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Abstract: In this paper we document some of the practical aspects of implementing medical assistance
in dying (MAiD) since it became legal in Canada in 2016. The percentage of annual deaths in Canada due
to MAID varies widely, ranging from less than 0.5% in some areas to over 5% in others. By the end of
2019, approximately 13,000 people had an assisted death in Canada (1.6% of all deaths). The average age is
73 years and the majority have cancer (64%), followed by end-stage organ failure (17%), and neurological
disease (11%). The safeguards in Canadian law include having two witnesses sign the patient request form,
having two independent clinicians agree that the patient is eligible, and requiring a 10-day waiting period
after the request is made. Although the criminal law is federal and applies throughout the nation, health
services managed provincially, and there are many different models of care being used. Some provinces have
standardized prescriptions and procedures for assisted dying with centralized care coordinators supporting
both patients and providers. Other provinces expect individual providers to manage all aspects of assisted
dying. The procedure and medications are provided free of charge to patients, but it took years before many
providers were remunerated for their services. Access for patients has been a problem because there are too
few providers of care (especially in rural areas), and many people have difficulty getting accurate information
about the process. Many faith-based health care facilities continue to refuse to allow assisted dying within
their facilities, so patients requesting MAiD need to be transferred to other locations in their last hours of
life. Solutions to these problems have included the development of more training and support for providers
and the creation of coordinating centres that provide information and support for patients throughout the
process. Telemedicine is used for assessment of eligibility when required, especially during the COVID
pandemic. There are similarities in problems of access to all end of life care options, including palliative care
and residential hospices. The relationships between providers of assisted dying and specialists in palliative
care vary, and examples exist throughout the spectrum from collegial to hostile. This is slowly improving, as
individual clinicians gain more experience with patients choosing assisted dying. Public culture is changing as

there are more conversations occurring about death and dying.
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Background

The purpose of this paper is to document some of the
practical aspects of the implementation of assisted dying in
Canada during the four years December 2015 to December
2019. The three authors are all physicians who have
provided assisted dying during this time. We discuss the
various models of care across the country, early and ongoing
challenges as well as some of the solutions.

In this paper, we will use the term assisted dying to
refer to the administration of a lethal substance at the
explicit request of a competent adult, regardless of the
global jurisdiction in which it occurs or the terminology
otherwise used in that jurisdiction. In Canada, the term
medical assistance in dying (MAiD) includes both options
of self- administration of an oral medication (not allowed
in Quebec) or clinician-administration of an intravenous
regime. MAID is only allowed to be facilitated by either a
medical doctor or a nurse practitioner (1).

In order to understand MAID in Canada, it is important
to briefly review how Canada came to legalize assisted dying
and three factors specific to the Canadian context. Firstly,
we have the Canadian Charter of Rights and Freedoms,
a constitutional document, that outlines the fundamental
freedoms and democratic rights of all citizens (2). It includes
the right to life, liberty and the security of person, and it is
this framework that was used to successfully challenge the
previously existing, universal ban on assisted dying. The
decriminalization of MAID in Canada came through a high
court decision involving the constitutional rights of patients,
not through government led legislation, which only
followed afterwards to regulate the practice (1). Secondly,
Canada has a policy of universal health care, and MAiD is a
fully covered medical service throughout the ten provinces
and three territories. Thirdly, it is important to note that
while our criminal code is federally effective, health care is
administered provincially in Canada. This means that while
our law on assisted dying applies nationally, how health care
is implemented and regulated may be different from one
province to another. This leads to a number of important,
ongoing, regional distinctions in MAiD nationally. The
most noteworthy distinction involves the history of assisted
dying in the province of Quebec where assisted dying was
legalized in December 2015. As health care is administered
provincially and assisted dying was considered health
care, Quebec undertook their own study of the issue and
regulated its practice earlier than the rest of Canada.
The Quebec law on eligibility criteria is currently more
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restrictive than the rest of Canada but the recent Truchon
decision will lead to a change in 2020 (3).

The process to access an assisted death in Canada
involves a written, witnessed request by a patient followed
by two assessments of eligibility by two independent
clinicians. If both agree the patient meets all eligibility
criteria, the patient may access an assisted death after a 10-
day reflection period. In order to be eligible, a patient must
meet the following criteria:

(I)  The person must be an adult, defined as 18 years of

age or older;

(II) The person must be eligible for Canadian health
care;

(IIT) The request must be voluntary and free of any
coercion;

(IV) The person must have a grievous and irremediable
condition. This is further defined in the current
legislation as requiring all of the following to be
true:

(i) Have a serious and incurable illness, disease or
disability;

(i) Be in an advanced state of decline in capability;

(iii) The decline must be irreversible;

(iv) The patient must be suffering in a way that
they deem intolerable;

(v) The natural death of the person is considered
reasonably foreseeable (defined by the assessing
clinician).

(V) The person must have the capacity, including a full
understanding of options and possible outcomes, to
make this request.

Current state

The most recent national data available from Health
Canada is from October 31, 2018, only 28 months after the
law was amended (4). Figure 1 shows the uptake of MAID in
various regions in Canada throughout the first 28 months.
Figure 2 measures regional MAiD as a percentage of annual
deaths, allowing comparison to other jurisdictions where
assisted dying is available, and has been for decades in some
form. This data shows that by October 2018, 1.6% of all
deaths in Canada were by assisted dying. British Columbia
led the country in requests and provisions with 2.4% of
annual death by assisted dying (and one BC health region
had over 5%) (5). Using provincial reports, we now estimate
that during the four years, December 2015 to December
2019, approximately 13,000 Canadians have had assisted
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Figure 1 Number of MAID deaths in Canada December 2015 to
November 2018. Atl, Atlantic provinces: Newfoundland, Prince
Edward Island, New Brunswick, Nova Scotia; On, Ontario; Man,
Manitoba; Sk, Saskatchewan; Ab, Alberta; BC, British Columbia;
Can, Canada.
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Figure 2 Comparing the percentage of MAiD deaths (of all
deaths) in different jurisdictions. On, Ontario; Man, Manitoba; Sk,
Saskatchewan; Ab, Alberta; BC, British Columbia; Can, Canada;
Oreg, Oregon; NL, Netherlands; Be, Belgium.

deaths. According to Health Canada’s fourth interim report,
men and women are accessing assisted dying in virtually
equal numbers (4). The average age of someone receiving
MAID is 73, and assisted dying occurs at home, in hospital,
in hospice, on palliative care wards, in nursing homes and in
assisted living residences. The majority of people receiving
MAID have cancer (64%), end-stage organ failure (17%), or
neurological disease (11%). In Canada, we cannot use death
certificate data to understand the uptake of assisted dying
because some provinces require “MAiD” to be listed as the
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cause of death and others forbid this for privacy reasons (6).

Regionalization

In the same way that uptake of MAID has varied widely
across the country, so have the models of care. Since
health care is administered provincially-and most of the 10
provinces have further divided care into regional health
authorities or health networks, there are a number of
different models of care. Oversight has been delegated
to each of the provinces and they have chosen different
methods. We give three specific examples here:

Quebec developed province-wide standardized care with
a pre-printed, mandatory prescription for the medications
to be used for assisted dying. There are standard forms to
complete, and additional provincial regulations including
that only IV drugs may be used for assisted dying. All
hospitals in Quebec are required to allow MAID on their
premises. Nurse practitioners are not allowed to provide this
care in Quebec. Quebec set up an 11-member Commission
des Soins de Fin de Vie (End of Life Care Commission) to
posthumously review every case of assisted dying and to
send a summary of that information to Health Canada.
All cases are also reviewed by the Conseil des Médecins,
Dentistes et Pharmaciens (in hospital) or the College des
Meédecins du Québec (in community). Each health authority
within Quebec has a Groupe Interdisciplinaire de Support
(support group) for MAID providers.

Ontario has 14 separate health networks and there are
many models of care. Funding for MAiD care varies widely
within the province. There are no standard prescriptions
or forms. There is a province-wide, central phone number
that patients and non-providing clinicians can use to
access providers of MAiID. Some health networks have
care coordinators and inter-disciplinary teams seeing each
patient. These coordinators help gather medical records,
make appointments for assessments, organize the required
forms, and arrange IV access, amongst other tasks. Others
health networks require the clinician to coordinate each of
these tasks themselves. All cases of MAiID in Ontario are
reviewed for oversight by the Office of the Chief Coroner
before required data is sent to Health Canada.

British Columbia has six health authorities and each has
a coordinating office that connects patients with providers,
provides general information for patients and clinicians,
helps organize patient request forms, and recruits nursing
support. Forms and prescriptions are standardized across
the province. All cases are reviewed by the provincial
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Ministry of Health before required data is reported to
Health Canada.

This decentralization of MAID care has left some areas
of Canada with no care coordination and effectively no
oversight. In order to provide the best care to patients
requesting MAID, there should be care coordination centres
in each province or health region. They should provide
accurate information to patients and non-participating
clinicians. They should help with logistics to reduce
excessive burden on patients and clinicians. Best models of
care would also incorporate quality improvement programs.

Challenges and solutions
Access

When we consider access to MAiD, we must at the same
time consider the access to other end-of-life care options,
such as palliative care and residential hospices. The
Canadian government announced additional funding for
palliative care at the time the assisted dying law came into
force (7). As with other medical care, it is easier to access
the full spectrum of end of life care in urban environments
and if one is able to advocate for oneself. Large urban
centres have specialized palliative care available in hospitals,
residential hospices and in the community without cost
to the patient. Unfortunately, this care may not always be
available in a timely or adequate manner in rural areas.
People who are socially or economically disadvantaged
often also have less access to all forms of end of life care (8).

When the law changed in 2016, the professional licensing
bodies were slow to publish their standards and regulations.
Lawyers advising clinicians were not surprisingly very
conservative and there were no available training programs
for clinicians (9). This led some physicians to be wary of
providing assisted deaths (10). Nurse practitioners were
delayed even longer (11). There was active opposition
by some organizations, such as some physician residency
training programs forbidding trainees from participating
in assisted deaths and some hospices forbidding their
physicians from doing assessments or provisions (9). Over
the years, there has been more training and mentoring
available, both to trainees and practicing clinicians.
Training is now provided by on-line and in-person
workshops; by universities; by medical associations and by
health authorities (12). There is no accreditation required
to provide assisted deaths in the community, but special
privileges to provide MAiD are required for provision in
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some hospitals and other health care facilities. The number
of providers has increased along with the number of people
requesting MAiD since 2016.

There is still a shortage of providers of assisted dying
in Canada and this is more acute in rural areas (10). One
of the ways this inequity has been reduced is by doing
some of the initial assessments through telemedicine (i.e.,
video-conferencing) (13). In some provinces, this is only
allowed using specific health authority equipment, and only
permitted for one of the two required assessments. Other
provinces require an additional health professional to be
present with the patient in order to witness the assessment.
People who live in rural areas are used to the need to travel
for specialized services not available in their area, but people
requesting MAID are at the end of life and usually have
great difficulty travelling. This means busy clinicians may
have to travel long distances to meet patients in their rural
communities and this travel is not always reimbursed.

All provinces provide the MAiD medications at no
expense to the patient, but the medications are not always
available due to some pharmacists not being willing
to dispense or stock them. Canada had no adequate
barbiturates available for oral administration until recently.

The other important issue in access is the availability of
accurate information for patients. There are now MAiD
coordination centres in most health authorities helping
patients get the necessary information and connecting them
to assessors and providers. People at the end of life are very
vulnerable and may have no one advocating for their rights.
This means that there are still problems with some patients
asking for an assisted death, but not being able to negotiate
the process, not being able to get the request form or
the independent witnesses, and not knowing how to find
clinicians to do the assessments and provision (14,15).

Relationships

The Canadian Association of Palliative Care issued a
statement that “MAiD is not part of hospice palliative
care” (16). Many palliative care clinicians follow their
association’s position and do not assess or provide MAiD.
However, there are a number of MAiD providers who are
also palliative care specialists and are able to offer seamless
end of life care (17). The relationships between MAiD
providers and palliative care providers vary from collegial
with good communication about their shared patients to
hostile and fractious. When both palliative care providers
and MAiD providers focus on providing patient-centered
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care, these relationships improve (17,18).

Most MAID providers in Canada are not the patient’s
primary treating clinician and there have been problems
with relationships between MAiD providers and the other
clinicians caring for the patient (5,19,20). The law was
described by the then Minister of Justice as “flexible” and
therefore different clinicians may disagree about who is
truly eligible. Psychiatrists trained to prevent suicide and
often have difficulty accepting that some people prefer
an assisted death to accepting their physical deterioration
from a terminal illness (19,20). As long as two clinicians
approve a patient’s decision, they can receive MAID, even
if other clinicians have assessed and not approved. These
disagreements occasionally lead to formal complaints and a
great deal of stress. Nurses, social workers and other staff may
be very involved with the patient’s care and communication
with all members of the team is important (21-24).

Most patients arrive at their assessment having discussed
their choice with their loved ones and have their full, if
sometimes reluctant, support. Some are estranged from family
or have not informed close family members and want to keep
it a private matter. Although each Canadian has the right to
make the decision for MAiD for themselves, we know that
these complicated situations can lead to increased risk for the
providers, because an angry surviving family member is more
likely to make formal complaints against the provider. More
importantly, these situations of lack of transparency may lead
to more complicated grieving for the survivors (25). Whenever
possible, providers try to negotiate fulsome communication
before the death. Anecdotally, this often leads to important,
meaningful conversations and often reconciliation. Sometimes,
the act of setting a date for death can trigger communication
that might otherwise have been avoided.

Anti-choice issues

Many health care facilities in Canada, including hospitals,
hospices and care homes, are operated by faith-based
organizations, while being partially or fully funded by public
taxes. Only in Quebec are all hospitals required to provide
MAID. Elsewhere in Canada, patients in many faith-based
and other abstaining facilities must be transferred out for
MAID. This has caused inconvenience for some and immense
suffering for others (26). Generally, patients in hospices or
hospitals at the end of life are frail and find the transfers
very difficult both physically and emotionally. Patients living
in care homes often feel that they deserve to be able to die
in the familiar environment of their legal home. Providers
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and care coordinators have found a variety of not wholly
satisfactory solutions to this ongoing problem (19-21).

In the federal assisted dying law it is clear that no
clinician can be forced to provide MAiID (1). It is logical
and ethical that no clinician should be forced to write
a lethal prescription or administer a lethal substance,
but some conscientious objectors have suggested that in
their opinion, objection to the participation in MAiD
also extends to the referral of patients or provision of the
necessary information that facilitates access to MAiD (27).
This stance led to a court challenge in Ontario in which the
judge ruled that under professional guidelines of conduct,
doctors must make “effective referrals” (28). Most of the
provincial regulatory Colleges (who license clinicians) have
standards that say that physicians who object to MAiD
are “required to provide an effective transfer of care for
their patients” (29). This has not prevented clinicians from
deliberately obstructing patients. There remain doctors,
nurse practitioners and other healthcare professionals who
bloc access to assisted dying and pharmacists who refuse
to dispense the prescribed drugs. There are nurses who
refuse to care for patients who have requested MAiD, and
even cleaning staff who have refused to clean patient rooms
(19,20,30-32).

Logistics

Canadian law allows the choice of a self-administered oral
medication or clinician administered intravenous (IV)
drugs. Some provinces require discussion of both options
(BC) and others restrict MAiD to IV only (Quebec).
Of the approximately 13,000 MAiD deaths that took
place in Canada between December 2015 and December
2019, only 16 were reported to be self-administered oral
medication (33). End-of life patients often have difficult IV
access. Providers come from many disciplines in medicine
and most require the assistance of another professional to
establish IV access. Anecdotally, this adds another barrier
to care in finding and scheduling an appropriately trained
person who is willing to do this. Approximately half of
MAID cases occur in hospitals with such professionals
onsite. Some patients have needed to be transported from
home to hospital to get IV access (19-21).

In 2016, Canada had no supply of the barbiturates
commonly used in Europe for MAiD. Only since 2018
was secobarbital for oral administration made available.
The standard IV protocols for MAiD vary, but most

commonly include a combination of midazolam, propofol
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and rocuronium with some routinely adding lidocaine
and/or bupivacaine. These drugs are used for general
anesthetics and are readily available in hospitals, but can
be very difficult to obtain through community pharmacies
(19,20). Regulations require clinicians to personally obtain
the drugs from a pharmacist and for both professionals to
sign the transfer form confirming transfer of medication.
In most provinces, regulations also require that providers
take a second, back-up kit of medication to each provision
and must return all unused medications in person. This
requirement can add additional hours of time to the MAiD
procedure (19,20).

Witnesses to the written request for MAiD in Canada
must be independent, that is, not medical care givers,
personal care givers or anyone able to benefit financially
from the death of the patient (1).

By the end of life, many people no longer have anyone
in their lives except their care givers and family. For those
accessing MAiD they may not want anyone else to know
about their choice so there are often no obviously suitable
witnesses.

Dying with Dignity Canada has developed a volunteer
witness program across the country to help with this
problem (15,34).

The majority of physicians in Canada are paid by fee-for-
service through provincial insurance plans and the majority
of nurse practitioners are paid by salary. At the beginning,
there were no applicable fee codes for physicians and no
mechanisms to pay nurse practitioners. This meant some
clinicians provided this care without compensation and
others decided to stop providing (10). This situation has
improved but continues to be a significant issue amongst
nurse practitioners (11).

MAiD in the time of the COVID19 pandemic

The first drafts of this paper were written in 2019 before
Canada experienced any effects of the global COVID-19
pandemic. At the time of this revision, in May 2020, Canada
has seen more than 80,000 cases and more than 6,000
deaths due to COVID-19 (35). Just prior to the pandemic,
the government tabled significant amendments to the
current federal MAiD law (36). Suggested changes included
removing the eligibility requirement for a patient’s death to
be reasonably foreseeable, reduction of required witnesses
to one individual who could be a paid care provider and
the removal of the 10-day mandatory reflective period after
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a formal written request. In cases of patients where their
death was not foreseeable, there is the suggestion of a 90-
day mandatory waiting period and additional safeguards to
be applied.

Currently, parliament is understandably focused on
mitigating the effects of the global pandemic, and it is
unclear what will happen to the proposed legislation (37).
At the same time, several provincial regulators have
moved quickly to make allowances for both MAiD
clinician and patient safety during the pandemic, allowing
more telemedicine where it was previously not allowed
and the acceptance, in many regions, of the virtual (via
videoconferencing) witnessing of signatures for the written
request for MAiD (38). Anecdotally, the authors have
noticed that some of our patients have requested to die
earlier because they fear getting COVID and/or because
they can no longer spend time with loved ones due to
pandemic restrictions.

Despite living in a time of some uncertainty, the authors
believe the practice of MAiID in Canada will continue to
evolve.
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