Euthanasia

References

1. Pastrana T, Junger S, Ostgathe C, Elsner F &
Radbruch L. A matter of definition: key elements identified in a discourse analysis of definitions of palliative care. Pall Med, 2008; 22:
222-232.
2. Meeker MA, McGinley JM & Jezewski MA.
Metasynthesis: dying adults’ transition process
from cure-focused to comfort-focused care. J
Adv Nurs, 2019; 75: 2059-2071.
3. World Health Assembly. Strengthening of palliative care as a component of integrated treatment throughout the life course. 67th World
Health Assembly, 2014.
4. Gomez-Batiste X & Connor S. Building Integrated Palliative Care Programs and Services.
Worldwide Hospice and Palliative Care Alliance, 2017. https://www.thewhpca.org/resources
5. Smith TJ, Temin S, Alesi ER, Abernethy AP,
Balboni TA, Basch EM, Ferrell BR, Loscalzo M,
Meier DE, Paice JA, Peppercorn JM, Somerfield
M, Stovall E & Von Roenn JH. American Society of Clinical Oncology Provisional Clinical
Opinion: The Integration of Palliative Care into

Standard Oncology Care. J Clin Oncol, 2012;
30: 880-887.
6. Virdun C, Luckett T, Davidson PM & Phillips
J. Dying in the hospital setting: a systrmatic review of quantitative studies identifying the elements of end-of-life care that patients and their
families rank as being most important. Pall Med,
2015; 29: 774-796.
7. Beach MC, Inui T & the Relationship-Centered Care Research Network. Relationshipcentered care: a constructive reframing. J Gen
Intern Med, 2006; 21: S3-8.
8. Byock I. Dying Well: peace and possibilities at
the end of life. Riverside Books, New York, 1997.
pp. 299.
9. Mannix K. With the End in Mind: how to live
and die well. William Collins, London, 2017. pp.
342.
10. Block S. in: Gawande Atul. Being Mortal: illness, medicine and what matters in the end. Profile Books, London. 2014, pp. 182-183.
11. Jacobsen J, Jackson V, Dahlin C, Greer J, PerezCruz P, Billings JA, Pirl W & Temel J. Components of early outpatient palliative care consul-

tation in patients with metastatic nonsmall cell
lung cancer. J Pall Med, 2011; 14: 459–464.
12. Twycross R. Factors involved in difficult-tomanage pain. lnd J Pall Care, 2004; 10(2):21-32.
13. Knaul FM, Farmer PE, Krakauer EL, De Lima
L, Bhadelia A, Kwete XJ et al. Alleviating the
access abyss in palliative care and pain relief:
an imperative of universal health coverage: the
Lancet Commission report. Lancet, 2018; 391:
1391-1454 (Panel 2). http://dx.doi.org/10.1016/
S0140-6736(17)32513-8ing the n alliative care
14. World Health Organization. WHO guidelines
for the pharmacological and radiotherapeutic
management of cancer pain in adults and adolescents. WHO: ISBN 978 92 4 155039 0 (available on-line).
15. Youngson R & Blennerhassett M. Humanising
healthcare. Brit Med J, 2016; 355: 466–467.

Robert Twycross DM Oxon, FRCP Lond.
Emeritus Clinical Reader in Palliative
Medicine, Oxford University, UK
E-mail: rob.twycross@spc.ox.ac.uk

The “Normalization” of Euthanasia in Canada:
the Cautionary Tale Continues

Leonie Herx

Margaret Cottle

John Scott

In June 2016, Canada legalized euthanasia
and assisted suicide, which legislators referred to collectively as “Medical Assistance
in Dying” (MAiD). In Sept 2018, an article

was published in this journal summarizing
the early impacts of legalized euthanasia on
Canadian medicine [1]. In October 2019,
the World Medical Association (WMA)

reaffirmed its opposition to euthanasia and
assisted suicide [2]. We propose in this article to update colleagues around the globe
on consequences of the rapid expansion and
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cultural normalization of the practice of intentional termination of life in Canada.
This paper will balance recent portrayals in
the popular and medical media that imply
only a positive impact as a result of the introduction of euthanasia into Canada’s health
system [3–4]. Evidence will be presented to
demonstrate that there are significant negative and dangerous consequences of this
radical shift for medicine, and particularly
for palliative medicine. These include the
widening and loosening of already ambiguous eligibility criteria, the lack of adequate
and appropriate safeguards, the erosion of
conscience protection for health care professionals, and the failure of adequate oversight, review and prosecution for non-compliance with the legislation. Indeed, what
we have seen over the past four years is that
“the slope has in fact proved every bit as
slippery as the critics had warned” [5]. We
also seek to reaffirm the vision of the physician’s role “to cure sometimes, to relieve often and to comfort always.”

How Many People Undergo
Euthanasia in Canada?
In just under four years, the number of
euthanasia deaths has rapidly increased in
Canada. New statistics released by the federal government on February 24, 2020, show
that 13,000 people have died by euthanasia
since the legalization of the practice, which
represents approximately 2% of all deaths
in Canada. The government estimated
that there were 5,444 deaths in 2019 and
4,438 deaths in 2018 from euthanasia [6].
In comparison, Statistics Canada reported
1,922 deaths in motor vehicle accidents for
2018, the latest year for which statistics are
available [7]. Euthanasia proponents argue
that the Canadian death rate should stabilize at a level comparable to other jurisdictions with equivalent legislation, such as
the Netherlands where euthanasia now accounts for 4.9% of deaths [8]. However, it
is troubling that Canada’s rate has increased
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more rapidly than other permissive jurisdictions over a similar initial time period, and
that our rates are quickly approaching current rates in the Netherlands and Belgium,
where euthanasia has been legal for almost
20 years.

Expansion of Euthanasia
Practice and Legislative
Changes
In addition to the increasing numbers of
cases, there is also an expanding range of
indications approved for euthanasia. In four
years, Canada has moved from approving
euthanasia for so-called “exceptional” cases
to euthanasia being treated as a normalized,
almost routine, option for death.
Ongoing court challenges to legislative requirements for euthanasia have resulted in
its approval for individuals with chronic illnesses such as osteoarthritis, dementia, and
physical disability [9, 10, 11, 12]. Media
reports point to less restrictive interpretations of eligibility criteria by assessors and
providers of euthanasia without intervention from the courts [13, 14]. These precedent-setting cases have produced what
euthanasia providers themselves call “not an
expansion of our law” but “a maturing of the
understanding of what we’re doing” [12].
This, in turn, has led providers to approve
cases they would not have previously approved due to earlier fears of criminal prosecution [15]. Although reports of criminal
code and regulatory body violations have
been well documented [16, 17], no charges
have ever been laid.
In September 2019, a Quebec Superior
Court ruling on the Truchon case [11]
struck down a central euthanasia criterion
for “reasonably foreseeable natural death”
(RFND) which may soon open up euthanasia to those with chronic conditions, disabilities and mental health issues as a primary diagnosis. The Federal Government

is committed to expanding the legislation
and, on February 24, 2020, tabled a new bill
in Parliament to respond to the Truchon
case ruling to remove the requirement for
RFND [18]. In the near future, euthanasia
in Canada will almost certainly be open to
any person who feels their suffering cannot
be addressed except through intentional
termination of life. As mandated by the
2016 legislation, the Canadian government
is continuing to explore the additional inclusion of those with mental health issues
as a primary diagnosis, “mature minors” (i.e.
children), and euthanasia by advance directive (for those who may lose decisional capacity at some point in the future) as part of
a parliamentary review expected to begin by
June 2020 [19].
Even those who support euthanasia in some
circumstances are voicing concerns over
the rapid expansion of the procedure in
Canada, and a problematic lack of proper,
robust analysis of its utilization [20]. Many
who care for citizens with mental health
issues are extremely concerned, not only
that psychiatric conditions may be considered “irremediable” by some, but also that
if psychiatric indications are permitted as
the sole reason for euthanasia, these patients could possibly have euthanasia performed almost immediately, whereas the
wait time can be years for specialized, lifesaving psychiatric interventions and care
[21]. The lack of access to psychiatric care
in Canada is also putting patients who are
facing an end of life diagnosis in an even
more dire situation [22], given the high
risk for suicide in this population [23, 24].
Euthanasia deaths are now serving as a
growing source of organ and tissue donations in Canada [25]. Unlike other countries, Canada is the first jurisdiction to allow
non-patient-initiated discussion of organ
donation for those approved for euthanasia. In other jurisdictions where euthanasia
is legalized, including the Netherlands and
Belgium, only patient-initiated organ donation discussion is allowed, while in some
29
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urisdictions, including Switzerland and
some U.S. states, subsequent organ donation
is not possible following assisted suicide.
Having the potential to alleviate the suffering of another person in need or to leave a
legacy appears to be a powerful motivator
in the decision for organ donation as part
of death by euthanasia [25]. One individual
who donated her organs after euthanasia
stated, “I thought the knowledge of having
full autonomy by way of MAiD was comforting, but, when the possibility of organ
donation was added to it, the sense of elation
is the only appropriate word for me.” [25].
Given that most requests for euthanasia
are due to existential suffering, in particular
feeling a burden to others and loss of meaning and purpose in life [26], the potential
“good” of organ donation may be a persuasive incentive for some who may otherwise
not have chosen to hasten their death.
Euthanasia providers are now making recommendations to add drugs (e.g., potassium chloride) to the existing regimen which
will cause rapid cessation of cardiac activity
and reduce the potential for ischemic damage to organs to be transplanted. The rationale for the change is that it “allows organs
to be donated in the best condition possible”
[27]. Questions are also being raised about
starting organ procurement processes prior
to death being determined which would
also allow organs to be donated in “the best
condition possible” [28]. There are a number
of difficult issues that arise when considering organ donation in these circumstances,
including conscientious objection of team
members involved in transplantation, the
“dead donor” rule, and informing potential
recipients of the source of the organs to be
transplanted.
More evidence of the normalization of euthanasia can be seen in the recent set of tips
published on how to prepare children for a
euthanasia death of a loved one. The author,
Co-Chair of the Ontario College of Family
Physicians Palliative/End of Life Care and
MAiD Collaborative Mentoring Network,
30

recommends, “if the adults surrounding
them normalize MAID [sic], so will the
children” [29]. Medical literature regarding
children, death and grieving was used to extrapolate approaches to the euthanasia context. Tip #5 states that these conversations
can easily be had with children as young as
four years old. Tip #6 suggests that euthanasia providers should offer to show your
equipment (syringes, stethoscope, IV supplies). For example: “I have a tray with the
things I will use to help your loved one die.
These include medications and syringes.
I am going to leave them on the table and if
you would like to take a look you can. I will
stand beside the table and you can ask me
any questions” [29].

Euthanasia Due to Lack of
Access to Care or Lack of
Perceived Quality of Life
Examples are mounting of Canadians requesting euthanasia because of lack of access
to care, such as long-term care or disability
supports [30, 31]. A significant number of
reports have documented cases in which individuals have been told by health care professionals and others to consider euthanasia
as an “answer” to a perceived poor quality of
life or a lack of health care resources to meet
their needs. Motivation for these decisions
and suggestions appears to include the cost
of care or specialized supports [32, 33].
Following the Quebec Superior Court ruling on the Truchon case [11], over seventy
Canadian disability allied organizations
came together out of concern for the equality rights of vulnerable Canadians, and
signed an open letter asking the federal government to appeal the court ruling to the
Supreme Court of Canada [34]. A similar
open letter [35], urging an appeal in the
same case, was signed by over 350 physicians from all specialties across Canada. No
appeal was made. These disability experts
and physicians argued that the removal of

the end of life criterion (RFND) means that
disability-related suffering, largely caused
by lack of support and societal inequality,
justifies the termination of a person’s life.
When the legislation is amended, this will
effectively enshrine in Canadian law the
principle that a person’s life can be ended
based on disability alone, further stigmatizing and devaluing the lives of those living
with disabilities.
Disability advocates continue to express
alarm at the evolving situation in Canada,
and Catherine Frazee (former Human
Rights Commissioner in Ontario and retired professor in Disability Studies) points
to the hidden message being conveyed by
government, that “expanding medically assisted death so that it is not only for those
who are dying, but also, exclusively, for those
who have some illness, disease or disability,
makes us a ‘special case’ for ending a difficult
life. This categorically sends one and only
one message: we are not needed. Whatever
gifts we bring to the world, gifts of mind
and heart and body, are not of such value
that Canada will fight for us to live” [36].
International attention was garnered last
year when the UN’s Special Rapporteur on
the Rights of Persons with Disabilities traveled to Canada in the spring of 2019. In her
end-of-mission statement, Ms. DevandasAguilar stated that she is “extremely concerned about the implementation of the
legislation on medical assistance in dying
from a disability perspective…” and she
urged Canada to do more to “…ensure that
persons with disabilities do not request assistive [sic] dying simply because of the absence of community-based alternatives and
palliative care” [37].

“Safeguards” for Euthanasia
The Supreme Court of Canada, in the case
of Carter v. Canada (2015), that originally
led to the decriminalization and subsequent
legalization of euthanasia, stated that a
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“carefully designed and monitored system
of safeguards” would limit risks to vulnerable persons [38]. The safeguards in the
subsequent 2016 legislation [39] include
a mandatory ten-day reflection period between the request and the euthanasia procedure, the independent nature of the two
eligibility assessors, the requirement for
decisional capacity of the patient at the
time of the request and at the time of the
procedure, protection against coercion by
requiring two independent witnesses, and a
rigorous system of monitoring and review.
Currently, the ten-day reflection period is
often waived, and the newly proposed legislation would formally repeal this requirement [18]. In one cohort study of euthanasia
deaths in Ontario, 26% of euthanasia deaths
had the ten-day reflection period expedited
[40]. In Quebec, it has been reported that
60% of euthanasia cases had the ten-day reflection period waived and, of these cases,
48% did not meet the criminal code criteria
for removal (i.e., imminent risk of death or
imminent loss of decisional capacity) and
26% had no documented reason for waiving
the reflection period [41].
Compliance reports from Quebec have also
documented concerns about the “independent nature” of assessors [17]. In our personal experience, the assessors are in reality
not always independent. Assessors are often
colleagues belonging to a small community
of providers who practice euthanasia. The
second assessor can see the first assessor’s
report prior to seeing the patient or writing their own report. There are also no data
about how often a second assessor disagrees
with a first assessor, or how many different
assessors an individual seeks out, since there
is no limit to the number of assessments that
can be obtained. An individual patient only
needs two approved assessments. A study
from Belgium, which deals with euthanasia
for psychiatric reasons, suggested that 24%
of cases involved disagreement amongst
consultants, highlighting the challenge of
discordant assessments [42]. Although the
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current and proposed initial amendments
to the euthanasia legislation in Canada (response to the Truchon case) do not permit
euthanasia for psychiatric reasons alone, this
indication is under formal review [19] and
there is considerable public pressure for its
legalization from those who wish to see this
expansion [43].
We also note that it is difficult, even in
person, to determine decisional capacity
or possible coercion, especially if a case is
complicated. In Canada, both telemedicine
(video) and telephone (voice) are allowed
to be used for euthanasia assessments. Determination of a person’s decisional capacity is not straightforward and may require
advanced skills and tools [44], but there are
no formal requirements for training to assess decisional capacity and no requirement
for psychiatric consultation in complex
cases. Many physician colleagues, ourselves
included, report personal experiences with
patients who, in their opinion, lacked decisional capacity at the time of the euthanasia
assessment and/or at the time of the procedure, and still received euthanasia even
though formal documented concerns had
been raised with the euthanasia providers.
Monitoring requirements include only basic
demographic information and are reviewed
in retrospect [45]. Information about race,
education, socioeconomic status, and language abilities is not collected, and there is
no direct oversight or mechanism to stop
the procedure if red flags are raised.
A group representing euthanasia providers, the Canadian Association of MAiD
Assessors and Providers (CAMAP) has
been calling for the abandonment of the
requirement for two independent witnesses
(established to ensure protection against coercion). They contend that this requirement
is a bureaucratic frustration that blocks
patient access. New legislation proposes
to reduce the number of witnesses to one
and would make it legal for that witness to
be the patient’s paid personal care worker

or health care provider [18]. There is also a
reasonable concern that the blanket misapplication of the so-called “duty to inform”
may soon suggest to all physicians that they
are required to offer euthanasia as an option
in every serious illness. If this is the case,
it will be impossible for physicians to avoid
the appearance, if not the reality, of coercion
for vulnerable patients who may already
feel they are a burden to others. Even supporters of euthanasia have already acknowledged there is no reliable way to measure
coercion [46].
Concerned Canadians continue to work
together to address the issue of safety for
vulnerable citizens. The Vulnerable Persons
Standard (VPS), initially developed in response to the Carter v. Canada decision,
is an internationally recognized evidencebased framework “that provides clear and
comprehensive guidance to law-makers
by identifying the safeguards necessary to
protect vulnerable persons within a regulatory environment that permits medicalassistance in dying” [47]. The VPS was
developed by a large body of advisors with
expertise in medicine, ethics, law, public
policy and the needs of vulnerable persons.
Despite the fact that the VPS has received
strong, broad-based, continuing support, it
has been completely ignored by every level
of government.
It is also important to note that, during the
legalization process, access to palliative care
was positioned as a “safeguard” for euthanasia. However, in reality, less than 30% of Canadians have access to any form of palliative
care and less than 15% have access to specialized palliative care [48]. Many, including
Shariff and Gingerich, have questioned if
euthanasia can truly be an informed choice
if there is no meaningful access to palliative
care [49].
Although economic considerations may
not currently be driving the normalization
and expansion of euthanasia in Canada, it
cannot be denied that the procedure is sig31
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nificantly cheaper than rigorous, traditional
palliative care. The financial savings of euthanasia for the health care system in Canada have already been reported [50] and with
an aging demographic and diminishing fiscal resources, the option to save money in
this way may become increasingly acceptable to health care decision makers.

Confusion Between Palliative
Care and Euthanasia
Another ongoing issue is the confusion
and conflation of euthanasia with palliative
care. The use of the euphemistic terminology of Medical Assistance in Dying to refer
to euthanasia in Canada has exacerbated this
confusion in both the public and health care
spheres. Canadian palliative care organizations have argued against the use of such
language, affirming that palliative care provides support or “assistance» in dying to help
people live as fully as possible until their natural death, but does not intentionally hasten
death [51]. This assertion is also supported
by the longstanding World Health Organization definition of palliative care [52].
In spite of clear and repeated distinctions
made by national palliative care organizations and the Canadian Medical Association [53–56], there are ongoing efforts by
some euthanasia providers to incorporate
euthanasia within the scope of practice of
palliative care, and to co-opt palliative care
language to describe their euthanasia practice, “as one of the many items in the palliative care basket” [57, 58]. Linking the
two practices in this way misleads other
health care professionals and the public regarding palliative care. The 2019 Canadian
Guideline for Parkinson Disease is a recent
example [59]. Palliative care was commendably presented as one of the five key recommendations for the approach to care for
persons with Parkinson Disease. However,
euthanasia (as “MAiD“) was listed directly
under the banner of palliative care support
and was the only specific measure listed!
32

National Canadian palliative care organizations have expressed concern that
this confusion and conflation of euthanasia and palliative care perpetuates the
myth that palliative care hastens death
and that misconception may prevent patients from seeking timely palliative care
interventions which improve quality of
life and, in some cases, enable people to
live longer [60]. The Canadian Society
of Palliative Care Physicians has stated
that “patients and families must be able
to trust that the principles of palliative
care remain focused on effective symptom management and psychological, social, and spiritual interventions to help
people live as well as they can until their
natural death.” [53].
Dr. Balfour Mount, the “father” of palliative
care in Canada, recently stated that
Canadian legislation utilizes the euphemism ‘medical assistance in dying’ (MAiD)
to define euthanasia/assisted suicide and
that language has caused confusion concerning its distinction from Palliative Care.
For over four decades, Palliative Care has
been providing expert medical management
to assist and support those who are dying
without hastening death or administering a
lethal dose of drugs to end life. The MAiD
euphemism confuses and causes fear in our
patients and the general public regarding
the practice of Palliative Care and the nature of Palliative Medicine [61].

Impact on Palliative Care
The 2016 Federal legislation positioned euthanasia (MAiD) as a health care right under the Canada Health Act, and so it must
be publicly funded and accessible to all Canadians [39]. Palliative care, however, is not
afforded such status and there is no similar
requirement for it to be funded and accessible to Canadians. This is highly inequitable
since almost 98% of deaths in Canada are
not through euthanasia [6].

Euthanasia proponents continue to co-opt
the vocabulary and tools of palliative care
to create a new discipline of “end of life
medicine” with a radically different philosophy, intention and approach that embraces hastened death as the “most beautiful
death” [3]. Under this banner of “end of life
care,” existing palliative care resources are
being used in some jurisdictions to provide
euthanasia, effectively reducing already limited resources for palliative care. This is the
case in Ontario where, in some regions, the
community Hospice Palliative Care Nurse
Practitioners were given the additional role
of providing euthanasia [62–63]. The assessment for and provision of euthanasia by
physicians in Ontario are billed to the Ministry of Health using palliative care billing
codes, despite the objections of palliative
care physicians [64]. The very distinct and
disparate goals and procedures followed by
euthanasia teams and palliative care teams
make it reasonable and advisable to separate
the two practices. This separation should be
accepted without acrimony or contention as
it is in the best interests of patients, their
families and the teams themselves.
The impact of normalized euthanasia on
our day-to-day clinical work in palliative
care has been profound. When someone
expresses a desire to die or a desire for hastened death (for example, “I just want this
to be over…”), there can now be a knee-jerk
reaction to consult the euthanasia team as
a first response and neglect what palliative
care has to offer. Until now, the standard of
care has been to engage the patient in serious dialogue, to try to understand the nature
of their suffering and grief expression more
fully, and to determine what supports might
be helpful. In palliative care, it is universally
accepted that expressing a desire to die and
talking about hastening death are most often normal expressions of grief, loss and
coming to terms with one’s mortality in the
face of a life-threatening condition. Such expressions of distress need to be explored and
supported with skilled palliative care interventions to better understand the nature of
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the suffering and how to address this, and/or
to accompany the person in their suffering.
There are many holistic, dignity-conserving
palliative care interventions such as Dignity
Therapy [65], developed by renowned Canadian palliative care psychiatrist Dr. Harvey
Chochinov, which are aimed at restoring
purpose, meaning, and reframing hope in
the face of the losses that accompany lifethreatening illnesses. Such therapies help a
person and their loved ones to focus on living, even while dying, and provide support
to accompany people on their journey, so
they do not feel abandoned or alone.
There is no mandatory palliative care consultation prior to euthanasia. The only requirement is that a patient is aware of all
options for care (informed of all means to
relieve suffering, including palliative care).
Awareness is not the same thing as meaningful access, and what a person understands
palliative care to be may influence the person’s understanding of what palliative care
has to offer. The Chief Coroner of Ontario,
who receives all reports of euthanasia cases
in the province, has identified that it is very
difficult to evaluate the quality/suitability of
the palliative care being offered to patients
who receive euthanasia [66]. Our own personal experience is that many patients and
health care professionals, including some
euthanasia providers, do not fully understand palliative care and its extensive array
of therapeutic interventions.
It is also our experience that, although palliative care teams offer to provide ongoing
palliative care for patients who request a euthanasia death, a number of these patients
reject palliative care involvement. These
patients often refuse many of the medications offered for optimizing symptom management, citing fear that the medications
will cause them to lose decisional capacity
and therefore their eligibility to receive euthanasia. Tragically and paradoxically, this
may result in the last days of life awaiting a euthanasia death being more highly
symptomatic, and patients may have eu-
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thanasia without ever having a proper trial
of excellent palliative care, even where it is
available. A Quebec study found that in patients requesting euthanasia, 32% of those
who received a palliative care consultation
had it requested less than seven days before euthanasia provision and another 25%
of palliative care consults were requested
the day of or the day after the euthanasia request [41]. With the removal of the
ten-day reflection period from euthanasia
request to delivery of the procedure in the
proposed revision for euthanasia legislation
[18], the reality of a meaningful palliative
care consultation seems even less likely.
Downar et al (2020) state that 74% of euthanasia cases in Ontario had palliative care
involved, however, the reporting measures
used during the study period do not allow
for a detailed evaluation of the quality of
medical care provided, including palliative
care, as it is not within the legislated requirements for oversight by the Office of
the Chief Coroner to review or collect this
information [66]. It is thus not possible
to delineate or evaluate either the quality
or quantity of palliative care involvement,
when it occurred in relation to the request
for euthanasia (the study only documented
that there was involvement at the time of
request), which palliative care team member provided it (e.g. physician, nurse, or
social worker, etc.) or whether there was
any meaningful involvement by a specialist
palliative care team. A number of detailed
responses outlining the significant problems
with the conclusions made in this paper
have already been published online [40].
Strong lobbies are pushing for euthanasia to
be available in every palliative care unit and
hospice in the country [67]. In many areas,
euthanasia is required to be provided in all
settings of care in order to avoid the withdrawal of public funding. Hospice societies
who fundraise to build the buildings and
co-support the day-to-day costs of specialized hospice care are also being mandated
to provide euthanasia on site or face closure.

Hospices and faith-based institutions are
criticized for “blocking access” to euthanasia, even where access is documented to be
excellent [68].

Protection of Conscience
for Physicians
Participation in euthanasia is also a great
concern for physicians who are professionally and/or morally opposed to it. Some
physician regulatory bodies require participation via a mandatory referral for euthanasia by physicians unwilling to provide the
procedure themselves. For some physicians,
such an obligation makes them complicit
in an act they find not clinically indicated,
unethical, or immoral. This happens in
Ontario, Canada’s largest province, where
the College of Physicians and Surgeons of
Ontario has mandated such an “effective
referral” requirement [69]. Physicians who
decline to do this could face disciplinary action such as the loss of the license to practice
medicine. The Ontario courts have agreed
that the requirement for referral violates
the conscience/religious rights of physicians
(which are protected under the Canadian
Charter of Rights and Freedoms) but justifies the referral requirement to “ensure access» to euthanasia for patients, despite no
documented lack of access in Ontario [70].
This is the very first time in Canada that the
burden of ensuring access to other parts of
the health care system has rested on the individual physician.
As previously discussed, euthanasia proponents are now suggesting that doctors
must introduce euthanasia as an option to
all potentially eligible patients as a so-called
“duty to inform” [71]. However, in no other
clinical situations are physicians required to
discuss all potential options and procedures
if they determine that those options are not
medically indicated [72–74].
Some euthanasia providers are now refusing to become the “Most Responsible
33
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 hysician” (MRP) via a transfer of care
P
prior to or during the euthanasia procedure.
One of the authors on this paper has directly experienced this at their local hospital.
Personal written communications have also
reported this practice happening at other
hospitals across Canada. In addition, some
euthanasia providers are refusing to accept
patient transfers from palliative care units
and hospices. These strategies profoundly
damage collegiality and may force physicians unwilling to collaborate in euthanasia
(professionally or morally) into an ethical
crisis, compelling them either to remain the
MRP, formally approving euthanasia and
responsible for all aspects of care for the
patient and family, or to refuse to approve
it and face contrived accusations of having
obstructed patient access.

solely on the principle of autonomy as justification for euthanasia [77]. But, in Canada,
the delivery of euthanasia is anything but an
autonomous act. By design, it involves one
or more other individuals. Many individuals and health care and community services
commonly participate in each death, sometimes against their better judgment and
possibly even against their will.

Palliative care clinicians have a high level of
burnout [75–76], and the perceived lack of
control over the scope of practice and forced
participation in something that goes against
their convictions about the very core of their
vocation may be contributing to increasing moral distress and moral injury. This is
reflected in colleagues who come to us on a
daily basis to share experiences of repeated
distress from euthanasia cases. Even colleagues who support euthanasia in some circumstances have reported experiencing this
serious distress at times. Moral distress and
moral injury manifest as early retirements,
leaves of absence, and career changes by physicians who will no longer provide palliative
care due to the expectation that euthanasia is
included in the scope of practice. Additional
moral distress is experienced by some palliative care leaders when health region administrators arbitrarily put euthanasia administration and oversight into the “end of life
care” portfolio. The probable loss of palliative
care physicians from the workforce at a time
when even more clinicians are needed is in
part a direct consequence of such stressful
situations and heavy-handed measures.

In less than four years since the legalization
of euthanasia in Canada we have witnessed
• rapid increase in rate of death by euthanasia (now estimated to be 2% of all deaths
and expected to rise further) – a rate of
growth over 3 years that has surpassed all
other permissive jurisdictions
• the loosening of eligibility criteria by assessors and courts and the weakening of safeguard mechanisms in existing legislation
• the imminent expansion of euthanasia through legislative revision, despite
strong opposition from citizens in the
disability community, mental health professionals, palliative care clinicians and
public policy leaders
• the failure of federal and provincial governments to designate palliative care as a
right and to provide access to palliative
care that is at least as robust as access to
euthanasia
• the confusion and conflation of palliative
care with euthanasia; and
• the erosion of conscience protection for
physicians and other health care professionals leading to coerced participation
and demoralization.

Proponents of euthanasia use the phrase
“my life, my death, my choice,” which calls

These formidable challenges faced by physicians and patients in our difficult Canadian
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While palliative care has so far been on the
forefront of the euthanasia experience, the
coming expansion of the legislation that will
allow euthanasia for suffering due to any illness, condition or disability, will have a much
broader impact on physicians from all medical disciplines, as well as on other health care
professionals. There will be very few areas
of medicine that euthanasia does not touch.

experience should not lead to discouragement but should instead inspire a reaffirmation of the commitment to traditional,
whole-person medicine. Patients, loved
ones, clinicians, and even society in general are all deeply enriched when palliative
teams use our expertise to show compassion through excellent clinical care in an
on-going, committed relationship with
each patient, no matter how difficult the
circumstances or how complicated the issues. Suffering — pain, fear, loss of control,
sense of burden—is not solved by hastened
death, but by this excellent care, delivered
in a community and a society that honours
and protects our most vulnerable citizens at
the most difficult times in their lives. Euthanasia is not the panacea that proponents
promise. Its legalization and subsequent
rapid normalization have had serious negative effects on Canadian medicine and on
Canadian society as a whole. We urge the
WMA and our colleagues around the world
to look beyond the simplistic media reports
and to monitor developments in Canada
carefully and wisely before making any
changes in their own country’s legal framework for medical practice.
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Appeal for Policy Promotion
To our President
and I counsel against it when the subject arises.
Rather, I try to discover the reasons underlying
my patient’s request, in order to see how I can
ethically help them with these.) In conversation with them, I have found it very helpful
to point out that the World Medical Association has repeatedly stated that physician
involvement in euthanasia is unethical, and
that since the WMA has over 100 constituent national medical associations, we in
Canada are “the odd man out” of the worldwide medical profession.

Terence McQuiston
Dear colleagues, I was a co-author of the article Euthanasia in Canada – a Cautionary
Tale, published in the World Medical Association Journal September 2018, Vol. 64
#3 pp. 17-23, although today I am writing
only on my own behalf.
I am writing to you to plead for a fresh
start by the WMA leadership to promote
the WMA’s vision of medical care without
euthanasia.
To this end, I believe that in addition to
maintaining its prohibition of euthanasia by
physicians, the WMA needs now to explain
publicly its reasons for this, and these reasons need to be on the WMA website along
with a prominent display of the policy.
My patients live in retirement residences
and therefore include many who think
about euthanasia for themselves now that in
Canada it is legal, increasingly frequent, and
increasingly seen as normal in the health
care system and in society in general. (I personally never suggest euthanasia to a patient,
38

In light of the continuing creep of euthanasia in the Western World, I feel an urgency
to present to you a proposal to promote the
WMA’s wise policy and ethics statements
on the subject. I believe we need to actively promote the WMA policy not only
in countries such as my own whose medical
associations have already succumbed to the
euthanasia activists, but also in other countries where cultural and political pressures
are mounting to make euthanasia both legal
and expected of the medical profession. The
WMA’s existing policy statements prohibiting euthanasia are valuable, but would be
more effective if the reasons for them were
explained. If explained, I think that the
WMA’s policy could have much more traction in Western countries.

Why do we say that euthanasia
by physicians is unethical?
Regrettably, when I searched through
the WMA website’s policies and archives
I found nothing on this question. The reaction of many people, especially the welleducated, if they hear about the WMA’s
policy will be to say, “That’s interesting, but
why does the WMA say that?” The WMA’s
reasons are not obvious to them, and that
is so with many of my medical colleagues

as well. They perceive the WMA’s position
as merely conservative, and the WMA as
a milieu in which Hippocrates is struggling to catch up to the twenty-first century. Personally, I think they are tragically
mistaken. I think there are good reasons for
physicians to abstain from euthanasia, and
that these reasons are just as pressing today as they were twenty-four centuries ago.
I gather that suicide assistance did occur in
the Greece of Hippocrates’ day, but we have
no evidence that he or his disciples were
political reformers. Rather, their position
seems to have been that suicide assistance
was not their role, that it was inconsistent
with medical care. As in Hippocrates’ day,
there are reasons for the medical profession to abstain from euthanasia that apply
no matter whether the larger society wants
it. While there are reasonable concerns that
the option of euthanasia in our clinical work
harms the doctor-patient relationship, I believe there are also reasons for concern that
euthanasia in the health care system harms
society as a whole.
I would therefore submit for the WMA’s
consideration the following as reasons that
society, even if it has decided to approve euthanasia for its citizens, should not delegate
the adjudication or execution of euthanasia
requests to its physicians.

Euthanasia in the Health Care System
Even if Society has Decided that it
Wants Euthanasia, why Should it Keep
its Health Care Workers, Especially
its Physicians, out of Euthanasia?
First – Magistrates would do a better job
than physicians in adjudicating euthanasia
applications.
Unless society decides to legalize euthanasia
on demand, any legalization of euthanasia
will try to define some restrictions on the
practice. Therefore, as a practical necessity
the legislation will need to construct an application process and to appoint someone to
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adjudicate the applications. So far all euthanasia laws in whatever jurisdiction have assigned the job of adjudication to physicians.
However, I would contend that physicians
are a poor choice for this role. It involves
legal decision-making, which is different
from clinical decision-making. We, physicians, are trained for and experienced in
the latter, but not the former. There are no
medical indications for euthanasia. Euthanasia is not at its base a medical act. Rather,
it uses simple medical technology to accomplish a non-medical end. Euthanasia is
a new activity for our societies and needs to
be framed uniquely, distinct from all other
activities such as health care.
Predictably we are seeing a great variation
in physicians’ responses to euthanasia application. This variation looks arbitrary to
the public, so it breeds disrespect for the law
and emboldens both patients and physicians to skirt the law.
In 2009, the Human Rights Committee of
the United Nations Covenant on Civil and
Political Rights investigated Dutch euthanasia practice and expressed concern “at the
extent of euthanasia and assisted suicides
....... a physician can terminate a patient’s
life without any independent review by a
judge or magistrate to guarantee that this
decision was not the subject of undue influence or misapprehension.” Evidently, they
did not consider review by a second physician to be an adequate safeguard.
Second – Execution of approved euthanasia
applications does not need a physician.
Instead, other individuals can be licensed
to perform euthanasia. The knowledge and
skill set needed to kill someone painlessly is
remarkably simple. A High School graduate could easily be trained for this in two to
four weeks.
Third – The effectiveness of the health care
system suffers when euthanasia is introduced in it.
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A – The presence of euthanasia in the health
care system erodes public confidence in
the health care system, especially in its physicians, that they can be trusted to care in
all circumstances, and never to harm. We
have seen evidence of this problem in the
Dutch experience. Indeed, this came out at
the WMA General Assembly in Reykjavik,
where it was reported that Dutch patients
receiving health care in Germany often carry cards saying, “I do not wish to be killed.”
In a fiduciary doctor-patient relationship,
the patient’s trust in the physician is vital to
the relationship’s optimum function. How
can patients receive maximum benefit from
their doctors if they don’t trust them not to
kill them?
B – The presence of euthanasia in the health
care system impairs the morale of health
care providers including, but not limited
to, physicians and nurses. We are human
beings, not robots. Quality clinical care
necessitates a caring, personal relationship
between care-giver and patient. To kill our
patient necessitates a certain hardening of
ourselves to cope with this horrible reality. Such hardening cannot be restricted to
the immediate euthanasia act. In our clinical work with other suffering or “hopeless”
patients we will inevitably be weighing in
our minds the question of whether killing
the patient would be in their best interest.
It is very difficult to be continually moving between the vision of classical medical
care (to cure sometimes, relieve often, and
console always) and the idea of killing this
person. It’s like continually shifting our car’s
gears back and forth, between forward and
reverse. This severely grinds the gears. It creates too much stress in us to cope with, so
we have to reduce the gear-shifting. We can
do this either by suppressing the “reverse” to
euthanasia, thus failing our society in its desire for euthanasia, or else by restraining the
“forward”, namely our professional calling
to give of ourselves to the maximum care
for patients in dire circumstances. Society
will therefore suffer in the quality of care it
gets from its physicians. Anecdotally I am

already seeing this in Canada, with physicians leaving palliative care, and difficulties
in recruiting new medical graduates for palliative care.
Perhaps you know of other reasons why
physicians should not involve themselves in
euthanasia. Unfortunately, although our ethics code includes “the utmost respect for human
life”, I don’t think this consideration will resonate strongly in our increasingly secular Western societies, but perhaps you are aware of other
reasons that might resonate with them.

Euthanasia in Society as a Whole
is this a Public Health Issue?
Should the WMA Address it as
Such that in the Public Square?
So far, I have written only about euthanasia’s effects on the health care system.
However, it can be argued that euthanasia is
also a public health issue (People do die from
it), and the WMA quite properly involves
itself in other public health issues.
Does the presence of euthanasia in a society’s culture result in significantly more
deaths than the euthanasia advocates originally anticipated or advocated for? Have we
“let a genie out of its bottle” in the words
of the Dutch Ethics Professor Theo Boer?
That is certainly what has been happening
in Canada, and in the Netherlands also,
I think. To quote from the then Professor
of medical ethics at the Free University of
Amsterdam, Dr. Henk Jochemsen, in an
open letter to Canadians in 2010 when our
parliament was first considering legalizing
euthanasia, “the practice of euthanasia in
the Netherlands is changing the doctor-patient relationship and the attitudes of society toward the severely disabled, elderly, and
terminally ill.” I see similar changes now occurring in Canada.
It should not come as a surprise that the
presence of euthanasia in a society’s culture
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will result in people being euthanized because they are sick, disabled, elderly, mentally ill, or in the last phase of their lives (i.e.,
“terminally ill”). Requests for euthanasia
from our patients and their families don’t
arise only from dispassionate philosophy
about end-of-life questions, but also from a
number of extra-rational factors including
suffering in many forms (physical, mental, and social – they’re lonely), fear of the
future, shame (“I’m just a burden to my
family”), and existential despair (“My life
has no meaning anymore.”) As euthanasia
becomes more public and commonplace in
society, cultural pressure to conform to its
ideology will inevitably increase.
Let us not imagine that we of the WMA
will succeed on the battlefront of medical
ethics while ignoring this issue of public
health. Therefore I ask, what should the

WMA be saying in the public square about
the effects of euthanasia in the broader culture of society, as an issue of public health?
The WMA has worldwide prestige. Its
messages become part of the cultural brew
and can make a difference. People still do
listen to what they hear their doctors saying. However, such a statement would need
to be supported by more data than I have
ready access to. Drawing from our networks,
who can supply us with the necessary studies and statistics on the WMA approach, as
you work on a statement about the ramifications of euthanasia on public health?
I plead with the WMA’s leadership to consider what I have written.

If we really want credibility for our euthanasia policy with physicians in the West,
let alone adherence to it, we must “unpack”
it. (Perhaps the WMA Workgroups on the
Patient-Physician Relationship and on the International Code of Medical Ethics could work
on this.)
Please also form a committee to look into
the public health ramifications of euthanasia, and develop an adequately researched statement on this matter. (Sooner
rather than later – the need is urgent.)
Terence McQuiston M.D.
Associate Member, WMA
Toronto, Canada

Please elaborate publicly your reasons for
declaring euthanasia by physicians to be
unethical.

This Month Consider Indoor Air Health
Most of us are spending more time indoors
this month. Many people do not know that
the air inside is usually dirtier than the air
outside, contributing to asthma and other
pulmonary complaints. The World Medical Association’s My Green Doctor program has a short guide to help your patients
improve indoor air quality, “Go Green at
Home to Prevent Asthma and Breathing
Problems” (Reading Time: five minutes).
You might print copies to share with your
office colleagues and for the waiting room,
or consider emailing it to all of your patients, either as a PDF (we provide the file)
or as a link: https://www.mygreendoctor.
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org/go-green-at-home-to-prevent-asthmabreathing-problems/. There’s also a link to a
free waiting room poster on this topic.
My Green Doctor is a free membership
benefit from the World Medical Association that is saving clinics and offices money
as they adopt wise environmental practices
and share these ideas with their patients.
Hundreds of offices use My Green Doctor. It adds just five minutes to each regular
office staff meeting. My Green Doctor explains what to say and do at each meeting
so there is nothing for the office manager
to study or prepare. This is how we prepare

our communities for the health threats of
climate change. Ask your clinic or office
manager to register: https://www.MyGreenDoctor.org/.
If you are a leader in your national medical
association, please add this message to your
organization’s newsletter so that your doctors can enjoy this free membership benefit.
To receive this e-newsletter announcement
in a language other than English, simply
contact My Green Doctor’s Editor: tsack8@
gmail.com.
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