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Background: Medical assistance in dying (MAiD) was legalized in Canada in 2016, although it has been 
accessible as an end-of-life option in the province of Quebec since 2015. Before its implementation in clinical 
settings, few physicians had received formal training on requests assessments. New data indicate MAiD 
requesters have high rates of psychiatric comorbidities. Hence, assessment and management of psychiatric 
and psychosocial issues among MAiD requesters are important competencies to develop for assessors, 
although few training programs address them. The aim of our study was to explore physicians’ self-perceived 
educational needs on psychiatric aspects related to MAiD in the province of Quebec.
Methods: We conducted a cross-sectional online survey and used a non-probability sampling design in 
one academic tertiary care center. A descriptive analysis was performed, and responders were compared on 
different variables. 
Results: From twenty-five physician assessors, nineteen responded anonymously to an online survey (n=19). 
The findings of our pilot study revealed that participants felt highly competent in most psychiatric aspects 
at end-of-life and related to MAiD practice, except for psychotherapy and psychopharmacology as well as 
depression identification. Most indicated strong interest in further training. No statistical differences were 
found among responders regarding previous experience or training in palliative care.
Conclusions: Based on our study, MAiD assessors reported high level of competency in managing 
psychiatric issues among requesters, but that they also expressed a strong desire for additional education.
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Introduction

Physician-assisted death has been implemented in many 
jurisdictions worldwide in the past decades (1-3). In 
Canada, Medical assistance in dying (MAiD) was first made 
accessible in the province of Quebec in 2015 where the Act 
Respecting End-of-Life Care initially defined it as a palliative 
care option at the end of life (3). The rest of Canada has 
seen MAiD implemented in 2016 when the law Bill C-14 
[An Act to Amend the Criminal Code and to Make Related 
Amendments to Other Acts (Medical Assistance in Dying), 
2016], stated exhaustively eligibility criteria and went into 
force.

This practice has since been rapidly adopted in clinical 
settings, challenging medical practice in palliative care (4,5), 
and its accessibility remains in expansion. In the province 
of Quebec, for example, accessibility was extended in 2020 
to people suffering from non-end-of-life illnesses, after the 
Superior Court of Quebec in 2019 ruled that restricting 
eligibility only to those persons at end of life violated the 
Canadian Charter of Rights and Freedoms (6). Considering 
that Court decision, the federal government then began a 
widespread consultation in order to revise the legislation 
under the name of Bill C-7 which modified again The 
Criminal Code and went into force in March 2021. Bill C-7 
sets out two paths of accessibility: one for those patients 
whose natural death is reasonably foreseeable, and another 
for those whose death is not. It also added the possibility 
to waive the final consent requirement for those at-risk for 
losing the capacity to consent (7). See Figure 1 for legal 
eligibility criteria and safeguards for MAiD in Canada, as 
well as obligations for physicians in the province of Quebec. 

Over the years, this rapid implementation of that new 
practice increased the need for support and education among 
providers (8,9). Practicing MAiD in the province of Quebec 
according to the law, includes making sure that the patient 
is well informed about therapeutic possibilities and expected 
prognosis, making the request freely, and experiencing 
persistent and unbearable suffering (3). 

Literature on the psychiatric aspects of physician 
assisted death is rapidly evolving in Canada since MAiD is 
accessible. A recent prevalence study done in one Canadian 
center indicated that MAiD requesters often present with 
both physical and psychological suffering and have high 
rates of comorbid psychiatric disorders (such as depressive 
or anxiety disorders) as opposed to appropriate sadness, 
subthreshold psychosocial symptoms, existential distress, or 
fatigue often seen in context of a terminal and debilitating 

illness (10). Lack of capacity to consent appear also to be a 
frequent reason for refusal of MAiD in Canada (11), which 
might indicate that assessment of capacity is an important 
task when practicing medical assisted death. Suicidal intent 
and attempts have been described among those who were 
not deemed a candidate for MAiD, as it has been shown 
in a recently published case series study (12), which makes 
suicidal risk management an important task to master. 
Identifying and caring for depression has been also reported 
by palliative care physicians as a complex and challenging 
task, as well as a desired topic to be trained on (13). 
Depression is in fact a frequent psychiatric comorbidity 
among terminally ill, as well as in medically ill who also 
express wishes for hastened death (14-16).

These psychiatric topics are relevant and therefore 
represent important competencies for physicians practicing 
MAiD. Little is known about how often psychiatry consultants 
are involved in MAiD cases in that jurisdiction, although 
previous data indicated psychiatrists are rarely involved in 
physician-assisted death around the world (17). This fact 
might suggest that providers and assessors manage themselves 
the psychiatric issues. More recently, Isenberg-Grzeda et al. 
revealed in a Canadian prevalence study among requesters 
(n=155) that psychiatrists were involved mostly in cases where 
psychiatric comorbidity is present (41.7%, n=60), especially 
for patients with severe mental illness where psychiatrists were 
involvement reaches 80% of cases (10). 

To our knowledge, very few training programs designed 
for assessors specifically addressing these psychiatric issues 
have been described (1,18,19), and recent data published 
in 2021 indicates that providers still expressed the desire 
for more guidance and training (20). Bator et al. [2017] 
for example had reported that Canadian medical students’ 
need for training on communication skills, medicolegal and 
religious aspects of MAiD are frequent and mostly unmet (21).  
Another study from Australia has described a model for 
training new assessors in their jurisdiction where assisted 
death has been recently made accessible (22). A framework 
to enhance training in end-of-life care and MAiD practice in 
Canada has also been published, although more data is needed 
to know if it is feasible, efficacious, and generalizable (19).  
Data on the level of interest for further training and preferred 
format on these specific competencies of MAiD practice 
among requesters in Canada is still lacking and would be 
especially important to have as MAiD accessibility is expected 
to be expanded in 2023, as per Bill C-7, to patients with only 
mental illness as a medical condition. 

To make training programs effective in changing doctors’ 
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clinical practice, identifying the learners’ needs is crucial 
in medical education (23,24). Educational needs of MAiD 
assessors have been explored, but to our knowledge, no 
study have specifically focused on psychiatric aspects. By 
conducting a cross-sectional online survey, our pilot study 
was designed to explore self-perceived educational needs 
among MAiD assessors in one academic center. Although 
MAiD often occur in an interprofessional context as nurses, 
pharmacist, social workers, psychologists might be involved 
in the care of the requester, the focus of our study was on 
assessors which are responsible to fulfill the legal criteria 
checklist before MAiD can be provided. In the province 
of Quebec, only physicians can be MAiD assessors or 
providers, while in the rest of Canada, both physicians and 
nurse practitioners can provide MAiD. We present the 
following article in accordance with the SURGE reporting 
checklist (available at https://apm.amegroups.com/article/
view/10.21037/apm-22-422/rc).

Methods

The pilot study took place at a 750-bed academic and tertiary 
care hospital center in the province of Quebec (Canada). The 
survey was performed in 2017, one year and a half after the 
government of Quebec enacted its law on MAiD for end-of-
life patients. At that time, assessor was invited by Quebec’s 
Collège des Médecins to participate in a training program, 
which addressed mainly protocols and legal issues, and 
was not designed to focus specifically on psychosocial and 
psychiatric issues. None of the recent law modifications had 
occurred at the time of the study. MAiD was in fact provided 
solely at the end of life as per the eligibility criteria and 
was considered a new medical practice in palliative context. 
Since then, as mentioned, in the province of Quebec, MAiD 
has been made accessible to all patients with progressive 
and irreversible decline, not only for those suffering from 
an end-of-life condition. The study was conducted in 
accordance with the Declaration of Helsinki (as revised in 
2013). The research design was approved by the scientific 
and research ethics committee of Centre Hospitalier de 
l’Université de Montréal (approval No. 16.384). A cross-
sectional self-administered web-based anonymous survey 
was conducted, like those used in medical education to 
explore learning expectations (25,26). Informed consent 
was taken from all the participants. Most questions were 
close-ended and used a Likert scale to measure participants’ 
estimated level of knowledge on psychiatric aspects involved 
in MAiD requests. Very few were open-ended with text 

box responses. The questionnaire was developed by our 
research group to capture the MAiD assessors’ views of their 
educational needs (see Appendix 1). It took approximately 
5 to 10 minutes to complete it. Specifically, questions were 
designed to establish participant profile and explore their 
perceptions regarding the educational needs on psychiatric 
aspects involved in assessing a MAiD request. To reach 
optimal validity and reliability, we used several strategies 
recognized as best practices in survey-based research 
(27,28). In fact, to ensure the clarity and the relevance of the 
questionnaire, a pre-test was done with a research member 
included in the target population, and response time was  
measured (26,29). 

The main inclusion criteria were practicing medicine 
at our center and having performed at least one eligibility 
assessment for MAiD. Physicians-in-training and those 
working in other hospitals were excluded. A non-probability 
sampling was used. All 25 physicians involved in MAiD 
request assessments were first contacted by the chief 
physician via email to know if they agreed to be solicited 
for the study. All agreed to be invited. An email was then 
sent to them with the consent form and a link to the online 
questionnaire which recorded the answers anonymously. 
Participants had 3 weeks to sign the consent form and 
complete the survey. There was no incentive used to 
motivate participation. A reminder email was sent one week 
before the end of this three-week period. 

Statistical and descriptive analyses

Statistical analyses were performed using IBM SPSS 
Statistics version 28 (IBM Corporation, Armonk, NY, 
USA). Descriptive analysis was done with the collected 
data. Response rate was calculated as the percentage of 
the population sample that responded to the survey. A chi-
square test was also done to compare groups of responders 
on different between categorical variables (i.e., previous 
training on palliative care or MAiD, years of experience, 
medical specialty and level of self-perceived competencies).

Results

The response rate obtained in that pilot study was 76%. 
Of the 25 physicians approached by our research team, 
19 participants fully answered anonymously our online 
survey (n=19). Six did not signed the consent nor completed 
the poll. We do not know the reasons of declining the 
participation. Responders were about twice as many men 

https://apm.amegroups.com/article/view/10.21037/apm-22-422/rc
https://apm.amegroups.com/article/view/10.21037/apm-22-422/rc
https://cdn.amegroups.cn/static/public/APM-22-422-Supplementary.pdf
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as women [13 men (68%) vs. 6 women (32%)]. Most of 
them (58%) had over 20 years’ experience and were from 
different medical specialties (such as family medicine, 
oncology, surgery, anesthesiology, etc.) (see Table 1), 
which were representatives of the underlying population 
selected. Section 1 addresses responders’ demographics 
and background (see Table 1); the non-responders were 
not contacted to gather such information on their profile. 
While 9 participants (47%) had no training in palliative 
care, 37% mentioned not having been trained in MAiD 
assessments tasks whatsoever. Less than half our participants 
had provided palliative care in their practice (42%). Fifteen 
of them (79%) had provided MAiD at least once.

Section 2 addressed perceived learning needs by 
estimated levels of competency in selected areas of 
psychiatric aspects of MAiD (see Table 2). Participants 
reported their highest level of knowledge in different 
areas, such as evaluating capacity to consent to MAiD, 
distinguishing a MAiD request from suicidal ideation, and 
evaluating psychological suffering. Identifying needs and 
disorders, as well as determination of capacity of patients 
were domains where physicians reported higher levels of 
competency. The domains in which they reported having 
the lowest level of competency were treating psychiatric 
disorders, including depression, with pharmacotherapy and 
with psychotherapy (53% reported a poor level). 

Section 3 was on teaching content preferences (see Table 3). 
The interest level in further training was the highest for end-
of-life psychiatric disorders and evaluating capacity to consent 
to MAiD. End-of-life spiritual and religious issues were the 
only aspect in which some reported no interest at all (16%). 
However, all areas had a minimum of 79% participants being 
at least somewhat interested in further training.

Section 4 scoped teaching format preferences, including 
e-learning (30,31) (see Table 4). Among the potential 
formats proposed, 63% of respondents chose group-based 
learning (e.g., workshops), while 53% of participants chose 
e-learning. It is worthwhile noting that for some questions 
participants could choose more than one answer. 

From statistical analysis, we found no statistically significant 
difference between categorical variables, such as assessors’ 
medical specialty, previous training, years of experience and 
self-perceived level of competence, with a chi-carre test.

Discussion

To our knowledge, this pilot study was the first to explore 
educational needs on psychiatric aspects among MAiD 

assessors in the province of Quebec. Despite a tendency 
of response rate to decline in clinician surveys in the past 
decades, 76% of our sample completed the online survey, 
which would be consider as a high response rate for 
clinicians as it is above 60% (32,33). Based on our findings, 
79% of the respondents have performed MAiD before 
completing the survey, which might indicate that MAiD 
had become part their medical practice to relieve suffering 
at the end-of-life. However, our results also indicate that 
most participants had not received formal education on 
psychiatric aspects of MAiD before practicing it and 
showed a strong interest to be better trained in those topics. 
This finding is consistent with recent data indicating that 
significant informational needs have been found among 
health care professionals, and members of the public as well, 
on the relational, emotional and symbolic aspects, which go 
beyond medical and legal aspects of this practice (34).  

Furthermore, even though 95% of participants had 
reported taking care of patients at the end of life on a 
regular basis, 47% had never received any formal palliative 
care or end-of-life training, which usually includes 
psychosocial issues and psychiatric symptoms management. 
This finding is surprising since all assessors must in 
every case require such competencies in evaluating if the 
individual who requests MAiD is able to “understand the 
situation and the information given by health professionals 
as well as make decisions”, and “experience constant and 
unbearable physical or psychological suffering” (3). In fact, 
despite a high prevalence of psychiatric symptoms and 
disorders in palliative care, there is still very little post-
graduate training on these conditions, which are often 
underrecognized and undertreated in end-of-life contexts 
(35,36).

In our pilot study, the participants assessed their own 
levels of competency with regards to psychiatric aspects of 
MAiD as high. For example, an important proportion of 
participants reported confidence in distinguishing a MAiD 
request from suicidal ideation, which appears consistent 
with the findings of a recent study that documented among 
requesters, assessors and citizens that MAiD might be 
perceived differently compared to suicide (37). Surprisingly, 
despite this high-level of confidence, this topic appeared to 
interest almost half of the responders (very and extremely 
interested: 58%) as a topic that should be addressed in 
additional training, which makes us wonder if overconfidence 
might have been here a significant factor in those results, or 
a bind where physicians must regard themselves as capable 
of assessing suicidality for legal purpose. Differentiating 
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Table 1 Responders’ demographics and background

Demographics and background Survey items n %

Gender Male 13 68.4

  Female 6 31.6

Years of medical practice 0–5 years 3 15.8

  6–10 years 2 10.5

  11–15 years 1 5.3

  16–20 years 2 10.5

  Over 20 years 11 57.9

Medical specialty General practice 3 15.8

  Medical oncology 2 10.5

  Urology 2 10.5

Anesthesiology 2 10.5

Hemato-oncology 2 10.5

Palliative care 2 10.5

Gastroenterology 1 5.3

Radio-oncology 1 5.3

Endocrinology 1 5.3

Pneumology 1 5.3

Cardiology 1 5.3

  Addictions medicine 1 5.3

Previous training in palliative care* Previous training

  Internship rotations (residency) 6 31.5

Personal reading 6 31.5

  Medical conferences 4 21.1

  Fellowship training 3 15.8

Clerkship rotations (med. school) 2 10.5

Training for family physicians 1 5.2

Online training 1 5.2

  No training 9 47.4

Previous training in Medical Assistance in Dying* Personal reading 7 36.8

  Medical conferences 6 31.6

  Hospital-based online training 5 26.3

Other online training 2 10.5

Training day from the Collège des Médecins du Québec 1 5.2

  No training 7 36.8

Table 1 (continued)
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suicidal ideation as a depressive symptom from a desire to 
hasten death with a MAiD request, can be in some cases a 
learning opportunity for which providers might ask for an 
independent opinion of a psychiatrist. Consultation-liaison 
psychiatrits have been in fact involved in complexes cases of 
physician-assisted death around the world and might offer 
assistance in clarifying capacity, identifying mental disorders 
or helping along with the rest of the team to resolve complex 
relational issues or manage suicidality (17,38,39).

The responders reported the lowest level of competency 
were treating psychiatrists disorders, including depression, 

with pharmacotherapy or psychotherapy. This might not be 
surprising as clinicians might feel that they do not currently 
have strong data on the efficacy nonpharmacological or 
pharmacological interventions for depressed patients at end of 
life, especially for those with extremely short prognoses (13).

Furthermore, nearly 80% of participants reported 
they had a high level of competency in assessing capacity 
to consent to MAiD. This f inding might suggest 
overconfidence among our participants as previous data 
indicated physicians might have difficulties to detect lack of 
capacity in palliative care settings. In fact, one study revealed 

Table 1 (continued)

Demographics and background Survey items n %

Ever took care of an end-of-life patient Yes 18 94.7

No 1 5.3

Ever worked in palliative care Yes 8 42.1

No 11 57.9

Ever performed medical assistance in dying Yes 15 78.9

No 4 21.1

*, more than one answer was accepted for that question.

Table 2 Self-estimated levels of competency among responders

Competency
Estimated levels of competency (%)

Very poor Poor Fair Good Very good

Identifying needs/identifying and treating psychiatric disorders

Evaluating suffering* – 5 26 53 16

Identifying patients’ psychosocial needs – 11 37 47 5

Identifying psychiatric disorders – 5 42 47 5

Identifying/treating end-of-life delirium – 21 42 26 11

Identifying/treating end-of-life depression 5 32 53 11 -

Distinguishing Medical assistance in dying requests from suicidal ideation – – 21 74 5

Meeting psychosocial needs/offering psychiatric treatments

Meeting psychosocial needs 5 16 42 32 5

Pharmacotherapy for psychiatric disorder 11 53 32 5 –

Psychotherapy for psychiatric disorders 5 53 37 5 –

Determination of capacity

Evaluating capacity to consent to MAiD – – 21 58 21

*, definition of suffering was given in the question in reference to the criterion of Law 2: “Must experience constant and unbearable 
physical or psychological suffering that cannot be relieved in a manner the person deems tolerable”.
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a high rate of poor decision-making abilities among the 
terminally ill (40). Another one showed significant cognitive 
impairments in hospice care patients, despite an absence 
of documented or clinically obvious impairment, which 
had the authors recommending assessment of cognition 
in hospice patients, as it may interfere with decision-
making capacity (41). Determining capacity to consent to 
MAiD is an important and complex task since a significant 
proportion of patients might encounter different clinical 
situations that undermine or impair decisional capacity in 
advanced diseased (42). Some researchers have even studied 
the use of tools in predicting which patient might lose it 
before the provision of MAiD (11). 

In the presence of psychiatric comorbidity, the decision-
making capacity to consent is rarely affected, but can be in 
some severe cases (43). Best practices of capacity to consent 
to treatment include considering variations in capacity over 
time and depending on the type of decision, the severity 
of symptoms, and the phase of the mental illness (44). 
Consequently, although every assessor has to feel competent 
to assess capacity, any overestimation of that competence could 
potentially and to some extent result in lack of recognition of 
individuals without capacity or missed opportunity to ask for a 
specialized advice, such as to a consultation-liaison psychiatrist 
when complexity arise from cases (45). In that sense, it appears 
important to acknowledge that decision making might be a 
complex task best done within peer environments. 

Nearly 70% of participants reported their competency 
level as “good” or “very good” regarding the evaluation 

of suffering among requesters. It is unclear whether these 
participants meant they were comfortable trying to explore 
suffering, or whether they were able to simply confirm its 
existence as subjectively reported by the patient accordingly 
to the Canadian legal requirements. Evaluating suffering 
can be a complex task for experienced clinicians, as it 
requires a high degree of skills and sufficient time (46). 
In fact, suffering is by definition global, non-quantifiable, 
multidimensional, and influenced by many factors, including 
an existential dimension (47-50). The challenges facing the 
terminally ill can be physical, psychological, existential, and 
spiritual (51).

Finally, while e-learning is increasing in popularity in 
medical training (30,52), our participants preferred group-
based learning, which was unexpected. Although the 
questionnaire did not specifically ask to the participants why 
they had that preference, many reasons could explain it. We 
wonder if it may be due to the complex nature of psychiatric 
aspects of MAiD, which participants might find to be better 
explained, explored and discussed through in-person group 
teaching. Another possibility could be that most of our 
participants having over 20 years of experience might be 
less comfortable with web-based e-learning. Of note, we 
wonder if the same study was performed in post-COVID 
era, we would have obtained the same results as virtual, 
and more recently hybrid formats, have expanded rapidly 
in CME activities due to the pandemic (53). On the other 
hand, learning and reflecting on the depth of psychological 
or ethical issues with intersubjective shared experience 

Table 3 Interest level for further training on specific topics

Topics

Interest level for further training (%)

Not at all 
interested

Slightly 
interested

Somewhat 
interested

Very  
interested

Extremely 
interested

Exploring and evaluating suffering – 16 32 32 21

Evaluating capacity to consent – – 32 58 11

End-of-life psychosocial issues – 16 42 26 16

End-of life psychiatric symptoms and disorders – 11 16 63 11

End-of-life spiritual and religious issues 16 5 37 37 5

End-of-life existential issues – 16 26 37 21

Differences between a Medical assistance in dying request and 
suicidal ideation

– 11 32 47 11

Natural caregivers’ and families’ reactions – 5 37 42 16

Healthcare professionals’ reactions – 16 32 32 21
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might be better pursued in face-to-face format.
Despite its strengths, including high response rate, 

exploring perspective of new MAiD practitioners, this pilot 
study has also limitations. First, it is worth mentioning 
while the response rate reached 76%, the sample size 
remains small. As it was performed in only one center and 
in the province of Quebec where the legal criteria to be 
eligible to MAiD are somewhat different from the rest of 
Canada, its generalizability is also limited. The fact that 
79% of our responders had previously provided MAiD 
might indicate a tendency of responders to report positive 
views towards physician-assisted death to relieve unbearable 

suffering, as opposed to physicians without experience or 
hesitant to medical assistance in dying. Moreover, the extent 
to which our participants perceived their real learning 
needs adequately is unknown since it was not objectively 
measured. In fact, some physicians have a limited ability to 
self-assess their own competencies (54). Therefore, a future 
multicenter study with a larger participant population with 
higher variation would help validating our pilot study. 

Conclusions

MAiD is an evolving practice and an important area of 

Table 4 Format preferences of responders for additional training 

Format preferences Survey items n %

Preferred learning formats* Group-based learning (e.g., workshops) 12 63.2

E-learning 10 52.6

Lectures 6 31.6

Preferred time to participate in such training* Outside of work hours 13 68.4

During work hours 11 57.9

Would accept to pay Yes 10 52.6

No 9 47.4

Would be interested in e-learning Yes 11 57.9

No 5 26.3

No opinion 3 15.8

Ideal electronic modality for receiving e-learning* Personal computer 13 68.4

Work computer 7 36.8

Smart phone 1 5.3

Tablet 1 5.3

Ideal time for one e-learning module 5 min 1 5.3

10 min 8 42.1

15 min 6 31.6

More than 15 min 1 5.3

No opinion 3 15.7

Ideal total time for e-learning 20 min 3 15.8

30 min 6 31.6

40 min 4 21.1

More than 40 min 3 15.8

No opinion 3 15.7

*, more than one answer was accepted for this question.
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medicine that warrants formal training for physicians 
where jurisdictions make it accessible. Patients at the 
end of life who request for assisted death are at risk for 
psychiatric comorbidities as well as psychosocial issues. 
Despite some limitations, our pilot study revealed that 
physicians reported a high level of competency in terms of 
psychiatric aspects among MAiD requesters, but that they 
also expressed a strong desire for additional education. 
Future research should clarify if this high level of self-
competency constitutes an overestimation of their actual 
knowledge, especially in the context where MAiD is now 
practiced. Objective measurement of competences would 
be at this point interesting since there is a lack of training 
not only on psychiatric aspects of MAiD, but also on other 
aspects of palliative care. Exploring such educational needs 
on that topic among in diverse healthcare professionals and 
in different clinical settings (including in other Canadian 
provinces) would also be relevant. How psychiatrists could 
contribute to this educational challenge is another avenue of 
research. Providing high-quality training programs to meet 
patients’ needs continues to be a priority as access to MAiD 
has been progressively expanded in Canada.
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Supplementary

Appendix 1

Survey questionnaire used for the educational needs assessment on the psychiatric aspects of Medical Assistance in Dying (MAiD): 

Section I : Demographics and Background

1. Gender : Male; Female  
2. Years of practice : 0-5 years; 6-10 years; 11-15 years; 16-20 years; Over 20 years
3. Medical specialty : ________________
4. Have you ever received training in palliative care in the past? : No; Yes (please specify).
5. Have you ever received training in MAiD? No; Yes (please specify :  Medical conferences, Hospital intranet training, Personal reading, 

Training day from the Collège des Médecins du Québec, Online training, Other (please specify) 
6. Have you ever taken care of an end-of-life patient?: Yes; No
7. Have you ever worked in a palliative care unit?  Yes; No
8. Have you ever evaluated a patient request for MAiD? Yes; No
9. Have you ever performed MAiD? Yes; No

Section II : Perceived learning needs

Please answer the following questions based on your knowledge and on general MAiD clinical experience: 1= Very poor, 2= Poor, 3= Fair, 
4= Good, 5= Very good
10. How would you assess your level of competency in exploring or evaluating the suffering of patients requesting MAiD (criterion of the 

Law: “Must experience constant and unbearable physical or psychological suffering that cannot be relieved in a manner the person 
deems tolerable.”)? w'w

11. How would you assess your level of competency in identifying the psychosocial needs of patients requesting MAiD (for example, 
social isolation)?

12. How would you assess your level of competency in responding to psychosocial needs of patients requesting MAiD? 
13. How would you assess your level of competency in identifying psychiatric disorders in patients requesting MAiD (for example, 

depression)?
14. How would you assess your level of competency in treating psychiatric disorders in patients requesting MAiD, with the help of 

pharmacotherapy?  
15. How would you assess your level of competency in treating psychiatric disorders in patients requesting MAiD, with the help of 

psychotherapeutic interventions? 
16. How would you assess your level of competency in identifying and treating end-of-life delirium? 
17. How would you assess your level of competency in identifying and treating end-of-life depression? 
18. How would you assess your level of competency in evaluating capacity to consent to MAiD?  
19. How would you assess your level of competency in distinguishing a MAiD request from a suicidal ideation  

(as defined by “the idea of taking one’s own life”1)?
20. Would you be interested in having more training on the psychosocial and psychiatric aspects of MAiD? Yes; No.

Section III : Teaching Content Preferences

21. If we were offering further training on the following subjects, how interested would you be to receive it? 1= Not at all interested,  
2= Slightly interested, 3= Somewhat interested, 4= Very interested, 5= Extremely interested; 
Exploring and evaluating psychological suffering 

Evaluating capacity to consent to MAiD
End-of-life psychosocial issues and interventions that can help
End-of-life psychiatric symptoms and disorder and their treatment 
End-of-life spiritual and religious issues (e.g. “questioning” on God or the after-life)
End-of-life existential issues (e.g. searching for meaning or loss of dignity)
Differences between suicidal ideation and a MAiD request 
Reactions of friends and family of a patient who obtains MAiD 
Reactions of healthcare professionals (including physicians) on MAiD (e.g. grief or stigma)

22. In your opinion, would there be other subjects to address, regarding the psychiatric aspects of MAiD? Yes (please specify): ___ ; No 

Section IV : Teaching Format Preferences

23. In your opinion, what would be the best teaching formats to acquire further knowledge and competencies on the psychiatric aspects 
of MAiD? E-learning (learning through internet and other electronic media); Lectures; Group-based learning (e.g. workshops); Other 
(please specify).

24. What would be the best time for you to participate in such training? During work hours; Outside of work hours. 
25. Would you be ready to pay for such training? Yes; No
26. In medical education, e-learning usually refers to the use of Internet technologies to enhance knowledge and performance2. E-learning 

is a teaching modality that offers great flexibility, hence its growing popularity with physicians3. Would you be interested to receive 
this kind of training to acquire new knowledge and competencies on the psychiatric aspects of MAiD? Yes; No; No opinion 

27. Through which mean(s) would you prefer to receive e-learning on the psychiatric aspects of MAiD? Through my smart phone; 
Through my personal computer; Through my work computer; I am not interested in e-learning training on MAiD; Other (please specify)

28. In your opinion, what would be the ideal time duration of a single e-learning module on one of the psychiatric aspects of MAiD 
mentioned earlier? 2 to 3 minutes; About 5 minutes; About 10 minutes; About 15 minutes; I am not interested in e-learning training on 
MAiD; Other (please specify)

29. What would be the maximal time duration you would be willing to dedicate to e-learning training on the psychiatric aspects of 
MAiD? About 10 minutes; About 20 minutes; About 30 minutes; About 40 minutes; I am not interested in e-learning training on MAiD; 
Other (please specify) 

This questionnaire has not been previously published or has not appeared in copyrighted form elsewhere. 
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