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Title: Social Work Practice with Medical Assistance in Dying: A Case Study 

 

Abstract: 

Medical assistance in dying (MAiD) recently became legal in Canada and social workers have an 

integral role providing psychosocial care to those considering this end-of-life care 

option.  Research has found that most requests for assisted dying have a psychosocial dimension 

and social workers are uniquely equipped to understand the personal and contextual factors 

informing the choice for MAiD and offer supports.  A case example highlights practice 

opportunities for social workers throughout the MAiD process.  
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Healthcare social workers have a long history of providing psychosocial support to the 

dying.  Rusnack, Schaefer & Moxley (1988) aptly describe social work’s role as orchestrating a 

“safe passage” for the terminally ill through the final stages of life.  This practice metaphor 

emphasizes the importance of the time leading up to the death and the significant role for social 

work during that period.  This image is particularly useful now as social workers consider how to 

provide optimal psychosocial care to clients who contemplate, and pursue, medical assistance in 

dying (MAiD).  How can social workers’ assessments and interventions facilitate a safe passage 

for clients pursuing this end-of-life care option?  How can social workers support clients to chart 

their own passage?  A case example highlights the importance of allowing the psychosocial 

needs of each client to define what safe passage means to them, and the critical role of social 

work in this process. 

Canada’s MAiD Legislation 

On June 17, 2016, the Parliament of Canada passed Bill C-14 that specified the 

conditions under which assisted death could be legally provided (Parliament of Canada, 

2016).  MAiD is the term used in Canada, but in other jurisdictions in Europe and the US it is 

known as assisted suicide, physician-assisted death, and aid-in-dying. There are two types of 

assisted deaths legally available to Canadians and each require a physician or nurse practitioner 

to either (a) directly administer a substance that causes death, such as an injection of a drug; or 

(b) provide or prescribe a drug that the eligible person takes themselves, in order to bring about 

their own death.  To date, only a tiny percentage of Canadians chose to self-administer; clinician-

administered deaths are the overwhelming majority (Government of Canada, 2018).  

 In order to qualify for MAiD the individual must meet all of the following criteria 

(quoted directly from the legislation, Government of Canada, 2018): 
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• Be eligible for health services funded by the federal government, or a province or territory 

(generally, visitors to Canada are not eligible for MAiD); 

• Be at least 18 years old and mentally competent.  This means being capable of making 

healthcare decisions for themselves; 

• Make a voluntary request for MAiD that is not the result of outside pressure or influence; 

• Give informed consent to receive MAiD. 

• Have a grievous and irremediable medical condition, as defined by meeting all of the 

following criteria:  

o Having a serious illness, disease or disability; 

o Being in an advanced state of decline that cannot be reversed; 

o Experiencing unbearable physical or mental suffering from their illness, disease, 

disability or state of decline that cannot be relieved under conditions that they 

consider acceptable; and 

o Be at a point where their natural death has become reasonably foreseeable. 

An assessment by a physician or nurse practitioner is carried out to determine eligibility for 

MAiD.  The law requires a second assessment by a separate doctor or nurse practitioner to 

confirm eligibility.  A 10-day reflection period of reflection is mandated between the date when 

the client signs the request and the provision of MAiD.  The client may withdraw his or her 

request at any time in the process (Government of Canada, 2018).   

Social workers are not involved in the determination of eligibility for MAiD.  However, 

the Assessor/Prescriber may review the psychosocial assessment during the MAiD assessment 

process.  As the client pursues the possibility of MAiD, social workers collaborate with the 

Assisted Dying Program (the typical access point to MAiD in health centres in Canada) (Li et al., 
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2017) to provide psychosocial context to the MAiD request, contribute to the care plan, and 

provide psychosocial support to the individual and their family. 

Case Study 

I will call the client “Jackie” which is a de-identified pseudonym, and I have changed 

some of the facts of the case to protect confidentiality and anonymity.  Jackie was a 55-year-old 

woman who had been living with advanced cancer for six years.  Her support network consisted 

of her spouse, her 30-year-old son, her parents, two sisters, and a wide network of 

friends.  Jackie was admitted to hospital due to anasarca, a widespread swelling of the skin that 

signalled end-stage heart failure related to the cancer.  Her pain was worsening and mobilizing 

was becoming increasingly difficult due to swelling.  The palliative care team met with her to 

assess her symptoms, offer analgesic options, and discuss her goals of care.  They confirmed a 

prognosis of less than three months and Jackie changed her code status to DNR.  Jackie’s pain 

greatly improved within a couple of days thanks to the new analgesic regime.  Once her 

symptoms were under control, Jackie carefully considered her end-of-life options and decided to 

initiate the assessment process for MAiD.  The Assisted Dying Program was contacted to initiate 

the assessment process.  As her social worker, my initial role was to meet with her to conduct a 

biopsychosocial assessment. 

Biopsychosocial Assessment 

When a client voices a desire to pursue an assisted death, the goal of the social worker’s 

biopsychosocial assessment is to explore the context (physical, emotional, social, economic, 

spiritual) of the MAiD request (CAPO, 2017).  Although a social worker’s assessment is not a 

requirement of MAiD eligibility, it is beneficial for identifying of any unmet needs that may 

contribute to a client’s decision to pursue MAiD (ie: a lack of supportive resources) while also 



Running Head: SOCIAL WORK PRACTICE WITH MEDICAL ASSISTANCE IN DYING
   

6 

screening for coercive factors relating to social or financial circumstances (CASW, 

2016).  Conducting the biopsychosocial assessment early in the MAiD process allows ample 

time to explore identified issues and offer interventions to address unmet needs.   

For example, if a client identifies feeling distress about being a burden to their loved 

ones, social workers can encourage and support conversations between the client and their 

caregivers so they can share their fears, comfort each other, and broker additional supports to 

reduce caregiver burden.  If the client can be reassured that they are not a burden, the decision to 

pursue MAiD may be viewed in a different light (Ciskai, 1999; Miller, Hedlund, and Soule, 

2006).  The purpose of these conversations is not to dissuade clients from choosing MAiD but 

rather to ensure that any unmet psychosocial needs are not overlooked.  Just as clients should 

have access to palliative care services to ensure their physical suffering is assessed and 

addressed, they should also have access to social work services to assess and address 

psychosocial suffering.  

 During our first meeting, Jackie described her life as full of adventure, traveling, 

gardening, creating art, and socializing with a robust support network.  She spoke of living in the 

shadow of cancer for six years with the constant awareness of her own mortality.  Her sole 

experience with death was many years ago when she had visited a friend dying of cancer.  She 

had become unrecognizable by the physical effects of the disease and was no longer able to 

communicate.  This experience deeply impacted Jackie’s views on death and dying.  When 

MAiD became legal, she felt relieved that she could choose to die in a different way.  For her the 

question was not if to choose MAiD, but when.   

Exploring the client’s beliefs and experiences around the dying process gives the social 

worker insight into how their lived experiences influence their hopes and fears about their own 



Running Head: SOCIAL WORK PRACTICE WITH MEDICAL ASSISTANCE IN DYING
   

7 

death (Miller, Hedlund, & Murphy, 1998).  For Jackie, MAiD was a way to circumscribe the loss 

of dignity and personhood that she saw her friend endure.  Through the assessment I began to 

understand her fears about dying, which included poor symptom management.  Palliative care 

aims not only to relieve symptoms, but also to reduce the fear and uncertainty of the dying 

process.  All of these important needs should be met while a client contemplates MAiD.  As 

such, I encouraged Jackie to remain engaged with the palliative care team throughout the MAiD 

assessment process.    	

The biopsychosocial assessment for clients pursuing MAiD also explores their quality of 

life and how it relates to their suffering (Miller, Hedlund & Murphy, 1998).  A key component to 

Jackie’s quality of life was being able to mobilize independently, which the anasarca was starting 

to compromise.  She also required more pain medication, which interfered with her ability to 

actively engage in conversations with loved ones.  In addition to these changes, she also 

described an emerging feeling of dread as she faced weeks of saying goodbye; not just to her 

loved ones, but also to experiences that she knew she would only able to do “one last time”.  She 

described this feeling poetically: “It feels as though I am standing on a beach and there is a 

tsunami coming.  Everyone else gets to run from the shore but I have to stay there and face it.” 

She described this unexpected existential suffering as overwhelming and unending. 

Advanced skills in rapport building and communication are necessary for these often-

profound conversations.  Harlos (2017) describes this as “sitting down and leaning in” with 

clients considering MAiD to provide a safe conversational space. From this safety, the client can 

discuss any distress they may be experiencing relating to fears, sadness, anger, regrets, and life’s 

meaning and purpose.  My role as Jackie’s social worker was to provide a space for her to 

explore her thoughts and feelings while also considering means of addressing these concerns 
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through psychosocial and/or spiritual support.  Exploring what gives the client spiritual comfort 

is an important dignity-conserving practice at end-of-life, as turning toward or finding comfort 

within one’s religious or spiritual beliefs helps to bolster or maintain a sense of dignity 

(Chochinov, 2002).  The social worker should ask the client if there is a certain religious or 

spiritual community they would like to be connected with; some health centres have spiritual 

care practitioners available to refer to.  Social workers can support clients to participate in 

particular spiritual and/or cultural based practices by ensuring they have the physical space, 

privacy, and materials (ie: religious texts, sacred objects) that the client identifies as important 

(Chochinov, 2002).  Exploring the client’s relationship to spirituality across their lifespan can be 

a useful assessment approach, as what one is taught as a child about God, mortality, and the 

afterlife often differs greatly from one’s interpretation as an adult (Miller, Hedlund & Murphy, 

1998).  This also gives the social worker insight into how the individual’s values and beliefs 

interface with their decision to choose an assisted death.  Does it pose an ethical dilemma for 

them?  

For Jackie, it did not.  She had been an Atheist for her whole life.  Her parents were not 

religious and they never imposed any belief system on her.  She was confident that they would 

support her decision to pursue an assisted death.  Spiritual comfort for her meant being near her 

family, her dog, and sharing good memories.   

Although Jackie declined spiritual care support, she was receptive to regular one-on-one 

counselling with me.  Through these meetings she clarified that her distress was centered on the 

lonely experience of dying and feeling left behind.  She needed a confidential place to process 

these thoughts and emotions to gain clarity.  I maintained a stance of neutrality towards MAiD in 

an effort to support Jackie’s self-determination, as I was prepared to advocate for whatever end-
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of-life plan she chose.  Throughout our conversations it was clear that she was not lacking 

supports or resources that would alter her decision to pursue MAiD, nor was she being coerced.  

Rather, she did not want the memory of her death to overwrite the memories of the “real her” for 

her loved ones. She wanted to exit life quickly, painlessly, and with dignity.  She was confident 

that MAiD would allow her the kind of death she wanted. 

Family Work 

Exploring the impact of the decision to pursue an assisted death on the client’s family and 

community is an integral part of the social work assessment process as it considers the family 

system, family roles, the impact of the illness, end-of-life decision-making processes, and family 

beliefs and values (Miller, Hedlund & Murphy, 1998).  Who are the most important people in the 

client’s life?  Are they aware of the client’s decision to pursue MAiD?  Who supports it and who 

does not?  

During her cancer journey, Jackie had shared with her loved ones that she hoped to have 

an assisted death.  However, Jackie recognized that her decision to go through with an assisted 

death while her quality of life appeared “still good” would come as a surprise.  She could 

mobilize with equipment and was able to enjoy food, drink, and the company of others.  She did 

not appear to be dying, in the conventional sense, and she knew that her family would expect to 

have more time with her.  She was ready to die but she worried about their ability to see it from 

her perspective. 

Disagreements about the decision to pursue assisted dying have been found to increase 

complicated bereavement (Srinivasan, 2009).  The role for social work is essential when these 

conflicts arise, as practitioners bring therapeutic communication skills that support a dialogue 

between clients and family members.  The relational work that clients engage in leading up to 
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end-of-life is important not only for the client, but also for their loved ones.  It maximizes 

opportunities for positive exchanges that can ultimately promote feelings of peace (Steinhauser 

et al., 2006).  Although differing perspectives might never be resolved, the opportunity to talk 

about these differences in a respectful manner can ease grief for everyone involved (Srinivasan, 

2009).  

I suggested meeting with both Jackie and her spouse, Shawn, to discuss Jackie’s 

decision.  Jackie was articulate in sharing her suffering with Shawn; she recognized he wanted 

more time but asserted that her quality of life had diminished beyond what she found 

acceptable.  Shawn shared his feelings that he wasn’t ready to “let her go” but acknowledged this 

was about his need for “one more dinner or one more walk on the beach”.  Jackie shared the 

mental anguish of facing all of the “one more times” and her need to limit those experiences.  I 

validated the profound grief they were both experiencing and encouraged them to actively listen 

to one another’s needs.  We also brainstormed how they could dedicate space in Jackie’s 

remaining days to have the quality time that was important to them both.  At the close of the 

conversation they embraced and reported feeling closer as a result of the discussion.  Once Jackie 

felt the support of her partner, she felt prepared to share her decision with their son and the rest 

of her family.  We spent time discussing how they might navigate individual reactions and 

ultimately Jackie and Shawn felt confident to inform everyone without my attendance.  During 

their conversations the family recognized they could not put their desire for more time ahead of 

Jackie’s suffering.  Despite their grief they supported her end-of-life plan. 

Period of Reflection – Planning for a Good Death 

MAiD legislation mandates a 10-day period of reflection that is meant for clients to 

carefully consider their decision.  For individuals who decide to pursue MAiD as soon as 
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possible, like Jackie, the period of reflection marks their final stage in life.  This waiting period 

provided an opportunity to seek direction from Jackie about how she envisioned her death: who 

did she want in attendance? Did she want any specific music playing? Was there a certain outfit 

that she wanted to wear? Were there any other personal requests for the environment?  Jackie’s 

ability to voice these preferences allowed her to further control the circumstances of her death.  

An important part of my role was advocating for, and facilitating, an end-of-life environment that 

met her needs. 

         Jackie decided that she wanted to die in hospital with her family by side, which included 

Shawn, her son, her parents, two sisters, a couple of friends and her dog.  She wanted to extend 

the invitation to everyone, but she also wanted to ensure that no one felt obligated to attend if 

they were uncomfortable.  She preferred to send an email to everyone and asked me to help her 

write it.  Although I had never written an invitation to a death before, working alongside Jackie 

to find the right words to share her end-of-life plan was another unique opportunity to be an ally 

in this process.   

         During the period of reflection Jackie also decided to host her own wake.  In keeping 

with her goal to die as she had lived, she was eager to host one last party in her home.  Jackie and 

I strategized how she could best enjoy the evening without being inundated with other people’s 

emotional goodbyes.  I suggested she find a way to be upfront with her guests about her needs.  

We drafted an email to send to her guests that included the clause “no goodbyes please”.  I 

worked with her care team to arrange a pass from the hospital and liaised with the pharmacy to 

ensure she had enough pain medication for the evening.  Before she left she shared her anxieties 

about the evening: what if the evening became too sombre to bear? What if someone tried to talk 

her out of her decision to die? What if she had a pain crisis?  I acknowledged the significance of 
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the evening and validated her concerns before we turned our attention to problem solving.  Shaun 

and their son could be her allies for the night and Jackie could inconspicuously signal to them if 

she needed help out of any uncomfortable conversations or assistance with pain management.  I 

asked the nurse to review her medication options if a pain crisis occurred so that she had options 

for short-term relief while traveling back to the hospital.  We also explored who among the 

guests would most likely to try and challenge her decision and we rehearsed a response that 

would efficiently shut down any discussion (“This isn’t something I’m going to discuss with 

you”).  We also ensured to set aside a time for the following day to debrief the evening’s events.   

The next day Jackie reported it had been a wonderful night with a full house of friends 

and family that culminated in a backyard bonfire.  She reported no tearful goodbyes or debates 

about her choice.  It was exactly the kind of celebration she had hoped for.  She reflected that the 

preparation we had done the day before had made a big difference in her ability to relax and 

enjoy the evening.  Thinking through potential problems in advance meant that she was able to 

direct the protective measures put into place; and Shaun and their son were relieved to have clear 

directions from Jackie when she needed help.  Jackie got to control what she needed and when.  

It was another way that I could support Jackie to chart her own safe passage.  

Providing Support on the Day of the Death 

Bidding farewell to someone who faces a known time of death is an unfamiliar emotional 

task that many people struggle with.  Further, there is tremendous variation among families and 

cultures in the expression of grief and saying goodbye (Stroebe & Schut, 1998).  On the day of 

the death, social workers have an important role in providing psychosocial support to the client 

and their loved ones to ensure that their needs are met on this difficult day.        
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Jackie chose her day of death to immediately follow the mandated 10-day period of 

reflection, as she did not want to risk experiencing any further decline in her health.  In 

consultation with the MAiD Assessor/Provider, Jackie chose the time of her death shortly after 

sunset so that she could enjoy a final dinner of fish and chips with her loved ones.  

I met with her in the morning to review the plan she had previously made and confirmed 

there were no changes.  I designated a private lounge outside of Jackie’s room for the family to 

use throughout the day.  This allowed Jackie to use her room for private conversations, as 

needed, without the rest of the family waiting in the hallway.  Providing families with a safe 

space to gather can increase comfort and ensure that they have a private place to talk amongst 

themselves (Slatyer, Pinenaar, Williams, Proctor & Hewitt, 2015).   

Family meetings are widely recognized as an important part of social work practice in 

end-of-life (Fineberg, 2010; Hudson, Quinn, O’Hanlon, & Aranda, 2008).  In the hours leading 

up to Jackie’s death, I arranged a family meeting to provide her loved ones the opportunity to 

share emotions, ask questions, and raise concerns.  A nurse educator from the Assisted Dying 

Program also attended to review the MAiD medication administration process and Jackie’s 

family welcomed the opportunity to ask questions, which increased their feelings of 

preparedness.  Preparedness involves providing family with reliable information and 

demonstrating empathetic behaviours, such as acknowledging caregivers’ emotions, listening, 

providing emotional support, and eliciting questions (Hebert et al, 2008).   Feeling adequately 

prepared for a loved one’s death has been found to positively impact bereavement outcomes for 

families that experience MAiD (Ganzini, Goy, Dobscha, & Prigerson, 2009; Swarte et al., 2010; 

Srinivasan, 2009). 
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 The group also shared their challenges in disclosing Jackie’s choice for MAiD to their 

wider social network.  I facilitated a dialogue wherein the group shared the discomfort of 

navigating societal perceptions about Jackie’s choice and brainstormed strategies for talking 

about it in the future.  The decision to pursue assisted dying can be considered controversial, and 

individuals and their loved ones may feel stigma associated with the choice.  As a result, many 

families may not feel free to discuss their experience with MAiD following the death of their 

loved one (Miller, Hedlund & Soule, 2006).  Social workers can use family meetings to explore 

the perception of stigma regarding the client’s choice of MAiD, review strategies on how to 

manage it, and potentially increase feelings of solidarity within the family system (Miller, 

Hedlund & Murphy, 1998; Werth, 1999).  

Providing an opportunity for those attending the death to meet is instrumental for social 

workers to understand the needs of the group and create plans for support.  For example, Jackie’s 

son articulated to the group not wanting to be touched during or after his mom’s death.  The 

ability to set this boundary beforehand meant that he knew his needs would be respected during 

this difficult moment.  A friend of Jackie’s expressed worry that she would not be able to tolerate 

being in the room during Jackie’s death.  We planned for her to be situated by the door so she 

could leave the room quickly and unobtrusively if necessary.  Given the later hour in the day, 

additional psychosocial support was limited (ie: another social worker or spiritual care) so I 

relied on an experienced nurse to be available outside the room to offer additional support.   

         In the moments leading up to Jackie’s death, I checked in with her to ensure everything 

was unfolding the way she had planned.  She squeezed my hand, thanked me for my support, and 

asked me to gather everyone in the room because she was ready.  As per her plan, her parents 

stood at the head of her bed, with her sisters at the foot.  Her son and Shawn lay in bed with her, 
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and her dog curled up on a nearby chair.  She took her final moments to thank her loved ones for 

supporting her throughout her life and now in death.  She provided consent one final time to the 

MAiD Assessor/Provider, who in this instance was a Physician, and the medication was started 

through Jackie’s existing IV. As it began to take effect, she drifted off to sleep softly singing a 

favourite song.  Within a few minutes she had stopped breathing.  Once all the medications had 

been completely administered, the Physician listened with a stethoscope to confirm the time of 

death.  I encouraged the group to take as much time as they needed with Jackie’s body and 

informed them that I would be outside the room if they needed anything. 

         When they left, Shawn hugged me and thanked me for helping Jackie have the kind of 

death that she wanted.  In the days following her death, I phoned Jackie’s family to offer 

referrals to community-based bereavement supports.  They all reported feeling at peace with 

Jackie’s decision and grateful that her death was exactly as she had intended.   

Conclusion 

What constitutes a safe passage for clients pursuing MAiD?  For Jackie, it was providing 

her a space to explore her suffering and gain clarity about her decision.  In doing so, her sense of 

isolation was reduced through individual and couples counselling.  This ultimately helped her 

communicate her wishes to her larger support network and work with them to co-create a holistic 

end-of-life plan that met her needs.  The role of social work was integral to explore the impact of 

her decision on her family and facilitate conversations where tensions could be resolved.  Family 

meetings provided an opportunity to improve death preparedness, including discussing strategies 

to cope with societal stigma about MAiD.  Social work’s involvement in the final weeks of 

Jackie’s life improved everyone’s ability to articulate their needs, speak the unspeakable, and 

celebrate her life in the way that was meaningful to her.  Ultimately, my role was to support 
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Jackie as she chartered her own safe passage.  It is paramount that social workers are guided by 

the unique psychosocial needs of each client as they define what a safe passage means to them.   

This case is an example of a relatively ideal medically assisted death.  Jackie was an 

active participant in her journey and had a network of family and friends who accepted her 

choice and supported her.  Other cases of MAiD may have complications such as values and 

religious beliefs clashing with the choice for an assisted death; dysfunctional family systems or 

absent/estranged families; or a client's preference to hide their choice of an assisted death from 

loved ones. Quality psychosocial care leading up to an assisted death should allow for ample 

opportunities for the client to discuss difficult relationships, family dynamics, and regrets that 

may constitute “unfinished business”.  Social workers can help the client decide if and how they 

want to act, and potentially facilitate communication.  In the absence of family, social work can 

offer clients the opportunity to discuss the reasons for the absence (deceased, history of 

abuse/neglect, conflict, geography), its impact, and how it affects their dying experience 

(Fineberg, 2010).  Whatever the complexity, research has found that terminally ill clients want to 

discuss unresolved psychosocial matters with their professional caretakers as they face their end-

of-life (Hart et al., 2003; Sulmasy, 2002) and social work is the profession poised to facilitate 

this important work.   

The diversity of experiences among MAiD cases underscores the need for qualitative 

studies that examine the client experience throughout the MAiD process, a population currently 

underserved by social work research.  Engaging clients as co-researchers will generate 

invaluable insight and guidance for developing a patient-centered model of psychosocial care for 

clients pursuing MAiD.     
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It is critical that social workers document their practice experiences with MAiD to grow 

this body of literature and advance practice.  The knowledge gleaned from social workers doing 

this important work will be instrumental in highlighting the central role for the profession in 

MAiD.  Social workers ought to be included on specialized MAiD teams to provide direct 

clinical care to patients and families throughout the MAiD process while also providing 

education and building capacity among other healthcare professionals (CAPO, 2017; Fujioka, 

Mirza, McDonald, & Klinger, 2018; Li et al., 2017).  This model is particularly valuable in the 

early years of MAiD’s establishment, until frontline social workers have developed experience 

and expertise.   
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