-
edge, decision-making, and problem solving. 
While MAID is a new paradigm for all stakehold-
ers, including families, medical teams, and soci-
ety, the inherent uncertainties are amplified for 
the early-adopting providers.34 Early-adopting 
MAID providers in Canada stated preferences for 
information, guidance, and mentorship. When 
legalizing medical assistance in dying, jurisdic-
tions should optimize the care experience for 
patients and families by ensuring time and 
resources for training, support, and guidance for 
health care professionals prior to first provision.
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