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1. Introduction

In Canada, medical assistance in dying (MAiD) is a health care ser-
vice in which a physician or nurse practitioner administers (or pre-
scribes) a lethal substance to voluntarily hasten a patient’s death.
Considerable attention has been paid to MAID eligibility criteria and
related ethical issues (Carpenter and Vivas, 2020; Downie, 2022; Heil-
man and Trothen, 2020; Konder and Christie, 2019; Patton and Dobson,
2021; Pesut et al., 2020), but there has been less discussion of the ways
in which social and geographic aspects of place influence people’s ex-
periences of this service. In this paper, we share findings from a quali-
tative study on MAID in rural Alberta and discuss the significance of
rurality for our participants’ experiences.

Discussions about MAiD have not been uniform across Canada. Some
analyses have shown meaningful differences in MAiID processes and
practices between provinces and territories (Silvius et al., 2019).
Importantly, MAiD policies and jurisprudence are not especially atten-
tive to rural considerations (Manduca-Barone et al., 2022) and data from
Alberta Health Services (AHS) South Zone (personal communication,
April 2019) have shown intraprovincial differences between urban and
rural communities, particularly related to knowledge and attitudes
about MAiD.

Rurality is a significant determinant of health that is often over-
looked (Smith et al., 2008). The geographic isolation, wide dispersal of
populations, close-knit communities, and distances from major urban
centres that are often characteristic of rural regions can all have serious
implications for health services and health outcomes. Thus, it is critical
to develop a better understanding of the rural-specific experiences of
MAID. For example, some scholars have expressed concern that in rural
settings with limited health service access, residents might feel
compelled to resort to MAID as a default option. The fear is that MAiD
may be seen as the “perfect solution for rural and remote patients who
want a home death but are unable to find sufficient palliative care in
their context” (Pesut and Thorne, 2019, para. 18). Others have urged
caution, hoping to prevent geographically isolated individuals from

being placed in a position where MAiD will be seen as their only “source
of respite from end-stage disease” (Collins and Leier, 2017, p.190). On
the other hand, because of the limited number of health care providers
working in rural settings, providers who are conscientious objectors may
render their patients without any access to MAiD (Schiller, 2017; Pesut
et al., 2020).

MAID also presents distinct ethical challenges in small communities
where privacy and anonymity might prove challenging. Such an envi-
ronment may leave people concerned about stigma associated with
requesting, providing, or receiving MAiD (Mah, 2016). This is further
complicated by the fact that many rural health care professionals are
highly visible in their communities and may know their patients outside
of the professional setting (Simpson and McDonald, 2017). Rural set-
tings can also provide benefits for end-of-life care. For instance, rural
communities tend to be quite close-knit and have active volunteer
support organizations (Skinner et al., 2014). The assets of rurality have
yet to be explored in MAiD-related research.

The exact criteria for “rurality” remain a matter of some contention
with no consensus on a singular definition of “rural” (Kulig and Wil-
liams, 2011). However, the concept often includes a combination of
geography, culture, population size or density, and qualitative experi-
ence (Chalmers and Joseph, 2006). Herron and Skinner (2018) recom-
mend a relational approach to studying rural health because it
acknowledges that “people, ideas, and goods flow between urban and
rural settings, connecting people and places in diverse ways and across a
range of scales” (p. 268). We utilize this understanding of the “relational
rural” because it is nuanced and reflective of the lived experience of
many rural residents.

Given the distinct aspects of rurality that may impact health service
access and utilization, and the current dearth of literature related to
MAID in rural settings, we conducted a study to better understand rural
residents’ experience with MAiD. Though this study focuses on Southern
Alberta, we believe our findings may have implications for other juris-
dictions in which MAID is legal or under consideration. In what follows,
we outline our findings related to the specifics of place (e.g., geographic
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location and cultural context), the realities of the relational rural (e.g.,
dual relationships and limited privacy), and the ways in which rural
residents “work with what they’ve got” for MAID care (e.g., working
within the constraints of limited resources and geographic isolation).
Our study provides empirical data that confirms, extends, and chal-
lenges current thinking about MAID in rural settings. We argue that
MAID policy and service provision ought to be context-sensitive and
attentive to the particularities of rural settings.

2. Background: Contexts for MAiD
2.1. Canadian legal context

Prior to 2016, assisting a patient to die was considered a criminal
offence for a Canadian health professional. In 1993, this law was tested
in the landmark case of Rodriguez v. British Columbia. At that time, the
Supreme Court of Canada upheld the blanket prohibition on euthanasia.
Controversy ensued with certain advocacy groups arguing that this
ruling constituted discrimination against those with disabilities since
able-bodied individuals were physically able to end their lives whenever
they saw fit (Rodriguez v. British Columbia; Factum of the Intervenor,
The Coalition of Provincial Organizations of the Handicapped
(“COPOH”). Court File No. 23476). The prohibition against assisted
dying remained until recently when in Carter v. Canada 2015, the Su-
preme Court unanimously declared the prohibition unconstitutional.
Federal and provincial governments were provided an opportunity to
craft new legislation in light of the ruling. In June 2016, the Canadian
Parliament passed Bill C-14 amending the Criminal Code allowing legal
exemptions for MAiD.

The Bill laid out eligibility criteria for who could qualify for or
participate in this new service. New controversies related to these
criteria emerged following the passage of Bill C-14. The two most
contentious issues revolved around the following eligibility criteria: 1)
the requirement that a patient have a grievous and irremediable medical
condition that includes having a serious and incurable illness, disease, or
disability for which a natural death has become reasonably foreseeable
and 2) the requirement that a patient have the cognitive capacity to
provide final consent at the time of the procedure (Bill C-14, 2016).
Some MAID advocates argued that the first requirement was too strin-
gent, claiming that the condition that death be reasonably foreseeable
unjustly prevents those with slow degenerative diseases or mental
health issues from participating in MAiD (Shaw et al., 2018). Others
argued that requiring final consent at the time of the procedure created
an environment in which patients would request MAiD sooner than they
would otherwise desire, out of fear of losing capacity to consent later in
their disease progression (Clark, 2019; Karstens-Smith, 2019). The law
also came under scrutiny from opposing medical providers who took
issue with the fact that physicians who conscientiously object to MAiD
must still provide patients with an effective referral. This was viewed by
some as a threat to freedom of conscience and religion and would force
health care workers to act in opposition to their beliefs and values
(Jeffrey, 2018). Other analyses revealed that physicians who provide
MAID may also experience challenges including strained professional
relationships, inadequate financial compensation, and increased work-
load (Khoshnood et al., 2018).

In September 2019, in the Truchon v Canada (AG) decision, the
Superior Court of Québec, declared the “reasonable foreseeability of
natural death” eligibility criterion in Bill C-14, unconstitutional (Tru-
chon v Canada). The Government of Canada introduced Bill C-7 in
response to the ruling, again amending the Criminal Code in order to
permit MAID for individuals whose natural death was not reasonably
foreseeable. The expanded eligibility came with revised provisions and
safeguards. For those whose death was not reasonably foreseeable, a 90-
day reflection period would apply (ss. 1 [7]). The Bill also added a
waiver for final consent in particular circumstances (ss. 1 [7]). Bill C-7
has been controversial, with strong opposition from disability rights
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advocates (Council of Canadians with Disabilities, 2021a; 2021b; Nova
Scotia Advocate, 2021; Inclusion Canada, 2020). With ongoing discus-
sion of expanding eligibility to individuals whose sole medical condition
is a mental illness and to mature minors, MAiD policies and jurispru-
dence will continue to evolve.

2.2. International context

Beyond Canada, assisted dying has also been legalized in the coun-
tries of Colombia, Germany, Belgium, the Netherlands, Switzerland,
Luxembourg, the state of Victoria in Australia, and the states of Cali-
fornia, Montana, Oregon, Vermont, and Washington in the U.S (Gov-
ernment of Canada, 2017; Selby et al., 2020; Fujioka et al., 2018).
Legislative requirements, public discourses, processes, and practices
regarding assisted dying differ between jurisdictions. For instance,
Switzerland does not allow active euthanasia, which involves the
administration of an intervention; for example, injecting a patient with a
lethal substance to cause death. Rather, they permit ‘assisted suicide’ so
long as the person who wishes to die is the one to perform the fatal act
(and possesses decisional capacity) and that the assisting person is not
selfishly motivated (Gaignard and Hurst, 2019). Similarly, in the state of
Oregon, a physician can provide a lethal substance to a patient but is not
permitted to actively administer the substance and cause the death
themselves. This can be contrasted with countries such as Canada and
the Netherlands where a physician is legally permitted to bring about
the death at the patient’s request.

Variations in legislation and in public sentiment about assisted death
between jurisdictions are also place-based, reflecting different socio-
cultural and political dynamics, as well as distinct events in their legal
histories. For example, in Germany euthanasia is approached cautiously
and considered particularly sensitive as a result of the legacy of the Nazis
(Reuters Staff, 2021), who conducted the “coordinated killing of
mentally ill and physically or mentally disabled people ... Consequently,
in German-speaking countries the term ‘euthanasia’ is still negatively
charged and has been banned from the societal discourse and replaced
by the term ‘aktive Sterbehilfe’, which is close to the English term
‘assisted dying’” (Mehlum et al., 2020 p. 2). By contrast the Netherlands
has been historically liberal in their approach, having been the first
country to legalize euthanasia and physician-assisted-death in 2002.
This is consistent with their reputation for liberal policies more broadly,
including for instance, the decriminalization of drugs and the legaliza-
tion of sex work. Given the significance of place for MAiD, we wanted to
better understand the practice within the context of Southern Alberta
and thus designed the study described below.

2.3. Study setting

The Western province of Alberta has a single provincial health au-
thority (Alberta Health Services [AHS]) that is divided into five
geographic zones (Figs. 1 and 2).

This study took place in the South Zone, which includes the cities of
Lethbridge (population 104,254 [Government of Alberta, 2022]) and
Medicine Hat (population 65,949 [Government of Alberta, 2022]) and
19 smaller towns. AHS considers all of the South Zone to be rural. In
2020, the South Zone population was 311, 514, with 52, 332 adults over
the age of 65 and a median age of 37 years (AHS, 2020). Life expectancy
in this Zone is 79.7 years (AHS, 2020). In 2021, 33,075 South Zone
residents self-identified as visible minorities and 254,575 self-identified
as not visible minorities (Statistics Canada, 2021). The predominant
religious affiliation is Christian, with 163,970 residents identifying as
such (and 109,565 residents identifying as having no religion) (Statistics
Canada, 2021). The region’s primary industries are agriculture,
agri-food, and petrochemical production. This provides greater eco-
nomic stability than other regions of the province that are more reliant
on resource extraction, which can be more volatile.
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Fig. 1. Map of Canada. Source: Wikimedia commons.

3. Methods
3.1. Research questions

e What are the experiences of those involved with the MAiD program
in Southern Alberta?
e What issues or experiences are distinct to rural settings?

3.2. Study design

We used a qualitative exploratory design with semi-structured in-
terviews to better understand experiences of MAiD in Southern Alberta.
This type of design is often used when there is minimal information
about a topic and greater insight is needed (Nieswiadomy and Bailey,
2008). Since little empirical research has been previously undertaken
looking at MAID in rural Alberta, this design allowed our team to
develop a deeper understanding of related issues and experiences.

3.3. Data collection and analysis

Data collection took place between September 2021 and April 2022.
We used purposive sampling to recruit participants from several cate-
gories: physicians and nurse practitioners (NPs) who provide MAiD as-
sessments and/or provisions, clinical ethicists who do MAiD-related
consults, nurses who provide care for MAiD patients, family members of

people who have received MAID, and patients who have applied for
MAID. Aside from having direct personal or professional experience
with the MAiD program, other inclusion criteria included being over 18
years of age, being an English speaker, and (for health care workers)
having worked in the position for a minimum of six months. We
recruited participants through the use of key contacts in Alberta Health
Services, who shared information about our study with individuals who
met our inclusion criteria.

We conducted semi-structured interviews with 29 participants in
total (8 nurses, 8 physicians/NPs, 2 clinical ethicists, 8 family members,
and 3 patients) and conducted a demographic survey with participants
at the end of each interview. Relevant participant demographic data is
discussed in section 3.1 of the Findings below. This sample provides a
range of perspectives and experiences related to MAID in Southern
Alberta.

Given the ongoing risks associated with the COVID-19 pandemic and
the wide distribution of participants across the region, we conducted the
interviews via Zoom and over the telephone. We asked about partici-
pants’ experiences with the MAID program, related challenges, aspects
of the service that are working well, rural-specific considerations, im-
plications of the passage of Bill C-7, and ongoing ethical and practical
issues.

The interviews were digitally recorded and lasted between 35 and
75 min. We coded and critically analyzed the transcribed interviews
using Braun and Clarke’s (2006, 2022) approach to thematic analysis.
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Fig. 2. Map of Alberta Health Services Health Zones (South Zone is the
maroon-coloured, southernmost zone). Source: Alberta Health Services.
2020-21: Report to the Community.

This process involved each research team member familiarizing them-
selves with the data (actively reading and re-reading the interview data),
generating initial codes (identifying interesting features of the data and
looking for patterns), and identifying potential themes (considering how
codes may combine to form overarching themes). We then met as a team
to review, refine, and name the themes. The themes received further
naming and refinement in the writing of this manuscript. In other words,
we extracted the rural-specific findings from the larger data set (e.g.,
identify place-based findings vs. musings about the nature of mortality
or the ethics of assisted dying more broadly), and more precisely named
and described these themes (e.g., understanding elements such as dual
roles, the ‘secret society,” and the value of being known as all consti-
tutive of ‘the realities of the relational rural’).

3.4. Ethical issues

We received ethics approval for this research from our institutional
Research Ethics Office. All participants provided written or verbal
informed consent. Participant names and potentially identifying
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information were removed to the greatest extent possible to protect
anonymity. Given the relatively small size of AHS’ South Zone region
and the limited number of health care professionals participating in the
MAID program, we informed participants about the potential limits to
confidentiality.

4. Findings

The three main themes we identified include: placing MAID in
Southern Alberta, the realities of the relational rural, and the notion of
‘working with what you’ve got.’

4.1. Placing MAiD: The specifics of Southern Alberta

Our findings emphasize the significance of place in rural MAiID
provision. We learned that, in general, there is limited awareness and
understanding about MAID in Southern Alberta. “MAiD is not well
known and not talked about. It is very much taboo in the bible belt here”
(Family Member 3). Participants informed us that health care staff have
minimal MAiD-related training and continuing education opportunities,
many patients do not know that MAiD is available in their rural com-
munities, some members of the public do not know that the practice is
legal, and there are some misperceptions and disinformation about the
practice in circulation.

Most participants spoke about the ways in which the specifics of
Southern Alberta informed their assumptions, expectations, and expe-
riences related to MAiD. For instance, some participants referenced the
region’s socio-cultural reputation for being very Christian and
Conservative:

“I mean it’s easy for the South Zone to get a stereotype going, right?
Like, it’s we’re all fairly conservative, probably more faith-based or
religious than other parts of the province, those kinds of stereotypes
[are pervasive]” (Ethicist 2).

“I call [Southern Alberta] the ‘bible belt’ of Alberta. There’s a lot of
extremely religious groups down here ... I think that if people are
choosing to go the MAID route but they’re part of a community that
doesn’t support that, then that patient or that family have the po-
tential to be ostracized from their communities. So, it does make it
more of a challenge” (Nurse 2).

“Iwould say the hardest part has been dealing with fear from people,
and sort of the backlash of our somewhat conservative community”
(Physician 5).

These participants contextualized their experiences within this
setting, acknowledging that they anticipated community pushback or
opposition to the MAiID program because of the region’s culture and
reputation. For instance, one family member spoke about a family
friend’s opposition to MAiD on religious grounds:

“Well I don’t know if [friend] ever really changed their opinion on
[MAIiD]. I think they looked at it because of their Catholic upbringing
like it was suicide, instead of gently ending your life and thought that
it was a terrible legacy to leave your children and your grand-
children” (Family Member 8).

In some ways, the expectations and stereotypes about the region
were confirmed. For instance, some participants indicated that consci-
entious objection is high in the region. The high rate of conscientious
objection has implications for access to MAiD service provision (via the
number of participating health care professionals), access to information
about the program, and the stigma that surrounds it. Similarly, several
participants told us about experiencing unprofessional comments from
colleagues who were unsupportive of MAiD (Physician 1; Physician 6),
leaders within the health authority who have actively worked against
the program (Nurse 6; Nurse 9), and feeling like they needed to keep
their involvement with MAiID a secret (Nurse 2; Nurse 4).
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At the same time, we noted that demographic characteristics
regarding religion and political affiliation were not necessarily reflective
of an individual’s views about MAiID. For instance, in our sample of
people who have experience with MAID, 16 participants identified as
having no religious affiliation; 4 identified as Christian, 1 as Roman
Catholic, 1 as Anglican, 1 as Jewish, and 6 as spiritual. Fourteen par-
ticipants identified as having no federal political party affiliation, 6
identified as Liberal, 6 as Conservative, 2 as New Democrats, and 1
preferred not to disclose their political affiliation. The demographic data
suggest that support for MAID is not neatly divided along political or
religious lines and remind us to avoid making sweeping assumptions.

Similarly, some participants’ experiences challenged the stereotypes
about the region. For instance, we were told that the backlash that some
participants had anticipated never came to fruition and that community
members often “agreed to disagree” rather than adopt a polarized stance
on the issue (Nurse 4). Several of these participants attributed this to an
ethos of rural independence in which autonomy and free choice may
trump differences of opinion about MAiD:

“there’s lots of religious groups here who are not supportive what-
soever right and they can be very vocal about it. But I think other
people are going — and even members of those religions are like “No.
Like, this is my choice. This is something I want” (Nurse 4).

“I was raised in a very conservative religious background ... it’s my
personal belief that it’s not my place to agree or disagree, like or
dislike, influence, tell you yes or no, that you should or shouldn’t do
this. It’s my place to respect your decision, your freedom of choice.
So, that’s why I don’t have an issue with my upbringing being part of
the MAID program; because this isn’t about me and my beliefs. This
is about allowing a person to choose their destiny, their lifestyle.
Because, again, I don’t have to like it, I don’t have to agree with it,
but I dang well need to respect your personal decisions” (Nurse 1).

Some participants suggested that their rural roots and personal his-
tories with local ranching actually informed their decisions to become
involved with the MAiD program. They indicated that the program re-
flected similar values about alleviating suffering for living beings at the
end of their lives:

“Something I hear from patients all the time, and it’s how I feel too, I
grew up on a farm. I grew up on a ranch. Patients say, ‘We wouldn’t
treat our animals this way. Like, we’ve been putting down animals,
in humane ways, that we care about, for I don’t know how long,
right?” And, you know, that was something I grew up on the farm
seeing. I will never forget, I accidentally ran over a cat one time on
the farm, and I was devastated. My dad came out with the gun and
was like, ‘this is sad and it’s scary and I know you’re young, but this
animal is not allowed to suffer.” So, that was just something we were
kind of used to. We were taught that that’s a way to be humane, and
to try not to let things suffer” (Physician 7).

“My father always said we were more humane to our animals than
we are to each other. So, that’s why it was such a beauty that he got
to do what he wanted to do [receive MAiD]” (Family Member 1).

We also heard that a number of patients wanted to die on their land,
with their animals present or involved in their end-of-life plans and
connected to the rural landscape.

“One farmer had [MAiD] out on his field. Like, he had it all set up on
a little hill, you know, where he could see his land and all of that, and
that’s where he wanted to pass” (Ethicist 2).

“Idon’t want to be on machines. I don’t want to be in a respite home.
I don’t want to be in a nursing home. Those are all bad things. And
it’s different in rural than urban settings. I've lived on the end of a
dirt road for most of my life ... when I pass away there’s going to be
no gravesite, we’'re going to take my horse and he is going to haul my
fat ass and the ashes from one of my favourite dogs and we’re going
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to go west of town and they’re going to spread them in the wind”
(Patient 1).

This description is consistent with the literature on a “good rural
death” and the importance of dying at home (Wilson et al., 2009). Once
again, this emphasizes the significance of place for rural MAiD provi-
sion. The social demographics, community reputation, ethos of inde-
pendence, ranching roots, and connection to the land were particularly
significant for our participants’ experiences. To some degree, these
factors influence people’s awareness of the program, their willingness to
be involved with it, their ethical stance on the subject, and their expe-
rience with the health care system.

4.2. The realities of the relational rural

In the rural context, personal and professional lives often intersect.
This is commonly referred to in rural health scholarship as “dual roles”
or “dual relationships” (Simpson and McDonald, 2017; Brassolotto et al.,
2021). Rural health care professionals are highly visible in their com-
munities and there is less privacy and anonymity for them, their pa-
tients, and their patients’ family members. These are realities of the
relational rural - residents exist in an interconnected web of relation-
ships (Simpson and McDonald, 2017). In our findings, personal con-
nections and dual relationships between health care providers and
patients were not just described as an inevitable part of rural healthcare,
but also as an important asset for MAiD provision. Our participants
noted benefits of knowing the patient or health care provider during
such an intimate process. For some physicians, having a longstanding
history with the patient and knowing their story helped them when
assessing if someone was a suitable candidate for MAiD and when
providing the service to the patient. Several physicians described MAiD
provision as part of the “cradle to the grave care” that they offer rural
residents and explained the significance of this relationship.

“Iam from a town of a thousand people, and it’s only two hours from
here. So, I know a lot of people around here ... if you work rural
medicine, you deal with dual role relationships. If you don’t know
how to deal with that, you’ve got a problem. So, that has not escaped
me in MAID. I have provided for at least a small handful of people I
know. I have assessed people that I know. I am always cautious to say
that there’s other assessors we will find, and I mean, I would never
show up as a provider without being involved in that situation, but
it’s interesting. The patients want it ... I mean, that’s one of the joys
about real cradle-to-grave care ... And it’s not easy, I think, for some
physicians, but it’s never easy when our patients go, you know? And I
know I have seen family physicians who aren’t part of the MAiD
program per se, but will step up for their patients, and that, I think, is
one of the, maybe, strengths of the rural experience” (Physician 7).

“It’s an honour to be there when life begins and an honour to be there
when life ends. And I think the fact, as family doctors, that we get to
be part of that true cradle to grave medicine, quite literally in this
circumstance. It’s funny because there are still family doctors that
think that like, ‘oh, well maybe my patient wants a specialist to do
this or whatnot’. But when you actually ask patients, they have that
trusting long-term relationship with their family doctor. The ma-
jority of them would, would rather have their family doctor then a
specialist for almost, for most things,” (Physician 3).

In interviews with patients and family members, we heard a
perception that in larger cities, it is more likely that you will be treated
as a number in the health care system; that they may have more services
and better technology but not the same type of personalized care. These
participants indicated that there is value in being known:

“For me it’s kind of special that [family physician will be the MAiD
provider] ... they know the community, they know who I am and
who [wife] is. You know, it’s kind of like - if you’ve been to a funeral
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where the funeral director does the talk and, you know, they never
met the person and then starts saying things and misspells names or
mispronounces names and all that kind of stuff ... It’s a very different
experience” (Patient 1).

“The doctor was amazing. I mean they made house calls for a week.
Every night they came to the house to see my mum, to sit with me.
You're not going to get that in the city. So I'll take rural” (Family
Member 1).

Another aspect of the relational rural is the issue of privacy concerns
regarding MAiID. There is more visibility and less anonymity in rural
settings and that presents distinct considerations. For instance, we heard
that stigma was a great concern for health care professionals, patients,
and their family members. This was something that kept several physi-
cians and nurses from feeling as though they could be open about their
participation in the MAIiD program. Some physicians were worried
about potential harassment that they or their families might receive. For
a few physicians, these fears were compounded because of their gender
or sexual orientation, and they expressed not feeling safe being known as
a MAID provider in a Conservative religious community. Others
expressed concern that if it were known that they provided MAID,
community members may lose trust in them, they may become ostra-
cized by colleagues, and it may do irreparable damage to their profes-
sional reputations and personal lives. Family members also made efforts
to protect health care providers from backlash:

“I think there’s only three doctors involved, and I know it’s a risk to
their practice ... They’re willing to take that risk which I really
admire and because it’s divisive in some ways. And we were careful
who we let know and they don’t know who [the provider] was that
assisted us, and we tried to keep it that way for their benefit” (Family
Member 8).

Several nurses claimed that being casually involved with the MAiD
program felt like being a member of a secret society:

“I think in Southern Alberta you have to be very aware that MAiD
isn’t something that a lot of the physicians down here are on board
with. So, I was very careful about that. In fact, it was something I
never felt like I could divulge at work in my workplace. I told very
few people. It was almost like it’s a secret society if you will, because
our doctors, our few doctors that are extremely firmly based in their
religion and they felt it was really wrong to participate in MAiD and
provide that service. So, I didn’t ever want them to know that I was
providing that service or a part of that program. I feel like it would
have changed how they looked at me or felt about me, and maybe
potentially how we were able to interact at work” (Nurse 2).

“I'mean I'm open about it but definitely it’s not something I advertise
... you kind of want to be a little bit careful; and it’s not because I'm
embarrassed. It’s just I don’t want people to think of me differently
or treat me differently or judge or question the care that I give my
patients because I do MAID. Like just because I do MAiID doesn’t
mean I don’t want someone to have palliative care or I don’t want
them to have active chemo care, right? It’s what the patient wants”
(Nurse 4).

Similarly, some family members expressed that they were reluctant
to tell members of their family, community, or faith group that their
relative had received MAiD. This introduced challenging situations such
as bringing the MAiD provision team into a health care setting without
other patients or staff knowing about it, decisions about whether the
MAID team would be mentioned in an obituary, and not being able to
acknowledge how these family members knew particular health care
providers when encountering them in the community. The fear of stigma
also kept some family members from participating in grief support
groups. They did not want to reveal their loved one’s secret and/or felt
that their grief would not be understood or supported in the same way as
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someone who was grieving a non-MAiD death.

These concerns bumped up against other participants’ desire to see
MAID become more normalized and destigmatized in rural
communities.

“So the fact that there are people in leadership positions who are
open about not supporting MAiD means that for those who do [MAiD
work], they do feel that sense of it needing to be secret ... MAiD is not
a secret. It’s meant to be a totally open, transparent process. But the
more we treat it as a secret, the more we act like we’re doing
something wrong, people think we’re doing something wrong”
(Nurse 6).

This quotation reflects a tension that exists for those working in rural
settings. They must simultaneously ensure a) privacy and confidentiality
around MAID as well as b) transparency about the process. This trans-
parency addresses both legal and ethical obligations. Balancing this
tension can be challenging in small, tight-knit rural communities.

In sum, our participants spoke to several realities of the relational
rural: the value of being known and not seen as a number, the benefits of
dual roles and longstanding relationships for end-of-life care, and the
challenges associated with having limited privacy in a small community.

4.3. Working with what you've got

Our findings confirmed some of the perennial issues experienced in
rural health service provision and our participants discussed the distinct
ways in which these issues impacted MAID. Specifically, these issues
included travel-related challenges, limited resources, and a shortage of
health care workers. The issues required those involved with the MAiD
program to “work with what you’ve got” (Physician 1). In this context,
that meant working within the existing infrastructure of the health care
system and the regional geography to still provide the best possible
patient care. Our data reveal that many of the health care professionals
involved in this study went above and beyond what was required of
them to work around the challenges posed by rurality and leverage
available resources.

Southern Alberta’s population is widely distributed across the re-
gion, which can require care providers to drive long distances for a
MAID provision. Supporting the patient so that they can die in the place
of their choosing (or at least, their current residence) is a part of person-
centred care; however, the travel required to get to the patient is not
necessarily easy or efficient.

Some participants noted that pharmacists typically receive less
attention in MAiD provision discourse (Ethicist 2; Physician 1; Physician
3; Nurse 5) but their willingness to participate in the program can affect
travel in rural areas. When rural pharmacists decline to participate, this
makes the travel, logistical planning, and communication more complex
for participating physicians, who sometimes must drive from their home
town to a different town to procure the drugs, then to a third town for
the provision, back to the second town to return the empty medications,
and then return home.

We were told that although long drives are common and expected in
rural areas, they can be taxing, expensive, and, in poor weather condi-
tions, perilous. Several participants mentioned that the COVID-19
pandemic somewhat normalized the use of telehealth and video call-
ing for the MAID program in rural areas (Ethicist 1; Physician 1; Nurse
4). As a result, health providers relied on virtual communication to
connect with specialists in other areas and efficiently facilitate the MAiD
process for patients. However, they also noted some limitations of its use
in the MAID assessment process — and, of course, the necessity to be in
person for the provision itself. That said, the increased use of video
calling offered opportunity for greater communication between asses-
sors and specialists who are spread out across a wide geographic region.
In other words, it permits those involved with the program to provide
effective care within the existing systemic and geographic constraints.

Similarly, patients living in Southern Alberta may be at a greater
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distance from palliative care options, chronic pain support, specialist
services, and other health and social services than those living in larger
urban centres. Several of our participants spoke to this issue:

“And also, you know, disability, like accessing the resources for
chronic pain in Southern Alberta is really limited compared to say in
Calgary. So there’s also this urban/rural divide again” (Physician 2).

“So the Canadian Health Act has a lovely clause that says that all
Canadians have equal access to health care, etc. It sounds great, but
it’s not even close to reality. It’s just not true. If you live in [rural
town] Alberta you can’t possibly tell me that you have equal access
to those who live across the street from the Foothills Medical Centre
in Calgary. ... But, yeah, access to palliative care — so my under-
standing is because of this latest challenge and the coming legisla-
tion, there is supposed to be a federal review on palliative care
resources, especially for access issues. ... I think generally speaking,
we don’t want people to say ‘yes’ to MAiD because they don’t think
there are any other options. If you want to choose MAID and it’s
clear, then okay. But I think most people would be really bothered by
the idea that you said ‘yes’ to MAiD because you didn’t have access to
good end-of-life care. So, I think that underlies some of that concern.
... And then rural areas, the more remote areas it’s true. Like, you
don’t have the same access, right?” (Ethicist 2).

One of the ways that some participants worked within and around
limited access to health care services was to engage in interdisciplinary
and intersectoral collaborations (e.g., with a local social worker or the
centralized AHS MAiD Navigator) so that patients could be adequately
informed of the full range of options that are available to them in their
region. This was not the experience of all participants, nor does it
address the lack of access to services that rural residents are promised
under the Canada Health Act, but it was one way in which care providers
worked with what was available to them.

Health care worker shortages are not unique to rural Alberta. The
province has been experiencing a shortage of physicians and nurses even
prior to the COVID-19 pandemic. The pandemic itself has put additional
strain on the system and the number of family physicians accepting new
patients has dropped by about half (Lee, 2022). A few of our participants
mentioned that it can be challenging to recruit nurses to work in rural
areas, citing the fact that newer nurses tend to be younger, more tran-
sient, and see limited professional development opportunities for
themselves in rural areas (Physician 3).

Of the available physicians and nurses in rural communities, there
are even fewer who participate in the MAiD program. We were told that
there is a high rate of conscientious objection to MAiD in the region. This
means an even smaller pool of participating nurses and physicians. One
physician mentioned that they became involved in the program specif-
ically to help address this shortage:

“[I got involved because] I wanted the need to be filled, and espe-
cially in Southern Alberta where we have such a high number of
conscientiously objecting practitioners” (Physician 1).

This limited number of participating practitioners can have impli-
cations for patients in terms of the availability of MAiD information,
assessment, and provision. This small pool of participating health care
practitioners can also pose challenges for scheduling. Several partici-
pants mentioned that MAiD provisions can come with short notice and
require participating nurses and physicians to go above and beyond their
typical duties. A patient who has been approved may wait months before
setting a date and then do so quite quickly if their condition deteriorates.
This process requires participating health care workers to be flexible
with their schedules to accommodate the patient’s specific requests. This
flexibility can be difficult since most nurses and physicians who are
involved with MAID are doing it casually as only part of their job or off
the side of their desk. We were told that it can be difficult for them to
adjust their work schedules to accommodate MAiD care or for them to
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find childcare on short notice to attend a provision.

Notably, none of our participants suggested that legally requiring
conscientious objectors to participate in MAiD would be an ethical or
effective solution to the staffing shortages they experience. In fact,
several participants explicitly said otherwise. They said that this work
should be something that one does because they believe in it, and they
value respecting people’s moral convictions. MAiD was described by
many participants as a beautiful and profoundly human experience that
should not be forced or overly clinical. Our participants noted that we
see high quality care when passionate people provide the service (i.e.
people who are skilled in the right areas and bring a person-centred
approach to the process). One family member told us about how
important it was that the staff who attended their father’s provision
were attentive to what the moment deserved:

“And the two people who actually gave the injections, they were - I
was so, so touched. Like, they came after work and they could have
been wearing scrubs. One was a nurse; maybe both were. But they
were wearing formal clothes as if they were at a funeral. You know?..
They were so — you know, they were dignified. They were dressed
smartly ... they gave the moment the gravity and formality that it
deserved. It wasn’t treated like a procedure at the dentist’s office ...
So, the people who handle MAiD here in Southern Alberta I think are
extremely well trained and well chosen” (Family member 3).

Despite this praise for the training of those involved with the MAiD
program, much of this training is done informally between colleagues
without broader support from AHS. We were told that there is limited
MAID training offered to health care providers in general, but especially
in rural areas. This can lead to people being unaware that the service is
offered in their region and/or the spread of misinformation about the
practice. One physician told us that they help to train colleagues in
MAID provision but explained that this training process is shorter than
what one would receive in an urban setting. Reflecting the notion of
“working with what you’ve got”, they said:

“Iwill usually use the true rural teaching ideology of ‘see one, do one,
teach one’ kind of thing. I’ll do the first [MAiD provision] with them.
But then my expectation is that for further cases, they will work with
the patient ... So the idea is that you get one crack at doing this in a
supervised way, and then you do it independently, and then you start
showing others” (Physician 3).

Despite the challenges associated with travel, staffing shortages, and
limited resources in rural areas, our participants worked with the re-
sources available to them and, generally, there was extensive praise for
the individuals involved with the MAiD program and the high quality of
care they provided to patients and their families. This does not mean
that all participants’ experiences were always positive, or that there was
no acknowledgement of systemic problems with both MAIiD and the
health care system more broadly. Rather, our data reveal the extent to
which the care providers involved in MAiD in Southern Alberta went to
great lengths to ensure positive patient and family experiences despite
the imperfect systems within which they work.

4.4. Strengths and limitations

A potential strength of this study is the diversity of participant ex-
periences reflected in our sample (i.e., health care providers, ethicists,
family members, patients). Many studies look at physicians or nurses
independently and it was useful for us to put those individuals’ stories in
conversation with stories from people who experience MAiD from other
vantage points. A limitation is that some participant groups had limited
representation (i.e., two ethicists and three patients). That said, there
are only so many people involved with MAID in a rural region to begin
with and, as such, our pool of potential participants was limited from the
start. Another limitation of this study is that all of our participants were
supporters of MAiD. Although we did receive some critical feedback
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about the program from some participants, we did not capture the
perspectives or experiences of those who oppose the practice, which
would also provide valuable insight. Another limitation is that none of
our participants self-identified as Indigenous, nor did they discuss
Indigenous-specific issues related to their experiences of MAID in
Southern Alberta. As a result, our study does not reflect rural Indigenous
experiences (or offer related insights). This is an area deserving of
further inquiry and attention.

Because we collected our data during the Omicron wave of the
COVID-19 pandemic, we conducted interviews via Zoom and the tele-
phone. Telephone and virtual interviews offer some strengths and lim-
itations for qualitative research. They were limiting in that we had less
time to establish rapport and telephone interviews did not allow us to
view and respond to non-verbal cues and communication. On the other
hand, Zoom and telephone interviews were accessible for participants,
did not require any travel, allowed them to discuss this topic from the
comfort and privacy of home, and it reduced their risk of exposure to
COVID-19. We also did not have any issue with internet connectivity.
Given the popularity of Zoom communication during this time, partic-
ipants seemed quite comfortable and familiar with the format and we
feel we were able to establish rapport and engage in rich conversations.

5. Discussion & conclusion

Our study provides empirical data looking at concepts from the
extant literature on rural MAiD about which scholars had expressed
concern and offers nuance regarding how these concerns do and do not
bear out in practice. Our findings confirmed, challenged, and extended
some of the thinking about rural MAiD, and rural health care delivery
more broadly.

For instance, to some extent, the concerns about limited health and
social service provision in rural areas (Pesut and Thorne, 2019) bore out
in our empirical findings. Our participants confirmed that there is less
access to palliative care, specialist services, chronic pain support, and
social services. These experiences take place in a context of several de-
cades of economic restructuring and of urban-oriented efficiency models
that have contributed to the closure of many health and social services in
rural Canada (Halseth and Ryser, 2006). This has had considerable
impact on the social determinants of rural residents’ health and also
means that rural care providers are expected to do more with less.
Indeed, the healthcare professionals involved with the MAiD program in
Southern Alberta worked with the resources available to them to pro-
vide high quality care for patients and families despite the systemic
challenges they faced. This state of rural health care is not distinct to
MAID or to Alberta; it is an ongoing issue in rural health service delivery
in other Western nations such as Australia and the United States as well
(Bourke et al., 2012; Douthit et al., 2015; Ricketts, 2000; Smith et al.,
2008).

There were also concerns about MAiD potentially being seen as the
only source of respite from suffering for isolated rural residents who
cannot access these services (Collins and Leier, 2017). This concern was
not evident in our data, but there is an important point to note; our data
was collected leading up to and just following the passing of Bill C-7. As
a result, our participants’ experiences almost exclusively dealt with
Track 1 cases (in which the patient had a reasonably foreseeable death).
Track 2 cases (in which there is no reasonably foreseeable death) are
more likely to reflect this concern - particularly as the legislation
evolves to include those whose sole underlying medical condition is
mental illness. Given Bill C-7’s expanded eligibility criteria and the more
limited access to health and social services in rural regions, issues
related to the social determinants of rural health should remain under
scrutiny going forward. Governments and health authorities have a re-
sponsibility to ensure that rural communities are not negatively
impacted by the changes to MAID legislation and that they are suffi-
ciently resourced to prevent MAiD from becoming perceived as the only
source of respite for rural residents who are suffering.
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The extant literature also included considerations about the potential
stigma associated with MAID in rural communities (Mah, 2016). This
concern was expressed by participants of each group in our study (i.e.,
patients, family members, and health care professionals) and was
certainly an element of their experience. Our findings extend our un-
derstanding of this stigma in two ways. First, we learned that the
widespread fear of stigma contributed to the creation of a “secret soci-
ety,” whereby health care workers felt the need to keep their partici-
pation in MAID private. Our related findings showcase the tension
between confidentiality and transparency and reveal how secrecy can
enable stigma and vice versa. This tension can create both practical and
ethical challenges that deserve further exploration. Second, we learned
that concerns about stigma can create other logistical challenges such as
whether MAID is mentioned on a death certificate or in an obituary, or
whether family members feel comfortable accessing traditional grief
supports. These findings add richness to our understanding of the stigma
around MAID in rural communities; not just that it exists, but how it can
manifest.

Our findings both confirmed and challenged traditional thinking
about dual roles. Dual roles are often framed in rural health scholarship
as a potential ethical challenge to be navigated (Manduca-Barone et al.,
2022). Simpson and McDonald (2017) point out that in rural settings,
professional and social relationships may have an intensity and visibility
unlike those in urban centres and require distinct ethical conversations.
Decisions to participate in or abstain from MAID are informed by re-
lationships in the community and have implications for those relation-
ships and others (Pesut et al., 2018). Our findings suggest that in the
context of rural MAiD provision, dual roles do indeed require careful
navigation, but they can also be a tremendous asset that leverages the
relational context and supports person-centred care.

As noted earlier, our findings also challenge the assumption that
support for or opposition to MAID fall neatly along partisan or religious
lines. Distinct to the Southern Alberta context, we saw that the value of
rural independence and autonomy informed many participants’
thinking on the topic. These findings reinforce the notion that rural
health is more than just the practice of health in another location
(Wakerman and Humphreys, 2002).

Overall, our findings suggest that the particulars of the rural setting
are significant for experiences with MAiD and that relational dynamics
in the rural locale complicate decisions about involvement with the
MAID program. As Bourke et al. (2012) suggest, “rural health is un-
derstood as spatial and social relations among local residents as well as
the actions of local health professionals/consumers that are both
enabled and constrained by broader health systems and social struc-
tures” (p. 496). Our study reveals the interplay between federal policy,
provincial service delivery, and regional lived experience. Although
there are distinct rural considerations and experiences, MAID in
Southern Alberta is not separate from what is happening at the broader,
structural level. Consistent with Herron and Skinner’s (2018) view of
rurality as relational, decisions about MAiD (and about health care more
generally) are not only made in rural areas, but through “a complex
process of relations in specific rural places and in more urbanized, social,
cultural, political, economic and health arenas” (Bourke et al., 2012,
p-498). As noted earlier, current Canadian MAiD policy and jurispru-
dence have an urban bias (Manduca-Barone et al., 2022). Going forward,
both MAID policy and service provision ought to be more
context-sensitive and attentive to rural considerations. However,
because rural health is interrelated with broader social, economic, and
political structures, MAiD service delivery cannot be entirely localized
either. There is a need to leverage the benefits of rurality (e.g., being
known [via longstanding relationships, dual roles, and the intimacy of
small community] and the rural landscape as a setting for a good MAiD
death) while also buffering against the challenges that come with rural
health care delivery (e.g., geographic isolation, limited resources, and
considerable travel). In sum, rurality has distinct implications for MAiD
that are worthy of greater attention in policy and public discourse.
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Funding and resource allocation decisions need to address the perennial
rural health care issues, as well as new issues that emerge with the
introduction of services such as MAiD.

Acknowledgement and Funding Information

This work was supported by the Social Science and Humanities
Research Council of Canada (SSHRC) [430-2020-00736] and Alberta
Innovates [Dr. Brassolotto’s New Investigator Award, 2016-2023].

References

Alberta Health Services, 2020. AHS map and zone overview. https://www.albertahealth
services.ca/assets/about/publications/ahs-ar-2021/zones.html#: ~:text=AHS%
20Map%20and%20Zone%200verview,%2C%20Central%2C%20Calgary%20and%
20South.

Bourke, L., Humphreys, J.S., Wakerman, J., Taylor, J., 2012. Understanding rural and
remote health: a framework for analysis in Australia. Health Place 18 (3), 496-503.

Brassolotto, J., Haney, C.A., Caspar, S., Spenceley, S., 2021. Examining dual roles in
long-term-care homes in rural Alberta: a qualitative study. Rural Remote Health 21
1.

Braun, V., Clarke, V., 2006. Using thematic analysis in psychology. Qual. Res. Psychol. 3
(2), 77-101. https://doi.org/10.1191/1478088706qp0630a.

Braun, V., Clarke, V., 2022. Thematic Analysis: A Practical Guide. Sage Publications.

Carpenter, T., Vivas, L., 2020. Ethical arguments against coercing provider participation
in MAID (medical assistance in dying) in Ontario, Canada. BMC Med. Ethics 21 (1),
46.

Chalmers, A.L, Joseph, A.E., 2006. Rural change and the production of otherness: the
elderly in New Zealand. Handb. Rural Stud.s 388-400.

Collins, A., Leier, B., 2017. Can medical assistance in dying harm rural and remote
palliative care in Canada? Can. Fam. Physician 63 (3), 186-190.

Douthit, N., Kiv, S., Dwolatzky, T., Biswas, S., 2015. Exposing some important barriers to
health care access in the rural USA. Publ. Health 129 (6), 611-620.

Downie, J., 2022. From Prohibition to Permission: the Winding Road of Medical
Assistance in Dying in Canada. InHec Forum. Springer Netherlands, Dordrecht,
pp. 1-34.

Fujioka, J.K., Mirza, R.M., McDonald, P.L., Klinger, C.A., 2018. Implementation of
medical assistance in dying: a scoping review of health care providers’ perspectives.
J. Pain Symptom Manag. 55 (6), 1564-1576.

Gaignard, M.E., Hurst, S., 2019. A qualitative study on existential suffering and assisted
suicide in Switzerland. BMC Med. Ethics 20, 1-8.

Government of Canada, 2017. Legislative Background: Medical Assistance in Dying (Bill
C- 14, as Assented to on June 17, 2016). Department of Justice. https://www.justice.
gc.ca/eng/rp-pr/other-autre/adra-amsr/p3.html.

Government of Alberta, 2022. Regional dashboard: Lethbridge population. https://re
gionaldashboard.alberta.ca/region/lethbridge/population/#/?from=2018
&to=2022.

Halseth, G., Ryser, L., 2006. Trends in service delivery: examples from rural and small
town Canada, 1998 to 2005. J. Rural. Community Dev. 1 (2).

Heilman, M.K.D., Trothen, T.J., 2020. Conscientious objection and moral distress: a
relational ethics case study of MAID in Canada. J. Med. Ethics 46 (2), 123-127.

Herron, R., Skinner, M., 2018. Rural Spaces and Places of Health and Health Care:
Handbook of Health Geography.

Health and Place 83 (2023) 103073

Konder, R.M., Christie, T., 2019. Medical assistance in dying (MAiD) in Canada: a critical
analysis of the exclusion of vulnerable populations. Healthc. Policy 15 (2), 28.

Kulig, J.C., Williams, A., 2012. Health in Rural Canada. UBC Press, Vancouver, BC.

Lee, J., 2022. Concerns Grow as More and More Albertans Can’t Find a Family Doctor.
CBC News. https://www.cbc.ca/news/canada/calgary/fewer-family-doctors-accept
ing-new-patients-1.6432767.

Mabh, B., 2016. Rural Alberta faces more end-of-life care challenges: conference. Edmont.
J. https://edmontonjournal.com/news/local-news/rural-alberta-faces-more-end-o
f-life-care-challenges-conference.

Manduca-Barone, A., Brassolotto, J., Waring, D., 2022. Medical assistance in dying in
rural communities: A review of Canadian policies and guidelines. J. Rural Stud. 95,
223-231.

Mehlum, L., Schmahl, C., Berens, A., Doering, S., Hutsebaut, J., Kaera, A., Kramer, U.,
Moran, P.A., Renneberg, B., Ribaudi, J.S., Simonsen, S., 2020. Euthanasia and
assisted suicide in patients with personality disorders: a review of current practice
and challenges. Borderline personality disorder and emotion dysregulation 7 (1),
1-7.

Nieswiadomy, R.M., Bailey, C., 2018. Foundations of Nursing Research, p. 1073.

Patton, M., Dobson, K., 2021. Proposal for the extension of rights to medical assistance in
dying (MAiD) to mature minors in Canada. Can. Psychol. Psychologie canadienne 62
(3), 318.

Pesut, B., Thorne, S., 2019. Why people choose medically assisted death revealed
through conversations with nurses. The Conversation. https://theconversation.com/
why-people-choose-medically-assisted-death-revealed-through-conversations-with-
nurses-122000?utm_source=dlvr.it&utm_medium=twitter.

Pesut, B., Thorne, S., Schiller, C.J., Greig, M., Roussel, J., 2020. The rocks and hard
places of MAID: a qualitative study of nursing practice in the context of legislated
assisted death. BMC Nurs. 19 (1), 1-14.

Reuters Staff, 2021. German lawmakers propose new law on assisted suicide. https://
www.reuters.com/article/us-germany-politics-euthanasia-idUSKBN29Y1KS.

Ricketts, T.C., 2000. The changing nature of rural health care. Annu. Rev. Publ. Health
21 (1), 639-657.

Schiller, C.J., 2017. Medical assistance in dying in Canada: focus on rural communities.
J. Nurse Pract. 13 (9), 628-634. https://doi.org/10.1177/1049909119859844.

Selby, D., Bean, S., Isenberg-Grzeda, E., Bioethics, B.H.D., Nolen, A., 2020. Medical
assistance in dying (MAiD): a descriptive study from a Canadian tertiary care
hospital. Am. J. Hospice Palliat. Med. 37 (1), 58-64.

Silvius, J.L., Memon, A., Arain, M., 2019. Medical assistance in dying: Alberta approach
and policy analysis. Can. J. Aging 38 (3), 397-406. https://doi.org/10.1017/
S0714980819000175.

Simpson, C., McDonald, F., 2017. Rethinking Rural Health Ethics. Springer International
Publishing.

Skinner, M.W., Joseph, A.E., Hanlon, N., Halseth, G., Ryser, L., 2014. Growing old in
resource communities: exploring the links among voluntarism, aging, and
community development. The Canadian Geographer/Le Géographe canadien 58 (4),
418-428.

Smith, K.B., Humphreys, J.S., Wilson, M.G., 2008. Addressing the health disadvantage of
rural populations: how does epidemiological evidence inform rural health policies
and research? Aust. J. Rural Health 16 (2), 56-66. https://doi.org/10.1111/j.1440-
1584.2008.00953.x.

Statistics Canada, 2021. Census of population. Census profile table. https://www12.stat
can.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E&Search
Text=Lethbridge&DGUIDIist=2021505004810&GENDERIist=1,2,3&STATISTIClist
=1,4&HEADERIist=0.

Wakerman, J., Humphreys, J.S., 2011. Sustainable primary health care services in rural
and remote areas: innovation and evidence. Aust. J. Rural Health 19 (3), 118-124.


https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2021/zones.html#:~:text=AHS%20Map%20and%20Zone%20Overview,%2C%20Central%2C%20Calgary%20and%20South
https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2021/zones.html#:~:text=AHS%20Map%20and%20Zone%20Overview,%2C%20Central%2C%20Calgary%20and%20South
https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2021/zones.html#:~:text=AHS%20Map%20and%20Zone%20Overview,%2C%20Central%2C%20Calgary%20and%20South
https://www.albertahealthservices.ca/assets/about/publications/ahs-ar-2021/zones.html#:~:text=AHS%20Map%20and%20Zone%20Overview,%2C%20Central%2C%20Calgary%20and%20South
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref4
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref4
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref2
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref2
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref2
https://doi.org/10.1191/1478088706qp063oa
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref6
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref7
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref7
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref7
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref8
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref8
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref9
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref9
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref10
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref10
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref11
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref11
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref11
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref12
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref12
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref12
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref13
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref13
https://www.justice.gc.ca/eng/rp-pr/other-autre/adra-amsr/p3.html
https://www.justice.gc.ca/eng/rp-pr/other-autre/adra-amsr/p3.html
https://regionaldashboard.alberta.ca/region/lethbridge/population/#/?from=2018&amp;to=2022
https://regionaldashboard.alberta.ca/region/lethbridge/population/#/?from=2018&amp;to=2022
https://regionaldashboard.alberta.ca/region/lethbridge/population/#/?from=2018&amp;to=2022
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref16
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref16
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref17
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref17
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref18
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref18
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref19
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref19
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref20
https://www.cbc.ca/news/canada/calgary/fewer-family-doctors-accepting-new-patients-1.6432767
https://www.cbc.ca/news/canada/calgary/fewer-family-doctors-accepting-new-patients-1.6432767
https://edmontonjournal.com/news/local-news/rural-alberta-faces-more-end-of-life-care-challenges-conference
https://edmontonjournal.com/news/local-news/rural-alberta-faces-more-end-of-life-care-challenges-conference
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref3
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref3
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref3
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref23
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref23
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref23
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref23
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref23
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref24
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref25
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref25
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref25
https://theconversation.com/why-people-choose-medically-assisted-death-revealed-through-conversations-with-nurses-122000?utm_source=dlvr.it&amp;utm_medium=twitter
https://theconversation.com/why-people-choose-medically-assisted-death-revealed-through-conversations-with-nurses-122000?utm_source=dlvr.it&amp;utm_medium=twitter
https://theconversation.com/why-people-choose-medically-assisted-death-revealed-through-conversations-with-nurses-122000?utm_source=dlvr.it&amp;utm_medium=twitter
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref27
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref27
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref27
https://www.reuters.com/article/us-germany-politics-euthanasia-idUSKBN29Y1KS
https://www.reuters.com/article/us-germany-politics-euthanasia-idUSKBN29Y1KS
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref29
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref29
https://doi.org/10.1177/1049909119859844
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref31
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref31
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref31
https://doi.org/10.1017/S0714980819000175
https://doi.org/10.1017/S0714980819000175
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref33
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref33
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref34
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref34
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref34
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref34
https://doi.org/10.1111/j.1440-1584.2008.00953.x
https://doi.org/10.1111/j.1440-1584.2008.00953.x
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E&amp;SearchText=Lethbridge&amp;DGUIDlist=2021S05004810&amp;GENDERlist=1,2,3&amp;STATISTIClist=1,4&amp;HEADERlist=0
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E&amp;SearchText=Lethbridge&amp;DGUIDlist=2021S05004810&amp;GENDERlist=1,2,3&amp;STATISTIClist=1,4&amp;HEADERlist=0
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E&amp;SearchText=Lethbridge&amp;DGUIDlist=2021S05004810&amp;GENDERlist=1,2,3&amp;STATISTIClist=1,4&amp;HEADERlist=0
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E&amp;SearchText=Lethbridge&amp;DGUIDlist=2021S05004810&amp;GENDERlist=1,2,3&amp;STATISTIClist=1,4&amp;HEADERlist=0
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref37
http://refhub.elsevier.com/S1353-8292(23)00110-7/sref37

	Placing MAiD: A qualitative study of medical assistance in dying in rural Alberta
	1 Introduction
	2 Background: Contexts for MAiD
	2.1 Canadian legal context
	2.2 International context
	2.3 Study setting

	3 Methods
	3.1 Research questions
	3.2 Study design
	3.3 Data collection and analysis
	3.4 Ethical issues

	4 Findings
	4.1 Placing MAiD: The specifics of Southern Alberta
	4.2 The realities of the relational rural
	4.3 Working with what you’ve got
	4.4 Strengths and limitations

	5 Discussion & conclusion
	Acknowledgement and Funding Information
	References


