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How the experience of medical assistance in dying changed
during the COVID-19 pandemic in Canada: a qualitative
study of providers

Ellen Wiebe MD, Michaela Kelly MSc, Thomas McMorrow DCL, Sabrina Tremblay-Huet LLB,
Brian Sum MD, Mirna Hennawy BSc

Background: In March 2020, all levels of government introduced various strategies to reduce the impact of the COVID-19 pandemic.
The purpose of this study was to document how the experience of providing medical assistance in dying (MAID) changed during the
COVID-19 pandemic.

Methods: We conducted a qualitative study using semistructured interviews with key informants in Canada who provided or coordi-
nated MAID before and during the COVID-19 pandemic. We interviewed participants from April to June 2020 by telephone or email.
We collected and analyzed data in an iterative manner and reached theme saturation. Our team reached consensus on the major
themes and subthemes.

Results: We interviewed 1 MAID coordinator and 15 providers, including 14 physicians and 1 nurse practitioner. We identified 4 main
themes. The most important theme was the perception that the pandemic increased the suffering of patients receiving MAID by iso-
lating them from loved ones and reducing available services. Providers were distressed by the difficulty of establishing rapport and
closeness at the end of life, given the requirements for physical distancing and personal protective equipment. They were concerned
about the spread of SARS-CoV-2, and found it difficult to enforce rules about distancing and the number of people present. Logistics
and access to MAID became more difficult because of the new restrictions, but there were many adaptations to solve these
problems.

Interpretation: Providers and coordinators had many challenges in providing MAID during the COVID-19 pandemic, including their per-
ception that the suffering of their patients increased. Some changes in how MAID is provided that have occurred during the pandemic,
including more telemedicine assessments and virtual witnessing, are likely to remain after the pandemic and may improve service.

edical assistance in dying (MAiD) has been avail-

able in Canada since 2016, when the law was

changed based on a constitutional challenge.?
The federal government reported that over 13000 Canadi-
ans chose this option between 2016 and the end of 2019.°
Medical assistance in dying includes medication injected by a
provider to end life; it also includes self-ingested lethal med-
ication in all provinces except Quebec.* The patient must
meet all legal eligibility criteria; during the study period,
that included being over 18 years of age and having a griev-
ous and irremediable medical condition, from which a natu-
ral death is reasonably foreseeable.!

The first case of COVID-19 in Canada was diagnosed in a
care home on Jan. 20, 2020.° Over the months that followed,
the provinces ordered various strategies to reduce deaths from
the virus and strain on the health system.® These varied by
province, but included travel restrictions, reduction or banning
of visitors from health facilities, banning transfers from one
health institution to another, virus testing, quarantining and
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self-isolation. By Mar. 31, 2021, there had been over 982116
cases of COVID-19 and over 22 959 deaths in Canada.” The
pandemic changed many aspects of providing medical
care, including an increased use of virtual care with video or
audio technology, reduced elective procedures and redeploy-
ment of staft from one area or institution to another.%%?

In this study, we explored the effects of the pandemic on
providing MAiID in Canada. Our research team had been
exploring various aspects of the experience of MAID in Can-
ada, and so we were able to pivot quickly to start asking key
informants how the provision of MAID had changed during
the pandemic. Our primary objectives were to understand the
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impact of the pandemic on MAID care and to identify the
strategies used to reduce these impacts.

Setting and recruitment

This was a qualitative study using semistructured interviews of
MAID providers and coordinators across Canada. We used
convenience and purposive recruitment strategies, including
snowball sampling (i.e., we asked participants if they would
pass our request on to other key informants), to collect infor-
mation quickly from key informants. The participants were
recruited from electronic mailing lists of providers and from a
list of previous research participants who had consented to
further interviews about their experience with MAiD."® The
mailing lists include about 180 providers, each of whom was
screened by the sponsoring organizations (Canadian Associa-
tion of MAID Assessors and Providers and Aide Médicale a
Mourir). With these recruitment strategies, we intended to
access key informants who would be best situated to articulate
any changes they experienced in providing MAID care during
the COVID-19 pandemic.

We emailed potential and previous research participants an
invitation to participate in an interview. The letter shared the
purpose of the study and the backgrounds of the research team.
A follow-up email was sent 2 weeks after the initdal invitation.
People were eligible to participate if they were a MAID asses-
sor, provider or care coordinator, and if they had experience
with at least 1 patient receiving MAID before the COVID-19
pandemic and at least 1 patient during the pandemic.

Data collection
The semistructured interview guide was designed by the
research team based on information from the Canadian Asso-
ciation of MAID Assessors and Providers and information in
the media about changing health care regulations during the
pandemic (Appendix 1, available at www.cmajopen.ca/
content/9/2/E400/suppl/DC1). We developed the guide in
English, and 1 team member (S.T.-H.) translated it into
French. Three team members conducted the interviews in
either English (B.S. and M.H.) or French (5.T.-H.) using
video, audio or email between Apr. 16 and June 5, 2020. The
interviewers had previous experience with qualitative research
and were familiar with MAID practices in Canada. Using
semistructured interviews allowed for discussion of the pre-
determined topics in the guide and for additional questions to
emerge from the conversation.!! We audio-recorded the video
and audio interviews and transcribed them verbatim. One
team member (S.T.-H.) translated the French transcripts to
English so that all investigators could participate in analysis.
We collected and analyzed data in an iterative manner,
with data collection and analysis occurring simultaneously.!!
Analysis of the initial interviews began as soon as they were
complete, which allowed us to change the interview guide to
explore any new topics that our participants introduced.'
Once all interviews were complete, we emailed each partici-
pant a copy of their transcripts for approval. We also asked if
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they had any new or different experiences since the time of
their interview that they wanted to share with us.

All participants provided informed consent before the
interview. Deidentified transcripts were stored on a secure site
shared only with investigators, and audio files were deleted
once transcription was complete.

Data analysis

We used abductive reasoning to identify main themes on the
basis of their recurrence across all of the interviews, as well as
their prominence in each interview.!> Adopting this approach
meant tracing overlap among the situations our informants
described and the concerns they expressed, while attending to
specific details in their accounts. The purpose of deploying
abductive reasoning is to draw reasonable inferences based on
the available data of how MAID providers have experienced
the COVID-19 pandemic. To support our abductive reason-
ing, we developed a codebook and used it to tag segments of
the interviews, sort similar segments into categories and orga-
nize these categories into themes. One author (M.H.) devel-
oped the codebook, and we edited it as a team throughout the
concurrent data collection and analysis process until we
reached consensus on the major themes and subthemes. We
reached theme saturation (i.e., no more new themes were
emerging) before we completed data collection but continued
to interview participants to get a more representative sample.
Three authors (M.H., B.S. and E.-W.) coded the transcripts.
Participants were not a part of the data analysis process.

Ethics approval
This study was approved by the research ethics boards of the
University of British Columbia (H15-03198-A018).

Sixteen people responded to our letter of invitation and all of
these respondents participated in interviews. One participant
preferred to complete the interview by email, 13 by phone
and 2 by video. All participants preferred to respond to the
follow-up question by email. Interviews ranged from 10 to 45
minutes (mean 32 minutes). We reached theme saturation
after 8 interviews, but we continued interviewing to gain the
experience of more participants.

Our participants included 15 MAID providers and 1 MAiD
care coordinator (Table 1). Fourteen providers were phys-
icians and 1 was a nurse practitioner. Their ages ranged from
28 to 82 (mean age 54.5) years, and they lived in 6 provinces
(Alberta, British Columbia, Manitoba, Ontario, Quebec and
Saskatchewan). Three were from Quebec and 13 were from
the rest of Canada (ROC). Of the 16 participants, 10 worked
in an urban setting, 4 worked in a rural setting and 2 worked
in a mix of both urban and rural settings. The specialties of
the providers included primary care, geriatrics, emergency
medicine, palliative care and anesthesiology."!°

The 15 MAiD providers had completed between 1 and 460
(mean 133.1) MAID assessments before the COVID-19 pan-
demic, and between 2 and 20 (mean 8.2) MAiD assessments
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Table 1: Participant characteristics

No. (%) of participants®

Characteristic n=16
Gender
Female 13 (81)
Male 3(19)
Age, yr
25-34 1(6)
35-44 3(19)
45-54 4(25)
55-64 3(19)
65-74 3(19)
75-84 2(12)
Profession
Physician 14 (88)
Nurse practitioner 1(6)
MAID care coordinator 1(6)
Province
British Columbia 5(31)
Alberta 1(6)
Manitoba 1(6)
Saskatchewan 1(6)
Quebec 3(19)
Ontario 5(31)
Practice setting
Urban 10 (62)
Rural 4 (25)
Mixed 2(12)
Specialty
Primary care 11 (69)
Palliative care 1(6)
Anesthesiology 1(6)
Geriatrics 1(6)
Emergency medicine 1(6)
NA 1(6)

No. of MAID assessments before
COVID-19 (providers only)

Mean (range) 133.1 (1-460)
Median 100

No. of MAID assessments during
COVID-19 (providers only)

Mean (range) 8.2 (2-20)
Median 7

during the pandemic. The MAiD care coordinator had coor-
dinated about 500 cases before the COVID-19 pandemic and
55 cases during the pandemic.

Themes

Four main themes emerged during analysis of the data:
increased patient suffering, increased challenges in establish-
ing rapport, anxiety about spreading SARS-CoV-2, and indi-
vidual and institutional adaptations.

The most important theme, the one for which our partici-
pants used the most emotionally laden language, was the
increased suffering they perceived in their patients requesting
MAID (Box 1). This theme included the following subthemes:
patients being unable to spend time with loved ones because
of institutional visiting policies and travel restrictions, proce-

Note: MAID = medical assistance in dying, NA = not available.
*Unless indicated otherwise.

Box 1: Increased suffering for patients

Being unable to spend time with loved ones

* “It's so sad. They are so sad that they just couldn’t be with a
family member. And you have to work really hard to get
anyone in, and the hospital doesn’t want to let them in until it's
the very end, and that’s terrible.” (Participant 14, age 64 years,
physician)

*  “When I've done the assessment and I'm talking to the
patients’ families, they talk about how horrible that they can’t
visit, or if they’re at home, that they worry their loved one is
going to have to go to hospital, and then they can't visit or find
out what's going on.” (Participant 11, age 36 years, physician)

* “So a lot of people, their reasons for living was spending a lot
of time with their family and grandkids and whoever, and that
was no longer possible for them.” (Participant 8, age 48 years,
physician)

Having procedures cancelled or rescheduled

* “So we were going to do it about 6 or 7 days after because we
didn’t think that he was going to make it through, but then [city
name] decided to cancel MAID at that time, and our hospital
followed, so they wouldn’t let me proceed with it.” (Participant
10, age 76 years, physician)

* “l had one who basically needed to be in the hospital, and
when the visitor restrictions came into place, they were
advised that it was for the safety of the patient and also for
her family, because there was COVID in the hospital, she
didn’t want to put her family at risk and she didn’t want to be
alone, so she decided that it was time to die.” (Participant 8,
age 48 years, physician)

Being unable to offer other end-of-life services

* “So there’s 3 kind of palliative care places in [City name] and 2
of them are closed now, because of outbreaks of COVID, so
there really is no place for people to go.” (Participant 12, age
74 years, physician)

* “So she was having severe symptoms that were being only
partially controlled and normally should have gone straight to the
palliative care ward, but no transfers were allowed to either the
hospice or the palliative care ward. [...]. | mean she was so
uncomfortable when | saw her at home. It was awful. But she
decided that she had to go home, because that was the only way
she could see her son.” (Participant 2, age 67 years, physician)

Note: MAID = medical assistance in dying.
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dures being cancelled or rescheduled because of changes in
institutional policies and being unable to offer other end-of-
life services, like residential hospice care.

The second theme was about the increased challenges for
providers in establishing rapport when using telemedicine
assessments and when using personal protective equipment
for in-person care. Some providers said they felt a decreased
closeness because they were unable to touch or hug at the
time of provision of MAID (Box 2).

Another theme was provider anxiety about the spread of
SARS-CoV-2 and about observance of the relevant public
health rules and institutional policies. Participants reported
that, at times, there were too many people present and too lit-
tle distance when MAiD was being provided. Our participants
varied in their comfort level with this rule breaking, but all
participants had experience with it. There was a tension
between providing the best patient-centred care and respect-
ing public health imperatives (Box 3).

The fourth theme was that, although logistics and access to
MAID became more difficult with the new COVID-19
restrictions, people and institutions adapted to mitigate the
problems around providing MAiD. Providers talked about

Box 2: Increased challenges in establishing rapport when
conducting telemedicine assessments, wearing personal
protective equipment and being unable to have physical
contact

* “The last one, the assessment was done virtually, yeah,
and you just feel a little bit removed from it. | felt badly
about it. You know it’s harder, | find it harder to connect with
people, you know, on the phone, obviously, or even in
person when you’re wearing all the gear.” (Participant 12,
age 74 years, physician)

¢ ‘It was weird that | had to be all suited up to see her at a time
when | wanted to connect, when | want my face to be seen to
really connect with somebody at the last minutes of their life.”
(Participant 2, age 67 years, physician)

e “Well, people have a harder time hearing us because a lot of
older people, you lose high frequency hearing as you get
older, and the way older people compensate for that is they
watch the mouth and they actually been lip-reading the whole
time. And so, lip-reading lets them just figure out what
somebody’s saying. And so with a mask on, they can’t
actually do that very well and so, it does impede it. And you
can’t get quite as much of that interpersonal connection either
with the mask.” (Participant 14, age 64 years, physician)

e “So the first patient that | saw was early on in COVID and | had
to maintain the 2-m distance and | just felt that | couldn’t get
close, | didn’t feel close, emotionally to her, because | like to
hold their hand when | greet them, get a little closer, look at
them, smile, and | like to make that connection at the
beginning and | couldn’t do that.” (Participant 3, age 65 years,
physician)

e “Especially the fact of not being able to embrace, to shake
hands ... the frustration and the embarrassment are as much
on the patient’s side as on mine. My MAID cases are always
intense and emotional.” (Participant 13, age 74 years,
physician)

Note: MAID = medical assistance in dying.
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how some institutions made exceptions to their rules for end-
of-life care and how helpful virtual care could be for mitigat-
ing the difficult logistics of providing MAiD, both during the

pandemic and moving forward (Box 4).

Our participants described how COVID-19 had changed the
way they provided MAiD. They had experience before and

Box 3: Anxiety about spreading SARS-CoV-2

* “There’s supposed to be 2 people there, her husband and her
son, but then when | went in there, there were like 5 people
there, which | couldn’t, didn’t feel like | could do anything about
because, you know, it was another son and her mother, like
you can't really say that they can’t. | couldn’t, didn’t feel like |
could say they couldn’t be there.” (Participant 12, age 74
years, physician)

e ‘It was difficult to go back and do the provision and not be able
to be physically close, but | actually broke the rules, you know,
| did come closer to the wife, | was able to hold her hand and
she appreciated that. | did sit beside the patient to get his
consent, there was no 6 feet there. So | found that | was
breaking the rules.” (Participant 3, age 65 years, physician)

* “Am | putting myself at risk of COVID, entering his very small
apartment and he had a way of speaking that really projected
spit, a lot, and so | had to stay further from him, which felt very
impersonal, and | had to wear a mask.” (Participant 5, age 57
years, physician)

Box 4: Individual and institutional adaptations to mitigate
challenges of providing MAiD during the COVID-19
pandemic

* “They allowed several family members to come. They moved
the patient to a private room where they had the room that had
its own entry point so the family wouldn’t have to walk through
the entire unit, they would just be able to come to the outside
and come through this one door.” (Participant 1, age 45 years,
coordinator)

* “So, we've always done some video assessments, so it's not
completely new, but we used to only do those for people that
lived far away, and now we’re doing basically as many as
possible via video.” (Participant 11, age 36 years, physician)

* “The patient wasn’t late stage enough to qualify for visitors as
an end of life case, but as soon as they applied for MAID and
set a date, then they were allowed visitors suddenly when they
weren't before, and the family had a lot of distress over not
being able to visit beforehand, so they were grateful to be
allowed in for the time they had left.” (Participant 8, 48 years,
physician)

e ‘| think technology is great and | think that we’ve had to adapt
so quickly. There’s so many like bureaucratic bull**** that
we’ve been able to get through so much quicker than we ever
would have been able to before. The stuff we’re able to do
right now is so phenomenal and | hope we can keep some of it
when COVID eases or leaves us at some point. | hope we can
keep some of the virtual witnessing and virtual work that we're
able to do.” (Participant 7, age 39 years, nurse practitioner)

Note: MAID = medical assistance in dying.
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during the COVID-19 pandemic and were able to make com-
parisons. The most important theme was the increased suffer-
ing they saw in their patients, which we expect to be true of all
patients at the end of life during the COVID-19 pandemic.
"This was anticipated and has been seen in previous pandem-
ics.!*!* The many rules in place to prevent the spread of
SARS-CoV-2 have meant increased loneliness and isolation of
older adults in hospitals, in care homes and at home.®” Their
family members and friends cannot visit, volunteers are not
allowed and all the social programming in care homes and
communities has stopped. The rules preventing transfers
between facilities and between units in a given facility inter-
fered with some patients getting palliative care or MAID.

The providers in our study were distressed by the difficulty
they experienced in establishing rapport and in feeling close
to their patients at the end of life, because they were required
to distance and wear personal protective equipment. They
were used to touching and even hugging their patients and
family members. Many people at the end of life have age-
related hearing loss and other conditions that interfere with
communication, so the mandatory use of masks made impor-
tant communication even more challenging. Communication
has been shown to be important in satisfaction with all types
of medical care, but especially at the end of life.”

The COVID-19 pandemic has accentuated existing prob-
lems in MAID provision. Before the pandemic, the challenges
in getting witnesses for the request form, the lack of providers
in certain areas and the faith-based facilities that refused to
allow MAID all presented difficulties to patients requesting
MAID. During the COVID-19 pandemic, all in-person vol-
unteer witnessing stopped, and it took some time to establish
virtual witnessing using video platforms.'® Some providers
were redeployed to COVID-19 work and were unavailable for
MAID services, and others were quarantined because of symp-
toms consistent with SARS-CoV-2 infection or contact with a
person with COVID-19. Some secular hospitals stopped
MAID programs during the pandemic and faith-based facili-
ties did not change their policies to start allowing MAiD.!
Transfers between facilities were no longer allowed, interfer-
ing with end-of-life choices for some patients.®

There were many logistical challenges to providing
MAID during the COVID-19 pandemic, including sourcing
personal protective equipment, using more telemedicine in
situations better suited to in-person visits and trying to keep
safe in situations where family members wanted to be close.
Providers and their institutions also developed new systems
and protocols to adapt to the challenges posed by the pan-
demic. Some of these adaptations were very helpful and will
remain in place after the pandemic is over. For example,
although telemedicine assessments are not ideal for every
patient, more virtual witnessing and assessing could decrease
delays and decrease travelling for both patients and provid-
ers.” This is particularly valuable for patients at the end of
life, for whom getting to appointments outside of their
home or community may be burdensome.'® When there was
a looming shortage of the medication, propofol, used for
both patients with COVID-19 and those receiving MAiD,
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the appropriate authorities changed protocols to prevent
wastage.!” These protocols are likely to be maintained mov-
ing forward. Our findings may be used to improve care for
patients requesting MAiD during the COVID-19 pandemic
and to inform regulation-making during the pandemic and
future health crises.

Limitations

Limitations of this study include the small number of provid-
ers and coordinators interviewed. Coordinators have different
roles in different jurisdictions but generally provide informa-
tion to patients and providers and help organize assessments.
We do not know why more coordinators did not respond.
There are many more physicians who provide MAID than
nurse practitioners, so it was not surprising to have only 1
nurse practitioner participate. Many health jurisdictions,
including all of Quebec, do not have nurse practitioners who
provide MAiD. Additionally, the voices of patients and their
support people were not included in this study; it would be
valuable for future research to explore the perspectives of
these groups. We did not back-translate the interviews, but
because our transcripts were translated by 1 of the investiga-
tors (S.T.-H.) doing the analysis, and a second investigator
(T.M.) was also fluently bilingual, we were able to get full
explanations of both language usage and cultural subtleties in
the language.

There are no data available on the number of MAID pro-
viders and coordinators in Canada, so it is difficult to esti-
mate whether or not our sample was representative, though
our sample includes different genders, age groups, practice
types and practice locations. More importantly, most partici-
pants were experienced, active providers, having cumula-
tively completed over 2000 assessments. We started the
study Apr. 16, 2020, only 35 days after the first COVID-19
restrictions were in place, but we did ask each participant to
review their interview transcript at the end of May and add
anything they thought was important. By the end of the data
collection on June 5, 2020, some of the restrictions had been
eased. This means that we did not document the full range
of COVID-19 restrictions, but we were able to capture the
experience of the most restrictive period during the first
wave of the COVID-19 pandemic.

Conclusion

The MAiD providers and coordinators in this study perceived
that the restrictions put in place to mitigate the COVID-19
pandemic increased the suffering of their patients seeking
MAID. People are isolated from loved ones, there are fewer
services available and the requirements for personal protective
equipment interfere with establishing rapport and closeness
with health care workers. Access to MAID has been more lim-
ited during the COVID-19 pandemic and the logistics of
obtaining assessments, sourcing medications and finding
appropriate locations have become more cumbersome. Some
changes that have occurred, including more telemedicine
assessments and virtual witnessing, are likely to remain after
the pandemic and have the potential to improve service.
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