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Abstract 

Background In 2021, Spain became the first Southern European country to grant and provide the right to eutha‑
nasia and medically assisted suicide. According to the law, the State has the obligation to ensure its access 
through the health services, which means that healthcare professionals’ participation is crucial. Nevertheless, its 
implementation has been uneven. Our research focuses on understanding possible ethical conflicts that shape differ‑
ent positions towards the practice of Medical Assistance in Dying, on identifying which core ideas may be underlying 
them, and on suggesting possible reasons for this disparity. The knowledge acquired contributes to understanding its 
complexity, shedding light into ambivalent profiles and creating strategies to increase their participation.

Methods We conducted an exploratory qualitative research study by means of semi‑structured interviews (1 h) 
with 25 physicians and nurses from primary care (12), hospital care (7), and palliative care (6), 17 women and 8 men, 
recruited from Madrid, Catalonia, and Andalusia between March and May 2023. Interviews were recorded, transcribed, 
and coded in Atlas.ti software by means of thematic and interpretative methods to develop a conceptual model.

Results We identified four approaches to MAiD: Full Support (FS), Conditioned Support (CS), Conditioned Rejection 
(CR), and Full Rejection (FR). Full Support and Full Rejection fitted the traditional for and against positions on MAiD. 
Nevertheless, there was a gray area in between represented by conditioned profiles, whose participation cannot be 
predicted beforehand. The profiles were differentiated considering their different interpretations of four core ideas: 
end‑of‑life care, religion, professional duty/deontology, and patient autonomy. These ideas can intersect, which 
means that participants’ positions are multicausal and complex. Divergences between profiles can be explained 
by different sources of moral authority used in their moral reasoning and their individualistic or relational approach 
to autonomy.

Conclusions There is ultimately no agreement but rather a coexistence of plural moral perspectives regarding MAiD 
among healthcare professionals. Comprehending which cases are especially difficult to evaluate or which aspects 
of the law are not easy to interpret will help in developing new strategies, clarifying the legal framework, or guiding 
moral reasoning and education with the aim of reducing unpredictable non‑participations in MAID.
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Background
Since the 1990s, and especially following its legaliza-
tion in some countries, the provision of aid for dying has 
been progressively incorporated into clinical practice 
[1]. However, whether or not health professionals should 
participate in intentional bringing about patients’ death 
is a highly controversial topic. A tradition in which the 
preservation of life constitutes a supreme value persists 
in training and care work. According to that view, Medi-
cal Assistance in Dying (henceforth MAiD) is considered 
beyond and even contrary to professional duties [2–9]. 
Furthermore, deep personal convictions may make it dif-
ficult for professionals to help someone die without feel-
ing that their moral integrity is damaged and some loss 
of identity [2–4, 6–8, 10–12]. Apart from these possible 
ethical conflicts related to moral conscience and intrin-
sic values, there may also be multiple contextual factors 
driving healthcare professionals to reject the practice of 
MAiD, including stigma, work overload, lack of insti-
tutional support, and fear of potential psychological 
impact, among others [13, 14].

The aforementioned personal, professional, and politi-
cal circumstances may clash with a right to MAiD and 
patient autonomy to make decisions about the end of 
their lives.

In the case of Spain, the Organic Law 3/2021, regulat-
ing euthanasia and medically assisted suicide (henceforth 
LORE) was approved in 2021, and its implementation 
has been uneven throughout the territory. Unlike other 
countries in which there is no obligation for professionals 
to perform MAiD or refer the patient to another profes-
sional (e.g.The Netherlands, Belgium, Switzerland, to cite 
a few), the Spanish law declares that MAiD is a citizen’s 
right, like Canada [15]. Thus, the State has the obligation 
to ensure its access through the health services. This right 
to MAiD implies a series of duties for public administra-
tions, including financing and guaranteeing it as a public 
benefit, but also duties for healthcare professionals work-
ing in both public and private healthcare institutions. 
These include the duty to provide adequate access to and 
care for MAiD (arts. 1 and 13 LORE), which some profes-
sionals may view as a contradiction to their moral con-
victions. Patients intending to request MAiD must be of 
legal age, residents in Spain, and: a) suffer from a serious, 
chronic, and incapacitating illness; or b) have a severe 
and incurable illness with a limited vital prognosis (art. 
3 LORE). In both scenarios, proof must be provided of 
intolerable physical or psychological suffering that can-
not be relieved. Patients also need to be competent at the 
time of requesting MAiD or have expressed their MAiD 
request in advanced directives.

A MAiD request involves input from two profession-
als (referring physician and consulting physician) and 

oversight to ensure all requirements are met by a Com-
mission of Guarantee and Evaluation before the final 
acceptance. The LORE also includes provisions regard-
ing the right to conscientious objection for all healthcare 
professionals directly involved in the MAiD process who 
believe that the duties derived from MAiD are incom-
patible with their convictions. The regulatory text states 
that the exercise of conscientious objection by healthcare 
professionals must not undermine equal access to MAiD 
quality of care (arts. 14 and 16 LORE), meaning that pub-
lic administrations need to ensure that healthcare profes-
sionals exercise that right in a way that does not harm or 
hinder access to MAiD for those who request it. To facili-
tate that, the law requires objectors to disclose their con-
scientious objection by signing in registries where their 
confidentiality is protected.

According to the 2023 evaluation report on the provi-
sion of MAiD from the Spanish Ministry of Health [16], 
of the 576 MAiD requests submitted in 2022, 288 (50%) 
ended up in MAiD (236 by euthanasia, 11 by assisted sui-
cide, 41 with non-specified data). This represents 0.064% 
of all annual deaths in the country. The 2022 report 
acknowledged that MAiD requests may be underre-
ported in cases where the referring physician was against 
the practice or listed as a conscientious objector [16]. In 
some cases, delays have been attributed to health profes-
sionals’ undisclosed moral objections [17]. Although the 
report does not include specific data on this, qualitative 
research conducted with patients who have requested 
MAiD point to undisclosed conscientious objection as a 
major obstacle for patients to access MAiD [18].

Considering that the right to MAiD must be guar-
anteed, non-participations in MAiD may create access 
barriers and need to be explored and addressed. To 
understand the full range of ethical conflicts related to 
MAiD that healthcare professionals, as providers, may 
face, our research focused on two dimensions. On the 
one hand, we attempted an in depth understanding of 
conscientious objection and how it is defined, perceived 
and exercised by health professionals in Spain. On the 
other hand, we tried to identify and categorize the main 
ethical conflicts that are compromising healthcare pro-
fessionals’ participation in MAiD. This paper addresses 
the latter. It aims to refine the understanding of health-
care professionals’ positions when faced with MAiD 
requests, beyond the simplistic for and against dichot-
omy in all cases, and what core ideas may influence their 
moral judgments. We will discuss our findings applying 
the theoretical framework provided by the ethics of care 
and a feminist epistemology of moral reasoning. This 
research may contribute to understanding the complex-
ity of the ethical dilemmas surrounding MAiD and high-
light the different moral epistemologies that shape these 
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conceptions. Furthermore, it may help to shed light on 
conditioned profiles, which require greater attention as 
their participation cannot be predicted beforehand. By 
doing so, this study may provide relevant insights for 
policy development on MAiD and how to acquire higher 
levels of healthcare professionals’ participation.

Methods
This exploratory qualitative research was conducted by 
the members of the CONFINES1 research project, an 
interdisciplinary group of healthcare professionals, social 
scientists, and philosophers working in Spanish public 
universities, and with experience and training in inter-
views and qualitative methodology. We were guided by 
COREQ [19] in ensuring methodological and analytical 
rigor.

Study design
The study was designed to be not just descriptive, but 
to create a conceptual model or explanation of the topic 
of analysis. As it includes sensitive aspects pertaining to 
the intimate sphere of individuals, we chose to use semi-
structured interviews as the most appropriate technique 
to collect information. This method allows for a more 
fluid relationship between the interviewer and inter-
viewee, a more private interview, and a more profound 
knowledge of the object of research than other tech-
niques [20].

The interview script (see Supplementary File 1) was 
developed according to previous studies and parallel 
literature reviewed [14] and following the aims of the 
study. It was piloted with seven key informants, all of 
them healthcare professionals trained in bioethics, with 
vast experience in end-of-life practices, knowledge in 
implementing MAiD, and members of healthcare eth-
ics committees or Guarantee and Evaluation Commis-
sions. These interviews provided contextual information 
to approach the study objective and helped us to improve 
the final script. The present article is based on the results 
corresponding to Sects. 2 to 4 of the script (“Interviewee 
profile”, “Ethical conflicts at the end-of-life”, “Evaluation 
of the Spanish Organic Law regulating Euthanasia”).

Participants and setting
We carried out the fieldwork with 25 healthcare profes-
sionals (physicians and nurses) from Andalusia, Cata-
lonia, and Madrid between March and May 2023. We 
chose these three autonomous communities based on 

population size, case incidence, and the reject index of 
the practice [16, 17, 21, 22]. The main inclusion crite-
rion was that they should be healthcare professionals 
potentially receiving MAiD requests in their workplace. 
We made an effort to include variability regarding differ-
ent healthcare settings. We awarded primary care prac-
titioners special consideration, as they are the ones who 
receive more MAiD requests (67% in Catalonia, and 92% 
in Andalusia, no data from Madrid). We also gave atten-
tion to hospital care (trying to include, when possible, 
specialists from different services involved according to 
the reports), and palliative care, as a particular service 
that serves as a link between hospital care and home 
care. The recruitment process attempted to reach balance 
in terms of profession (medicine/nursing), gender, and 
years of experience. Although we focused the research 
on the provision of MAiD in public healthcare facili-
ties, which represents the 99% of all provisions, we also 
included some private centers with hospital or palliative 
care services, to explore possible differences (Table  1). 
Last but not least, we looked for a wide variety of pro- 
and anti-euthanasia profiles, as well as profiles with 
doubts, although this was not always possible to know 
prior to contact.

We followed different sampling selection strategies to 
ensure the broadest and most diverse representation. 
On the one hand, purposive and intentional sampling. 
We looked for any informal contacts the research team 
might have (some were healthcare professionals, others 
individuals in contact with healthcare professionals due 
to their teaching and research roles). On the other hand, 
we used snowball sampling. To be respectful of all pro-
fessionals’ intimate perspectives on MAiD, we asked the 
interviewees if they knew someone who could meet the 
criteria defined by the sample design. If a potential par-
ticipant wanted to know more about the project, we sent 
her an information sheet; researchers did not report per-
sonal reasons for their interest in the research topic to 
the interviewees. In case of acceptance, a research team 
member made the contact by phone and arranged an 
interview. There was no direct relationship with partici-
pants established prior to the interviews.

Data collection
The interviews lasted around an hour, and were col-
lected between March and May 2023. During each 
interview, the script was adopted as an open guide 
that could be slightly modified depending on the con-
text and profile of the interviewee. We offered partici-
pants the option of doing the interview in person or 
online/by phone. We found no substantial differences 
between the two methods in terms of how the inter-
views were carried out. Data was collected either in 

1 It is aimed to analyze ethical conflicts and conscientious objection at 
the end-of-life practices, specifically regarding euthanasia and medically 
assisted suicide. More information at: https:// www. inedy to. com/ confi nes. 
html.

https://www.inedyto.com/confines.html
https://www.inedyto.com/confines.html
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their workspace or at home, with no other presence 
except for the participant and the researcher.

The healthcare professionals received information 
about the study and agreed to participate voluntar-
ily after signing an informed consent form, which 
stated that the interview was anonymous but would 
be recorded for later analysis. They had the oppor-
tunity to ask any questions or raise any doubts they 
might have about the study before the beginning of the 
interview and did not receive any financial reward for 
their participation in the study. Due to the sensitive 
topics addressed during the interviews, the research 
team put much effort and care into emphasizing all 
aspects of privacy and data management, ensuring 
that only members of the research project could access 
this sensitive information. The interviews were audio-
recorded and transcribed. During the data collection 
the research team met to discuss data saturation and 
the need to include/exclude some participants based 
on whether their profiles were already covered or not.

Data analysis
Following Neem et  al. [23] conceptual model in qualita-
tive research, we describe the process of thematic analysis 
leading to four professional profiles and the underlying core 
ideas. First, transcription and familiarization with the data. 
Second, selection of keywords. Third, coding. A multidis-
ciplinary team analyzed and encoded the transcriptions 
thematically using Atlas.ti, a qualitative data software. This 
method has proven to be “a robust, systematic framework 
for coding qualitative data, and for then using that cod-
ing to identify patterns across the dataset in relation to 
the research question” ([24], p. 1–2). We created a coding 
tree based on the research questions and the field findings, 
combining closed categories with emerging ones. In case 
of disagreement between coders, the coding team met and 
discussed the relevance and adequacy of the categories. The 
coding tree was piloted in the first interviews and subjected 
to changes to improve its effectiveness and scope. The final 
version of the coding tree had 44 codes, plus an emerging 
open code to collect contributions that were relevant to the 

Table 1 Participants’ characteristics

Code Autonomous 
Community

Gender Profession Healthcare setting Public/Private Specialty Years of 
experience

A1_CR Andalusia F Nurse Hospital care Public Palliative 40

A2_FS Andalusia M Nurse Primary care Public Primary care 18

A3_FR Andalusia F Doctor Hospital care Public Palliative 5

A4_CR Andalusia F Doctor Primary care Public Primary care 7

A5_CS Andalusia F Doctor Primary care Public Primary care 31

A6_CS Andalusia M Doctor Hospital care Public Internal 8

A7_FS Andalusia M Doctor Hospital care Public Intensive 32

A8_FR Andalusia F Doctor Primary care Public Primary care 7

A9_FR Andalusia M Doctor Hospital care Private Internal 36

C1_FS Catalonia F Doctor Primary care Public Primary care 7

C2_FS Catalonia F Doctor Primary care Public Primary care 20

C3_FS Catalonia F Doctor Hospital care Public Neurology 18

C4_CR Catalonia F Doctor Primary care Public Primary care 31

C5_FR Catalonia F Nurse Primary care Public Primary care 20

C6_CR Catalonia F Nurse Hospital care / Primary care Public Palliative 10

C7_FS Catalonia F Nurse Primary care Public Primary care 23

C8_FS Catalonia F Nurse Primary care Public Primary care 6

M1_FR Madrid M Doctor Hospital care Private Palliative 30

M2_FS Madrid F Doctor Hospital care Public Neurology 12

M3_CS Madrid M Doctor Hospital care Public Neurology 8

M4_FS Madrid F Doctor Primary care Public Palliative 30

M5_CS Madrid F Doctor Primary care Public Primary care 6

M6_FS Madrid M Nurse Primary care Public Primary care 30

M7_FR Madrid M Doctor Hospital care Public Palliative 20

M8_CR Madrid F Nurse Nursing home Private Geriatrics 25
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study but that could not be included in other codes. Fourth, 
theme development (we merged codes into eight themes: 
context, barriers to the application of MAiD, actions at 
the end of life, doubts, motives, LORE, opinions about 
conscientious objection, and proposals). Fifth, conceptu-
alization through interpretation of keywords, codes and 
themes. We identified four main core ideas that allowed 
the team to interpret and structure the results (end-of-life 
care [options, experiences, impact, doubts, context], reli-
gion [religious motives, doubts], professional duty [duty, 
deontological motives] and patient autonomy [options, 
experiences, doubts, opinion]). Sixth, development of a 
conceptual model. According to the discourses regarding 
the four core ideas, we conducted an interpretative analy-
sis to divide healthcare professionals interviewed into four 
profiles/groups according to their positions and actions: 
Full Support, Conditioned Support, Conditioned Rejection, 
and Full Rejection to Medical Assistance in Dying. These 
profiles are detailed in the Results section.

Results
We discerned a variety of participants’ opinions and prac-
tices related to MAiD and end-of-life care. Although there 
was overall consensus on some issues, like the general duty 
of healthcare professionals to accompany their patients 
at the end of their lives, there was greater disagreement 
among others, such as understanding professional respon-
sibility or patient autonomy and how, when, or in which 
cases it is morally acceptable to perform MAiD.

To analyze this plurality of approaches, we created 
four analytical types of discourse (see Fig. 1): Full Sup-
port (FS), Conditioned Support (CS), Conditioned 
Rejection (CR), and Full Rejection (FR).

FS and FR profiles included the in favor/against posi-
tions to MAID and their active participation or non-
participation in the practice under all circumstances, 
with no exceptions. FS participants argued that provi-
sion of MAiD is a citizen’s right and therefore a respon-
sibility of healthcare professionals. In contrast, whether 
for religious reasons or based on a deontological argu-
mentation, FR participants stated their belief that 
euthanasia is a boundary that should not be crossed, at 
least via medical practice. In this respect, they tended 
to argue that there is a moral difference between caus-
ing death and just letting die, the former entailing a 
burden they do not wish to bear.

Between these two opposing positions we found a 
group of ambivalent profiles, whose discourses can 
overlap and whose practices may not necessarily dif-
fer. The main reason for distinguishing them is that CS 
participants are in favor of MAiD and would gener-
ally participate in all the steps of the process but they 
are conditioned by the case context and circumstances 
whereas CR participants are in general against MAiD, 
but could exceptionally accept to participate, generally 
with restrictions to perform the drug injection.

In the following sections we provide more detail on 
these profiles by showing how they relate to four under-
lying core ideas: End-of-life care, religion, professional 
duty, and patient autonomy.

Main core ideas shaping different healthcare professionals’ 
profiles with regard to MAID
End‑of‑life care
Regarding familiarity and comfort towards end-of-life 
care, most interviewees (with independence of their 

Fig. 1 Discursive profiles around MAiD. Internal circle colors represent physicians (purple) and nurses (orange). External circle colors represent 
the specialty: primary care (orange), palliative care (blue), hospital care (green), and private institutions (pink)
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profile) perceived a taboo around death in healthcare 
environments and a lack of training and reflection on 
end-of-life approaches and accompaniment in most 
healthcare education programs. This general perception, 
according to them, can sometimes lead to death avoid-
ance, as many healthcare professionals do not consider 
requests for end-of-life accompaniment to be aimed at 
them directly.

Health professionals do not want to see a dying per-
son even in the slightest. (A9_FR).
[There are health professionals] who take a low pro-
file. (M4_FS).

Some participants mentioned that physicians are usually 
trained to save lives and see death as a failure of their efforts:

The feeling of failure often goes hand in hand with 
patients dying. [...] Keep trying no matter what 
brings a feeling of failure and an ethical conflict for 
physicians. (A3_FR)

There was a broad consensus on the importance of 
end-of-life care in all its forms among the personal expe-
rience and values of those interviewed. Several of them, 
regardless of their profile, pointed out that accompany-
ing patients at the end of life is among the most power-
ful experiences of their professional careers. These can be 
intense but rewarding experiences, in which profession-
als might feel a unique intimacy and commitment.

I have always handled the topic of end of life well 
and have always liked it. I have had my best and 
most beautiful experiences with people close to 
death, with people who were already at the end of 
their lives. (A5_CS)

Nevertheless, we identified divergences on what each 
of the groups considered to be end-of-life care, and how 
compatible or incompatible different practices could be. 
These divergences should be understood as a scale gra-
dation more than pure discernible compartments. On 
the one side of the spectrum, FS profile understands that 
MAiD is a logical continuity of end-of-life care, just as 
palliative care is. According to them, palliative care is a 
clinical decision made by healthcare professionals, while 
MAID is a personal decision based on the patient’s per-
ception of her life. These different practices can be used 
by different kinds of patients with different needs.2

Palliative care professionals visit patients that 
need palliative care, and they offer them one thing. 
Patients can need MAID, and that’s another thing, 
even if it is the same patient in different periods of 
her life. There is no confrontation between both. 
(A7_FS)

CS participants recognise MAiD as part of end-of-life 
care options, but they have some doubts of its conveni-
ence in certain circumstances. In other words, they might 
have a more restrictive approach than the current access 
conditions recognised by law. The recognition of MAiD 
as a suitable form of end-of-life care is mediated by a 
time factor, for example. It is perceived as more challeng-
ing when it comes to patients with no foreseeable death 
in the near future, where it is more difficult to be sure 
about an irreversible prognosis (e.g., requests due to neu-
rodegenerative diseases in their intermediate states with 
no current cure, although some new treatment may be 
discovered in the future).

[I] would prefer the disease to be in a late stage, not 
at the early stages. [...] If you have a limitation and 
you know that it will increase, I would face it better 
if you request it at a late stage. (M5_CS)

They can also need extra safeguards to feel sure before 
accepting a MAiD request, like a deep exploration on the 
casuistry, the patient’s biography or the social context of 
the request.

I believe that it depends on the case, the situation, 
everything. (A5_CS)

FS participants also acknowledge the complexity of the 
context in which the MAiD is requested but it does not 
seem to create as many concerns about the moral result 
of their decision.

On the other side of the spectrum, FR participants 
consider that end-of-life care does not include the 
option of hastening a death, and thus, MAiD. Some-
times the grounds to justify their view are related to the 
core idea of deontology and professional values. Some 
others, it is connected to the core idea of religion and 
the sanctity of life, as we will see in the next sections.

Only two of the six interviewees of FR group men-
tioned palliative care in contrast to MAiD. According 

2 Although the Spanish Official Annual Report does not include informa-
tion on the number of patients requesting MAiD that were also in palliative 
care programs (unlike the Canadian Official Annual report, for example, 
see reference [25]), the Annual Report from the Guarantee and Evaluation 
Commission of Catalonia, the Autonomous Community with more MAiD 
requests in Spain, states that people requesting MAiD were always offered 
palliative care, “nevertheless, although they could access palliative care, all 

of them expressed that the suffering derived from the underlying disease 
and their current vital situation were something they could not bear any-
more” ([26], p. 19). The report also mentions that all those cases who could 
not complete the request in time due to a rapid deterioration of the disease 
received comfort measures and symptomatic control through palliative 
sedation ([26], p. 22). Unfortunately the Andalusian report does not include 
data on this topic and Madrid does not even have a public report.

Footnote 2 (continued)
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to them, palliative care is considered the expertise area 
of suffering and, thus, should be the solution for these 
unbearable suffering that patients report.

Very few patients, terminal patients, palliative 
patients, that could request MAiD due to vital suf-
fering would choose that option if they were offered a 
palliative sedation instead. (A3_FR)
We have to try everything before the patient has a 
MAiD, in the same way that we try everything before 
someone commits suicide. In this sense, for me it is 
necessary that all MAiD requesters be visited by a 
palliative care specialist. (M1_FR)

Finally, CR participants are usually aligned with FR dis-
courses, and do not understand MAiD as an end-of-life 
care option. They defend the need to accept the fragil-
ity and vulnerability of human life, as well as the need to 
make peace with the disease and foreseeable death. Nev-
ertheless, they leave a door open for exceptional cases 
(e.g., when the requests come from patients in a very late 
stage of their disease and under great suffering).

I understand that there might be some cases, but 
very isolated, that need MAiD, but those would be 
very exceptional cases, not as ordinary as the law 
considers. (M8_CR)

Religion
All participants who identified themselves as religious 
followed the Catholic faith. The four profiles identified 
religion as the main common and genuine reason for 
being against MAiD among healthcare professionals. 
Nevertheless, there was a plurality of approaches regard-
ing the potential accommodation between MAiD and 
religious beliefs, and not all of them ended in a negative 
of participation. These results show a much more com-
plex and rich conception of this core idea.

When religious beliefs are mentioned, FR profile feels 
an insuperable moral contradiction. Life is something 
sacred, given by a supreme being, and, thus, humans 
should not interfere with God’s will.

Life is sacred from conception, when the ovule and 
the spermatozoon come together, until the natural 
death of the individual. [...] We are unique projects 
of God. (C5_FR)

According to these professionals, MAiD devalues life, 
and taking a life through such a procedure makes them 
feel very morally uncomfortable. However, religion was 
not the most brought up core idea to justify FR positions.

CR participants who are religious and only in favor 
of MAiD as an exceptional practice sometimes seem to 
give more importance to other values within the Catholic 

faith. This view can make them opt for MAiD, without 
collaborating in the final drug injection. They report a 
strong sense of commitment and loyalty towards the 
patient.

The commitment and the bond with the patient 
are strong for me. And if he decides that I should be 
there, I would be failing him if I wasn’t. (C4_CR)

Although commitment and loyalty can also be inter-
preted in terms of professional values, and not religious 
ones, we find similar quotes in religious CS participants 
that endorse the religious interpretation. A5_CS expresses 
something similar when declaring the following:

That person trusted his doctor and believed in his 
support and accompaniment. And maybe I should 
be there to…make it all more natural [...] It must be 
a beautiful act, a compassionate act, merciful.

Mercy, compassion, loyalty, or helping the neighbor 
can be the religious basis that allow a conditioned posi-
tive view of MAiD.

Professional duty and deontology
One of the main discussions that had an impact on all dis-
cursive profiles is whether MAiD is part of a healthcare 
professional’s duties or not. The current deontological 
code for medicine from the Collegiate Medical Organiza-
tion of Spain says that physicians shall not intentionally 
provoke or assist in a patient’s death (Art. 38.4). However, 
in the final dispositions, it specifies that “a physician act-
ing under the protection of the laws of the State cannot 
be sanctioned deontologically” [27]. This last version, 
which is aligned with the World Medical Association 
Code of Ethics [28], was updated in December 2022, sev-
eral months after the approval of the LORE.

The use of deontological arguments to defend one’s 
perspective on MAiD varied significantly among the 
interviewees, but there was general consensus that a con-
tradiction exists between the current code and the prac-
tice of MAiD. Some interpretations of the professional 
deontological code (both in nursing and medicine) elevate 
it to a principle of mandatory compliance in all cases, as if 
it were a legal principle. Some may consider the situation 
from a position of casuistry, leading them to question the 
universality of the deontological code in case of suffering 
and no other means to end it. Still, others consider it just 
a list of recommendations, and the leading professional 
obligation is to fulfill a citizen’s right recognized by law.

Positions against MAiD frequently base their argu-
ments on the idea that either MAiD is not coherent with 
the deontological code or it collides with healthcare pro-
fessions principles. For the most part, FR participants 
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claim that the code explicitly states that death should 
not be induced, and that MAiD cannot therefore be 
performed.

A doctor cannot kill; under any circumstance, not 
even if a patient explicitly requests it. That is what 
the Deontological Code says. (M1_FR )

It is also understood as a maleficence towards the 
patient.

I do not consider MAiD a treatment that benefits 
them, I would not use nor this nor any other option 
that I consider that it would harm them. (A3_FR)

These arguments are common ground for some CR 
participants too.

It is outside my values, which are part of my profes-
sion, which is the one I chose. (A1_CR)

Sometimes, the internal logic behind these deontologi-
cal reasoning is not against the right to the provision of 
MAiD itself, but against it being carried out by health-
care professionals. Hence, we can find claims that MAiD 
should not be a medical or a healthcare act.

Perhaps we should create another figure outside 
the healthcare system, like another public agency in 
charge of suicides. (A3_FR)

Yet, as previously seen, CR participants might also excep-
tionally accept the convenience of MAiD when no other 
option is available and might focus more on other profes-
sional values. Their commitment to the patient is an ethical 
value of the healthcare profession that might be put ahead 
of other deontological arguments. Some express it in terms 
of a trust relationship based on years of monitoring.

What made me participate in MAiD was the 
patient, the confidence that he had in me staying 
with him during the whole procedure. (A4_CR)
Because I know you, I know that there is no other 
way, I love you, and I know that that’s the option 
that you want, because truly I don’t have any other 
resource to offer you. (A1_CR)

At large, they do not understand MAiD as a harm for 
the patient, but as an extraordinary option to avoid suf-
fering, which allows them to interpret the deontological 
code in other terms.

CS participants also took trust and commitment to the 
patients’ needs as important values of their healthcare 
professionals.

If it were me, the one requesting MAiD, I would 
want my GP to be there for me, because he would 
know me well. (M5_CS).

They usually pointed out that MAiD is a logical exten-
sion of end-of-life care that brings some peace and safe 
spaces to patients and families, since they can choose 
where and in the presence of whom they want to die.

Finally, FS participants understood MAiD in terms of 
aiding instead of killing. As C8_FS argued, “If euthanasia 
is anything, it is the intention to die well”. The underlying 
reason for that is a comprehension of professional values 
as a form to accompany, alleviate suffering when there is 
no cure, and comfort patients.

I am a nurse by calling, and I like to help, from birth 
to grave. [...] I am not killing a patient, I am helping 
him to have a decent death. (A2_FS)

Furthermore, MAiD is an option recognized by a dem-
ocratic state law, a benefit that healthcare professionals 
have to provide, which is a right of the patients. Thus, FR 
participants defend that providing MAiD “puts you in a 
position of responsibility towards the other”. (C3_FS).

There is a law, a patient’s right … that we need to 
offer. It is a responsibility. (A2_FS)

Patient autonomy
Other topics that range the four discursive profiles are 
the degree of recognition given to patients’ autonomy, 
the respect healthcare professionals should have for their 
patients’ decisions, and whether there is an obligation to 
act according to them.

There was a general consensus on the importance of the 
first two, but disagreement on the latter. Healthcare profes-
sionals who advocate for MAiD (FS and CS) place a greater 
emphasis on the first factor. They expressly point out that 
the request is just the last step of a difficult process and 
not a whim. They also acknowledge that these decisions 
are generally reasoned and matured long before they reach 
the formal request to the practitioner, and taken very seri-
ously. These desires are sustained over time and transmit-
ted clearly and openly after having weighed-up alternatives. 
Once proven that they meet the criteria established by law, 
it is not a matter to judge what would you do in the same sit-
uation or what do you consider best, but what do the patient 
want, as owner of her life. There is a need to understand:

How the patient feels, the desire, regardless of 
whether you say: ‘well, maybe it is not bad enough to 
do it right now... maybe in two, three years, depend-
ing on how he progresses…’ But, let’s be honest, what 
the patient does not want is for the disease to pro-
gress for two or three years until she can no longer do 
anything. (C1_FS)

CS participants will respect patients’ reasoned deci-
sions and their sincere will to bring death forward. 
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A6_CS notes that every person has the autonomy to 
decide how to live and in which conditions. However, as 
mentioned in End-of-life care previous section, they per-
form MAID on a case-by-case basis, and they might have 
doubts about the appropriateness of the decision, espe-
cially in those cases where there is a slow and progres-
sive deterioration. Patients’ autonomy, then, seem to be 
nuanced by extra safeguards (e.g., informal talks with col-
leagues, revision of existing literature, debates on prog-
nosis uncertainty, reassurance of other possible social or 
economic needs not covered, and so on). A6_CS needed 
to Study the case very well and make sure that the patient 
really knows what he is asking for, what he needs.

We can find similar doubts on some CR participants. 
They respect patients’ reflected decisions but they have 
epistemic and moral dilemmas that change their predis-
position to act in accordance to patients’ wills, and it may 
even be perceived as demands.

‘I demand MAiD, it is my right!’ The patient 
expressed it like this: ‘I demand this and I have an 
incapacitating disease that creates suffering…’ and 
suffering is something so difficult to quantify. I have 
to believe you. Even if you are saying it with a smile 
on your face, I can’t contradict you. (A1_CR)

Finally, FR participants also claimed that they respected 
patients, but were unwilling to comply with their wishes. 
Some advocated patients’ autonomy to do what they want 
as long as they do not ask other people to fulfill their wills.

Well, I would respect your decision, that is to say, I 
would not oppose it; I mean, my attitude would be 
one of respect. Having said that, what you cannot 
expect from me is to carry it out. That’s it. (A9_FR)

Some others were dubious about patients’ autonomy by 
reasoning that they do not always know what they mean.

They can experience such moments during differ-
ent stages of the disease. At that moment, what they 
express is the desire ‘I would like to be dead.’ And some-
times the way to express that wish is saying ‘euthana-
sia,’ even if they don’t specifically want euthanasia, or 
they don’t understand what it means. (M7_FR)

Although all profiles made sure that the patient had all 
the information before requesting MAiD, FR participants 
were much more concerned about possible misconcep-
tions or lack of knowledge or capacity to discern what they 
want. We will dive more into it in the discussion section.

Discussion
This study reveals that traditional categorical positions 
in favor of (FS) and against (FR) MAiD under all circum-
stances persist among Spanish healthcare professionals 

following the approval of the LORE. These results were 
expected and aligned with literature debates on the topic 
[2, 4, 6, 7, 29, 30]. Such studies report, on the one hand, a 
general recognition of patient autonomy, and their right 
to ask for MAiD and, on the other, great discrepancy 
between healthcare professionals who find their values 
and professional commitment challenged by requests for 
MAiD, and those who believe that refusing MAiD is a 
greater cause of harm for their patients.

A novel discovery is the identification and description 
of two conditioned profiles (CS and CR), whose specific 
position on MAiD can change under certain conditions. 
Sometimes, their reasons for accepting or refusing to 
participate in a MAiD request are grounded in an ethical 
conflict that can be triggered by one specific case but not 
another. The variability in their reactions is contemplated 
by the legal protection of conscientious objection, which 
can be claimed and unclaimed as many times as neces-
sary. These variations pose a challenge for public institu-
tions in charge of MAiD provision and their prevailing 
interest of preserving patients’ right to MAiD.

The elaboration of four core ideas underlying these 
four profiles (end-of-life care, religion, professional duty, 
and patients’ autonomy) is in line with results of previ-
ous qualitative research in which discursive keys such as 
professional identity, commitment to patient autonomy, 
and personal values and beliefs had emerged [31]. Never-
theless, none of these ideas alone is sufficient to explain 
healthcare professionals’ positions. On the contrary, it 
shows how their views are based on a complex interac-
tion between these notions. For instance, FR and CR par-
ticipants meet at an intersection between religious and 
deontological reasons, although they devote more argu-
ments to the second one when defending their position. 
Findings in other studies also report that only a minor-
ity of clinicians explicitly identified religious values as 
relevant to their position against MAiD [6, 32–34]. If we 
consider, for example, the notion of commitment with 
the patient, it can be justified in terms of autonomy, pro-
fessional duty, or religious values.

Therefore, professionals’ standpoints are usually multifac-
torial. We can find the importance of a long-lasting relation-
ship, respect for patients’ autonomy, no other end-of-life 
care options, and commitment (that can be understood in 
deontological or religious terms) all in one argument (see 
A1_CR in the results section, p. 18, lines 410 to 414).

Differences in the results of each core idea can be 
explained on the basis of whether profiles use an external 
moral authority to be followed under all circumstances or 
an internal moral authority applicable on a case-by-case 
basis, as discussed below.

Of the four core ideas, we will focus on professional 
duty and patient autonomy due to their level of both 
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epistemological and metaethical disagreement. The par-
ticipants’ positions clashed because they have different 
understandings and definitions of these topics. To defend 
this hypothesis, we will use the theoretical frameworks of 
care ethics [35, 36] and a feminist epistemology of moral 
reasoning [37–39].

Sources of moral authority—Deontology and professional 
values
Healthcare professionals’ positions are built on different 
assumptions about the sources of moral authority and 
their purpose. In the case of deontology and the deonto-
logical code, there is a set of principles and values that 
guide each profession.

We can consider the deontological code as a compact 
set of law-like prepositions that prescribes the moral 
behavior of a rational moral agent, an individual action-
guided system. Then, we assume that morality can be 
codified in a core of universal values equally valid as a 
guidance system for all moral agents in all moral circum-
stances, with independence of any time, clinical context, 
or differences between societies or agents’ positions [39]. 
Nevertheless, feminist epistemology of morality and care 
ethics have stressed that no moral model is actually inde-
pendent of the social context in which it is created [39, 
40]; claiming this independence is just a socially built 
way of creating and validating moral authority by a ruling 
powerful minority [39].

From this perspective, we can consider the deontologi-
cal code as an agreement of what is socially understood as 
morally correct, and admit that it is open to interpretation. 
This approach depicts morality as a continuing negotiation 
among people, “a practice of mutually allotting, assuming, 
or defining responsibilities of important kinds, and under-
standing the implications of doing so.” ([39], p.67).

This underlying comprehension of the basis of moral-
ity is connected to the four profiles. FR discourses can be 
an example of the first, non-contextual model of morality. 
Their rejection of the practice is based on awarding a uni-
versal external authority to the deontological code, even 
against applicable legislation on MAiD (LORE).Their 
arguments are rooted in the Hippocratic tradition of life 
preservation. MAID is considered to be a harm, and it 
goes against the principle of non-maleficence.3 Accord-
ing to them, the deontological code explicitly says that 
healthcare professionals cannot provoke a patient’s death.

Indeed, MAID can be perceived as a challenge to pro-
fessional values, as reported by different profiles. Other 
studies from Belgium, Switzerland, and the Nether-
lands report similar results: clinicians might find their 

professional identity and duties in confrontation with 
MAiD [6, 7, 33].

For other profiles, there seems to be more negotiation 
of how to balance different professional values and how 
healthcare professionals can interpret them or prioritize 
one over another. Positions in favor of MAID or with cer-
tain doubts might focus on other professional values.

In FS discourses, there seems to be no moral dilemma, 
since the law already reflects their position with regard to 
MAiD. Therefore, they defend their professional partici-
pation as part of a task guided by the regulations in force. 
The deontological code is not considered the primary 
source of moral authority, and they prioritize other moral 
values as responsibility, avoiding suffering, and accompa-
nying a good death when cure is not possible.

The more moderate or ambivalent profiles (CS and CR) 
show a greater use of internal sources of moral reason-
ing. Rather than giving full authority to the deontological 
code or the law, their own moral reasoning plays a cru-
cial role in every case they come up against. They tend 
to embrace the chance of different outcomes when fac-
ing a moral dilemma. They accept that this variability 
depends on the context, or even the possibility to change 
their own moral position through time. Nevertheless, as 
we have seen in the results section, their initial positions 
differ. Patel et al. distinguish between supporting MAID 
and not obstructing MAID [31]. This differentiation can 
allow us to explain CS and CR profiles. CS participants 
support MAID and have a similar discourse to FS partici-
pants regarding the most important professional values. 
In case of doubt, they will focus on avoiding suffering 
and providing a good death when there is no cure or 
accompanying the patient. CR participants are unwilling 
to participate and prefer other options, but find alterna-
tive ways of not obstructing the patient’s will according to 
their professional values (like the duty of non-abandon-
ment, and the commitment to the patient).

Different models of autonomy: Individualistic autonomy 
or relational autonomy?
We can define patient autonomy as a patient’s right and 
capacity to make decisions that affect her health sta-
tus without being influenced or disregarded by health-
care professionals, family members or religious leaders. 
According to the results, all four profiles seem to recog-
nize the value of patients’ autonomy, but there is no uni-
tary agreement on how healthcare professionals should 
act in front of a patient’s autonomous decisions in MAiD. 
This can be explained by the different notions of auton-
omy at stake, which have been conceptualized from dif-
ferent frameworks [40].

Respecting patient autonomy may collide with the FR 
perspective on what is a good practice for end-of-life 

3 A Swiss study reported that some other professionals might understand it 
the other way around: refusing MAiD as a greater cause of harm [6].
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care, as shown in other studies [32, 41]. Participants 
respond in two ways when confronted with patients’ 
autonomy. On the one hand, they might question 
patients’ cognitive capacity to understand and choose 
what is best for themselves, or undervalue patients’ expe-
rience and preferences. On the other hand, they may 
recognize patients’ autonomy, but do not feel compelled 
to act according to it. They argue that patient autonomy 
cannot be an imposition over their professional duties, 
and frame the ethical conflict in terms of opposing indi-
vidual rights: the patient’s right to access MAiD, and the 
professional’s right to not provide it, appealing to consci-
entious objection.

Both responses can be understood as an individualistic 
perspective on autonomy based on the liberal tradition 
of the self (independent, individualized decision-mak-
ing by isolatable rational individuals). Under this model, 
moral agents understand the moral conflict as an oppo-
sition between individual rights of rational actors, based 
on universal principles to be applied under all circum-
stances, and with no social context involved. In their 
systematic review, Gómez Vírseda et al. [40] stated that 
apart from being a nonrealistic conception of the self, 
the literature also highlights that it is an inadequate por-
trait of decision-making, and one that does not incorpo-
rate social reality. Furthermore, it is criticized because 
it includes discriminatory prejudice, and represents a 
shortcoming in current practices, laws, and policies.

Feminist scholars have introduced another perspective 
on autonomy called relational autonomy [37, 38] based 
on a different definition of the self [35, 37]. To them, we 
are relational selves in social relations that have an impact 
on us. When faced with a moral dilemma, the relational 
self gives importance to the context, to particularism, and 
to the responsibilities towards the other, instead of fram-
ing the conflict in terms of competing rights based on 
universal principles [36]. From this perspective, relational 
values, such as compassion, empathy, and responsive-
ness, should be considered in the decision making pro-
cess [38, 40].

CR, FS, and CS profiles might, therefore, display a more 
relational conception of autonomy, considering their 
patients’ wills inserted in a network of needs, preferences, 
values, and relationships that they need to watch for.

Although the CR profile shares some of the FR charac-
teristics, in exceptional cases their approach can include 
some degree of relationality. Thus, they can be more open 
to considering patients’ wishes and narratives.

FS participants usually argue that patients’ wishes and 
autonomy should prevail as long as these are aligned with 
the parameters established by current law, something 
also mentioned in other studies [6, 42]. They emphasize 
patients’ experience, context, and cognitive competence.

CS participants work on a case-by-case basis, and 
thus, patients’ autonomy can be nuanced by extra safe-
guards related to an ethical and epistemic problem: 
uncertainty [43]. In some cases, they can be less sure 
about how to interpret the criteria established by legisla-
tion (e.g., ‘unbearable suffering’). The lack of specificity 
on MAiD regulations requires individual interpretation, 
which can be difficult, according to studies from mul-
tiple countries [6, 32, 42, 44–47]. This situation leaves 
room for the incorporation of personal perceptions, val-
ues, and understandings of the criteria that can be more 
restrictive than the law and disturbing for health profes-
sionals, as our results show. Therefore, CS participants 
might need some exchange of impressions from their 
colleagues that confirms patients’ narrative, diagnosis, 
and the suitability of the request. Moreover, uncertainty 
is also epistemic: In light of some health conditions 
with a descriptive prognosis, they fear a possible range 
of errors in predicting foreseeable death (e.g., requests 
due to neurodegenerative diseases in their intermediate 
states with no current cure, although some new treat-
ment may be discovered in the future). In such cases, 
patient autonomy can be undervalued in the profession-
al’s search for “objectivity” in decision-making processes. 
These findings were consistent across countries with 
older and newer legislation, demonstrating the need for 
healthcare professionals to learn and adapt to providing 
MAiD [4, 6–8, 30–34, 42, 46, 47].

Strengths and limitations
These significant findings have been made possible 
thanks to the use of a qualitative methodology, which 
allows for a more in-depth and rich analysis of profes-
sionals’ responses than other methods. The study pro-
vides descriptive information on hitherto unknown 
results and gives a philosophical analysis to interpret 
them. Nevertheless, it does have some limitations. 
Although the results are promising and fill a gap in the 
current knowledge, they can only be extended to parts of 
the country (i.e., urban areas are more represented than 
rural ones). The use of convenient samples has the limi-
tation that findings cannot be easily generalized to other 
populations [48]. It would therefore be interesting to 
complement these results with a quantitative study. We 
conducted the study in 3 of the 17 Spanish autonomous 
communities. A national study of all autonomous regions 
would therefore be interesting in order to be able to com-
pare results.

One-third of the professionals we interviewed belonged 
to the conditioned profiles, so it is essential to keep ana-
lyzing which destabilizing factors or topics may generate 
ethical dilemmas (e.g., type of suffering, treatment alter-
natives, type of relationship with patient, mental health, 
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or other forms of social support) and lead them to reject 
their participation in MAiD. Searching for common trig-
ger cases and conflicts that can arise would help address 
areas that require more debate, consensus, and guide-
lines on how to act, avoiding certain obstacles regarding 
patients’ access to MAiD.

Finally, most of the interviewees were professionals 
from the public healthcare system (which provides 99% 
of MAiDs). However, there could be noteworthy differ-
ences between the public and private contexts, especially 
considering that most of Spain’s private and semi-private 
healthcare institutions are religiously oriented. Further 
research is required to glean a more in-depth knowledge 
of professionals’ discourses and the potential influence of 
their workplace on their attitudes and practices. There is 
an urgent need to debate the different models of morality 
currently in existence.

Conclusions
Healthcare professionals display a variety of positions 
regarding MAiD. We found four analytical discourse 
profiles that affect professionals’ participation in the 
practice: Full Support (FS), Conditioned Support (CS), 
Conditioned Rejection (CR), and Full Rejection (FR). 
These profiles are determined by different interpreta-
tions of or a lack of consensus on four core ideas: End-
of-life care, religion, professional duty and deontology, 
and patient autonomy. These ideas can intersect, which 
means that participants’ positions on MAiD are multi-
causal and complex. One way to explain these results is 
by considering care ethics and feminist epistemology 
of morality to distinguish which moral models underlie 
each position.

On the one hand, we find an external authority (legal 
or deontological) that must be applied in all cases. FS 
participants follow a legal external authority. They face 
no moral dilemma because the law already corresponds 
to their moral position. They understand that patients’ 
wishes should be fulfilled, and that it is their respon-
sibility, part of the continuum of care. In contrast, FR 
participants follow a deontological moral authority, and 
claim that hastening death goes against the deontologi-
cal code. The code is considered a universal guidance 
system for all moral agents in all moral circumstances, 
with independence of time, clinical context, or differ-
ences between societies. According to this view, they 
may recognize patients’ autonomy, but do not feel 
compelled to act according to it. They understand this 
moral conflict in terms of an opposition between indi-
vidual rights.

On the other hand, the more moderate or ambiva-
lent profiles (CS and CR) show a greater use of inter-
nal sources of moral reasoning. Rather than giving full 

authority to the deontological code or the law, their own 
moral reasoning plays a crucial role in every case they 
come up against. They tend to embrace the chance of 
different outcomes when facing a moral dilemma due 
to particular and contextual factors and case-by-case 
decisions. Thus, their active participation in MAiD can-
not be predicted. CR, FS, and CS profiles might display 
a more relational conception of autonomy, considering 
their patients’ wills inserted in a network of needs, pref-
erences, values, and relationships that they need to watch 
out for. Patient autonomy is essential to the CS profile, 
but it is sometimes nuanced by extra safeguards as they 
might have a more restrictive interpretation of the cri-
teria established by law. In the case of CR, when facing 
a long-lasting relationship with a patient and no alter-
natives left to alleviate suffering, they will also consider 
exceptional participation in MAiD.

All the aforementioned show that there is ultimately 
no agreement but rather a coexistence of plural moral 
perspectives regarding MAiD among healthcare profes-
sionals. Instead of focusing only on the traditional and 
categorical for and against positions, there is a need to 
work on conditioned profiles, which can play a key role 
in the implementation of the law in Spain. Comprehend-
ing which cases are especially difficult to evaluate, or 
which aspects of the law are not easy to interpret and 
lead to uncertainty, will help in developing new strate-
gies, creating supplementary assessment for healthcare 
professionals, clarifying the legal framework, or guiding 
moral reasoning and education. Not addressing these 
topics would result in unpredictable non-participations 
in MAID and, thus, barriers to a patients’ right that the 
State must guarantee and provide. Finally, we advocate 
for ethical and policy frameworks to embody a more 
relational perspective, since it can contribute to a better 
moral understanding between healthcare professionals 
and patients.
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