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MEDICAL ASSISTANCE IN DYING:  
AN ONGOING SAGA OF CONFLICTS AND 
CONCERNS 

 

Introduction 

 

Within the world of clinical practice there are always issues that occur, 

which result in major changes in clinical care. The evolution of medical 

practice over time has been remarkable. Many physicians are old enough 

to recall the introduction of new medications or surgical treatments that 

have had such an impact on clinical practice that whatever happened 

changed forever what had previously been the standard of practice and 

care. 

 

The same occurs with public policy, even though the course through 

which it occurs may not be as readily appreciated as, for example, a new 

medication for a common but serious illness. If one looks at the last few 

decades of public policy in North America and the western world, one 

might categorize the introduction of end-of-life care, including medical 

assistance in dying (MAID), as being among the most profound shifts in 

public policy, and one that has slowly evolved across countries and 

cultures.1,2,3 

 

Using a prototypical case, we will attempt to address the many issues 

currently being discussed as MAID becomes law in Canada and will likely 

continue even once the law is proclaimed. 
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Prototypical case 

 

Mr. G, an 81-year-old retired physician well until three years previously, was admitted on a palliative care unit 

(PCU) in Ontario. He had metastatic prostate cancer that progressed despite surgery and chemotherapy. With 

curative treatments no longer available, he chose to focus on comfort measures. Four weeks into his PCU 

admission, he decided that he no longer wanted to pursue any further ongoing therapy, even though it did 

result in some degree of pain relief. His goals of care changed due to the gradual loss of his independence and 

ability to participate in meaningful aspects of his life. He also recently lost his last living sibling, a brother in 

Ottawa. His only remaining significant family member was a daughter with whom he was always very close. 

 

Mr. G raised the issue with his daughter on one of her visits. “I think I want to die sooner rather than later. 

I feel there is nothing left for me to live for, and I want to apply for assistance in dying – or whatever they are 

calling it.” She did not try to talk him out of it, but told him, “I understand why you might choose this path.  

I will support you whatever you decide, but will miss you even for the extra weeks or months we might have. 

Are you having pain?” “These medications are helping me a lot, but there is still this existential anguish I feel 

and a desire to end it all. After all, I have done it all. I had a great career and a wonderful family. I think 

enough is enough and that is how I feel now. I need your support if I am going to do this.” With tears welling 

in her eyes, she agreed to support whatever he wanted. “You know how much I love you, and with that love 

comes support for whatever you want. What you have given me throughout my life will always be with me 

and I am forever grateful for it.” 

 

When he shared his decision with his physician, she attempted to figure out how she was failing him in terms 

of symptom management. He assured her that was not the issue. Because of her concern about clinical 

depression influencing his decision, she asked if he would agree to a psychiatric consultation. He agreed, 

despite knowing that a psychiatric consultation was not a requirement to have his wishes carried out under 

the new MAID guidelines. The psychiatrist felt that Mr. G’s wishes were not the result of a clinical depression 

but rather an existential decision he made, and had no suggested interventions to alter his wish. 

 

The above scenario in its various iterations has already occurred and is likely to occur with increasing 

frequency as the new legislation on MAID takes effect.4,5,6 From the experience in other jurisdictions, it is 

likely that in the beginning there will be a flurry of requests and then there will be a steady state or 

equilibrium as physicians and other health care providers become more adept at providing the care necessary 

to obviate physical, emotional and existential suffering so that the motivating forces that might lead 

individuals to seek MAID will be less pressing.2,3 6,7 Finding a reason to live, even for a short period separate 

from religious or cultural prohibitions against such an act, may be the key to reducing the perceived need for 

MAID in those patients who cannot find a compelling reason to continue with their lives, however truncated it 

might appear. 

 

With requests, such as illustrated in this prototypical case, there was a range of responses from the staff 

involved. There were those who completely “understood” the patient’s desire to “end it all,” and those that 

could not fathom why someone who in fact was getting good pain management would not want to stay alive, 

even if only for the sake of his daughter. There were those, especially among some of the physicians on the 

PCU and in the rest of hospital who felt that although they could “understand” the desire of the patient, they 

did not feel that they could participate in the act of providing the lethal dose of medications either for 

“professional” reasons or for very deep cultural or religious reasons. Among the latter were those who felt so 

strongly about the issue that the provincial regulatory colleges’ (e.g., College of Physicians and Surgeons of 

Ontario) dictum of requiring a physician to refer to another physician was an intrusion onto their “conscience” 
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and “religious beliefs”.8 They claimed they were prepared to accept censure or even punishment rather than 

comply with what they felt was aiding and abetting an act that they felt was abhorrent to their belief systems. 

 

In several organizations across the country, attempts were made to find ways to abide by the new legislation 

while trying to respect the sensibilities of physicians who refused to participate due to what they deemed to be 

their “autonomous” rights of conscience.8,9,10 Some protocols were considered, such as a referral to a 

committee rather than directly to a physician willing to carry out assistance in dying, and appeared to 

potentially adequately answer the requirements of the regulatory colleges while clearing the conscience of 

those physicians who strongly oppose the act and were against being accomplices to an act abhorrent to 

them. 

 

Discussion on ethics, law, personal choice, and professional duties and obligations 

 

How a physician acts under conditions of moral demands is in many ways a foundational indication of what it 

means to be a true professional. When one undertakes to be a physician, there are certain duties and 

obligations that one accepts that are not necessary in other fields of work – some of it is part of the concept of 

true professionalism.11,12 The welfare of the patient supersedes the wishes, needs and one might say values of 

the physician. This may sound extreme but it is in many ways a necessary underpinning of the idea of medical 

professionalism. If this is not the case, any physician might choose to not provide certain care or not treat 

certain individuals because of personal values or beliefs including, for example views on same-sex marriage or 

deep-seated religious beliefs. 

 

The priority to patients is not unique to medicine in that in principle the priority of responsibility to serve the 

public by public employees in many ways reflects this same principle that we apply in medicine. Although not 

necessarily defined as “public employees” the reality remains that our purpose is to serve the public and this 

has been a basic tenet of medicine from its earliest days. How we are remunerated or what our relationship is 

to the structure of licensing and practice is irrelevant to the concept of our duties and obligations to our 

patients. 

 

The issue of professional duties and obligations is well illustrated in the recent case where a municipal office 

clerk in Arkansas, United States refused to provide marriage certificates to gay couples that the federally 

mandated law deemed lawful.13 The clerk reported her personal belief system prevented her from carrying out 

her employee duties and responsibilities. The case made national and international headlines. She spent time 

in prison – ultimately a compromise but a less than ideal resolution was found that allowed gay couples to 

fulfill their marriage certificate acquisition without her being able to prevent the process from occurring 

despite her personal beliefs. The implications of this case are profound as what if her personal beliefs 

extended to people of religions, colour or ethnic origins alien to her beliefs. When one undertakes activities 

that affect the public it has to be clear what one’s duties and responsibilities are to the public that you have 

agreed to serve. 

 

Concept of physician autonomy 

 

It is of historical interest that when the ethical framework for care decisions was developed by the scholars 

from Georgetown University, which came to be known as principlism, the focus was on decisions related to 

patients/clients of health care professionals.14 The four tenets, often called the Georgetown mantra, consisted 

of autonomy, beneficence, non-maleficence and justice – with the big change being the introduction of 

autonomy.14 The result was a huge shift in the decision-making focus from what had been century-old 
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beneficence counterbalanced by non-maleficence to what in essence became a new paradigm – patients could 

decide on their health care decisions even in the face of opposition by their physicians or in the face of 

inordinate health care risks or poor outcomes, as long as the patient was capable of such decisions. 

 

There was nothing in the initial formulation of the four tenets that gave physicians a separate autonomous 

framework for deciding what medical care they would provide outside of the usual professional and currently 

touted evidence-based formulations. The idea of autonomy of physicians had more to do with choice of type of 

practice, specialty, hours and associations, but not to whom one would provide health care services other than 

as part of one’s specific clinical focus, i.e., geriatrics, paediatrics or adolescent psychiatry. However, 

arguments were put forth by the group at Georgetown University supporting the concept of physician 

autonomy and objection to certain acts.15 The idea of physician autonomy in the sense of what in essence is 

conscientious objection stems from an old historical construct of participation in war and its subsequent risk of 

killing. For example, in the United States where rules are stringent, objectors can be assigned to non-combat 

roles that continue to help the war effort. While the risk of killing an enemy combatant is much reduced, these 

roles, such as being a medic in a war zone, often still pose a major personal risk to the objector. 

 

As an alternative option for physicians who feel that the referral process to a physician who might implement 

MAID is unethical, a more sophisticated and potentially more acceptable referral process can be adopted 

where the person making the MAID request is referred to a committee that discusses and reviews the options, 

and only then makes recommendations as to the suitability of the referred person for MAID. This might 

remove the immediacy of the referral process from the actualization of the MAID intervention. 

 

Projection of MAID legislation 

 

In P. Taylor’s Can you describe a ‘typical’ assisted death? piece from The Globe and Mail, the author described 

the range of options potentially available to the federal government that would be compliant with the 

requirements of the Supreme Court ruling by using the information and experience gleaned from other 

jurisdictions.16  

 

His summary at the time included the following options for administration of MAID: 

 In the Netherlands, a physician administers a combination of drugs either through an IV needle or by 

mouth, following the patient’s request for the lethal substance. This is known as voluntary euthanasia. 

(The Quebec approach, in which a physician must be present, is partly based on the Netherlands 

model.) 

 In the U.S. state of Oregon, a physician writes a prescription for the patient who can then pick up the 

oral medication at a local pharmacy. The patient is basically in control, and decides when and where to 

take the lethal dose (100 or more capsules). It is often mixed into a sweet drink such as juice to mask 

its bitter taste. The patient is also instructed to take an anti-emetic medication beforehand to prevent 

vomiting up the toxic drink. In the older terminology, this is referred to as physician-assisted suicide or 

physician-assisted death where the physician provides the means to the patient but does not undertake 

the action of administration. 

 

After a lengthy period of deliberations, the Canadian legislation on MAID came into force in June 2016.  

The legislation is an amalgam or combination of the experiences in other jurisdictions, and also incorporates 

some Canada-specific recommendations advocated for by various Canadian working groups and expert panels 

on the subject.4,5 There are those who have expressed objections to some components of the law and  
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province-specific regulations but, as with all new legislations, there will likely be modifications of the law over 

time. Of note, the federal government has yet to address the issue of MAID access for vulnerable populations, 

such as mature minors, persons with psychiatric illnesses and persons with dementia. With time and 

experience, components that prove unworkable or public and legislative opinion that gathers in one direction 

or another will lead to change. This has been the experience in other jurisdictions.17,18 

 

Conclusion 

 

Like many changes that occur in society, when there is an interface and impact on health care delivery and 

those responsible for providing such care, it is not surprising that there will be multiple opinions and an array 

of “stakeholders” who either support or oppose the policy or legislation in question. What appears to be the 

case in all the jurisdictions in which MAID has been implemented, is that over time, it finds an appropriate 

place within its health care system and society. It may undergo steps of evolution and fine-tuning with 

experience. Ultimately, it will likely meet the needs of most people for whom it is reasonable for it to be 

considered, and those who are offended by it will likely continue to lobby against and avoid participating in its 

implementation, at least on a personal basis. This too will presumably occur in Canada. 
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