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INTRODUCTION 

 
The Palliative Care program at McGill University is a place of excellence in the teaching, research and 

provision of palliative care in Quebec. 

 

McGill University and its affiliated hospitals are the cradle of modern palliative care in Quebec, 

Canada and North America.  Indeed, it was in 1974, under the direction of Dr. Balfour Mount (Officer 

of the National Order of Quebec) that the first palliative care service was established in Quebec.   

 

Over the past 36 years, McGill’s palliative care program has distinguished itself nationally and 

internationally for the quality of its pre-doctoral and postdoctoral teaching and for the quality of its 

research program with foci in the following areas: the development of novel agents for better symptom 

relief; quality-of-life at the end of life for patients and their relatives; and models for providing 

effective and efficient end-of-life care. Palliative Care McGill includes a team of professionals and 

volunteers working at all hospitals affiliated with the University: the McGill University Health Centre 

(Montreal General Hospital, Montreal Children's Hospital, Royal Victoria Hospital, Montreal 

Neurological Institute), the Jewish General Hospital, St. Mary's Hospital and Mount Sinai Hospital 

Centre.  In Quebec, our continuing care and palliative relief clinical teams treat, care for, and support 

annually more than 1,200 patients (and their families) suffering from cancer and other catastrophic 

diseases, up to the time of death and, thereafter, during the grieving period.   

 

Our clinical services sites are staffed by interdisciplinary teams and hundreds of volunteers who 

together provide physical and psychological care, social support, art or music therapy, and spiritual 

support.  The experience and expertise of our interdisciplinary palliative care teams continue to inspire 

hundreds of care teams in Quebec and elsewhere.  The outstanding contribution of Palliative Care 

McGill is illustrated by the quality of our research and by the International Palliative Care Congress, 

held in Montreal every two years since 1976, which draws professionals and volunteers from over 

50 countries. 

 

Finally, recognizing the importance of educating the university community as well as the larger society 

on the major issues surrounding end-of-life care, we work closely with the McGill Council for 

Palliative Care, which supports our volunteer training programs and educational outreach to the general 

public.   

 

By leveraging the expertise of its theoretical and clinical multidisciplinary teams, Palliative Care 

McGill offers courses and field training to undergraduate medical and nursing students, graduate 

students, medical residents and fellows; continuing medical education to health care professionals; and, 

finally, training for volunteers working in our various departments.   

  

In short, as clinicians and academics we have expertise and a unique perspective on the experience of 

people facing the end of their lives or that of their loved ones, and on the required care and services. 

 

Palliative Care McGill University is firmly opposed to any attempt to decriminalize euthanasia and 

physician-assisted suicide. 
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As palliative care specialists, we believe that the decriminalization of euthanasia and physician-assisted 

suicide is contrary to our mission which is to provide treatment, care, and support to end-of-life patients 

and their families.  Euthanasia and physician-assisted suicide are contrary to the principles and 

practices of palliative care and, more importantly, undermine the essential relationship based on trust 

which must be maintained between the terminally ill and those who care for them.   

 

We believe that the legalization of euthanasia or physician-assisted suicide would undermine the 

objectives, the quality and the availability of palliative care.   

 

We also believe that to decriminalize euthanasia and physician-assisted suicide in 2010 is a risk that is 

poorly understood by our fellow citizens.  Such a risk appears unnecessary to us given the palliative 

treatments that are available and the current legislative provisions which protect the right of patients to 

refuse treatment and to discontinue any treatment that has been undertaken.   

 

We are also very concerned about the degree of confusion surrounding these issues.  This confusion 

among both our fellow citizens and our medical colleagues feeds the false impression that most people 

support the legalization of euthanasia and physician-assisted suicide.  Therefore, it is not surprising to 

see the results of various opinion polls which pose vague questions, avoid clear definitions, and tend to 

sensationalize rather than genuinely contribute to an informed debate. 

 

We congratulate the Select Committee for its major effort to clarify the language surrounding end-of-

life issues.  However, the fact remains that this debate continues to unfold in a climate of confusion that 

is deliberately maintained by some parties who create euphemisms such as “physician-assisted dying” 

(instead of euthanasia), or who continue using terms such as "passive euthanasia." No wonder even 

doctors become confused and can no longer distinguish palliative sedation therapy from euthanasia.   

 

We firmly believe that our fellow citizens are deeply troubled by the lack of universal access to good 

end-of-life care across the province.  Our citizens rightly fear dying in pain, with unrelieved symptoms, 

alone or in a situation that leads to the impoverishment of their families and loved ones.  Despite some 

positive efforts by the Quebec government to develop specific resources, we are far from able to 

provide adequate access to the understanding and skills needed to offer high-quality palliative care for 

the people of Quebec who will need it during the next few years.   

 

It, therefore, seems at best premature and at worst rather dangerous to legislate on euthanasia in a 

context where only 15% to 25% of our total population has access to high-quality end-of-life care  

(Henteleff et al, 2009; Carstairs & Keon, 2007).  

 

THE PALLIATIVE CARE PROGRAM AT MCGILL UNIVERSITY IS FIRMLY OPPOSED 

TO ANY ATTEMPT TO DECRIMINALIZE EUTHANASIA AND PHYSICIAN-ASSISTED 

SUICIDE, FOR THE REASONS THAT FOLLOW AND THAT WILL BE DEVELOPED 

ELSEWHERE IN THIS DOCUMENT: 

 

I. The arguments for the legalization of euthanasia and physician-assisted suicide reveal persistent 

misunderstandings about the medical terminology and practices that are at the heart of this 

debate. 
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II. Current laws on health care and existing medical treatments allow everyone to receive high-

quality end-of-life care and to die with dignity.  However, the lack of political will and funding 

severely limits access by most people to such care and contributes to calls for legislation to 

shorten the life of the dying.  We urgently ask the government of Quebec to ensure that the 

necessary palliative expertise and interdisciplinary care be available to all our fellow citizens 

who request them. 

III. The risks associated with the legalization of euthanasia or physician-assisted suicide far 

outweigh the benefits that would accrue to patients, clinicians and the health care system 

overall.  A request for euthanasia or physician-assisted suicide in the absence of objectifiable 

pain, or when a person with a catastrophic illness fears such pain, cannot be based solely on the 

principle of personal autonomy.  Otherwise, what fundamentally distinguishes this request from 

the suicidal wish expressed by a person with a mental disorder, an injury, or a chronic 

disability?  

 

Reason No. I 

The arguments for the legalization of euthanasia and physician-assisted suicide reveal persistent 

misunderstandings about the medical terminology and practices that are at the heart of this 

debate. 
 

In 2010, no one can deny that the dying are still experiencing intense and intolerable pain and distress.  

Despite progress, this is unfortunately the sad reality which may be contributing to a positive attitude 

toward euthanasia.  But any analysis suggesting that euthanasia is the solution to intense pain at the end 

of life fails to understand the following: 

 

1. Palliative care is not futile in such cases.  Many submissions to the Select Committee greatly 

underestimate the potential of specialist and interdisciplinary palliative care to relieve the pain 

of terminally ill persons or to reduce the intense and intolerable distress that they too-often feel 

in the absence of skilled and compassionate care. 

 

2. There is a misconception about the average physician’s understanding of palliative care.  It is 

wrong to believe that a physician or the hospital service has the expertise and resources required 

to provide advanced palliative care to patients who need it.  Thus, in terms of pain control (and, 

of course, the effective control of pain is absolutely required in the context of palliative care), 

the standard medical treatment offered to terminally ill patients is often seriously flawed.  The 

attitudes, knowledge and skills of palliative care are not prevalent everywhere.  The following 

noteworthy information was recently published in La Presse. 

 

Veterinarians receive more training on chronic pain 

In the course of their studies, future veterinarians get three times as many hours of 

training and education on chronic pain as family medicine residents.  This is also the 

case for dentists.  While veterinarians receive an average of 98 hours of theoretical and a 

practical training ranging from 27 to 200 hours, the country's medical schools offer an 

average of 16 hours of theory and 0 to 38 hours' practical training.  Nurses are in a better 

position, with an average of 31 hours of theory and up to 109 hours' practical training.  

These data are excerpted from a national study carried out in 10 major universities 

providing 41 programs in medicine.  After interviewing prospective GPs, Judy Watt-
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Watson, a researcher with the University of Toronto whose work was published in 2007, 

found that even students believe this aspect of their training is inadequate  (Champagne, 

2010). 

 

In a context where such a small part of medical training is dedicated to understanding and treating pain, 

it is no wonder that confusion persists about palliative sedation therapy and euthanasia.   

"Terminal" or "palliative" sedation in those imminently dyin must be distinguished from 

euthanasia.  In terminal sedation, the intent is to relieve intolerable suffering, the procedure is to 

use sedating for symptom contorl and the successful outcome is the allevation of distress.  In 

euthanasia, the intention is to kill the patient, the procedure is to administer a lethal drug and 

the successful outcome is immediate death.  In palliative care, mild sedation may be used 

therapeutically but in this situation it does not adversely affect the patient's conscious level or 

ability to communicate.  The use of heavy sedation (which leads to the patient becoming  

unconscious) may sometimes be necessary to achieve identified therapeutic goals; however, the 

level of sedation must be reviewed on a regular basis and in general used only temporarily.  It is 

important that the patient is regularly monitored  and that artificial hydration and feeding are 

initiated when clinically indicated (Matersrtvedt et al, 2003, p. 99). 

 

There are exceptional situations where only palliative sedation will allow relief by inducing a state of 

consciousness devoid of the feeling of pain or suffering that would otherwise become intolerable and is 

refractory to optimal treatment.  This therapeutic approach represents a crucial alternative which 

ensures that palliative care providers can promise the men and women they care for that everything will 

be done to relieve their suffering.  As for the effectiveness of this therapeutic approach, is it logically 

possible to question the effectiveness of anaesthetics? Sedation will be proportional to the intensity of 

perceived distress and may even be complete in the most severe cases.  This is an exceptional 

therapeutic approach that can now be based on a set of good clinical practice guidelines (Cherny & 

Radbuch, 2009). 

 

It is safe to assume that Quebec's doctors, like their French counterparts, are as perplexed as their 

patients about palliative sedation.  In 2002, the Regional Health Observatory of Provence-Alpes-Côte 

d'Azur (ORS_PACA) conducted a survey on "physicians' knowledge, attitudes and practices with 

respect to palliative care," showing that many GPs equate euthanasia with the prescribing of high doses 

of morphine (17%), active sedation (27%) or the discontinuation of resuscitation (38%).  These rates 

are respectively: 6%, 19% and 21% among oncologists, 17%, 29% and 35% among neurologists, 17%, 

12% and 23% among AIDS specialists.  (ORS PACA, 2003) 

 

A similar degree of confusion appears from a recent survey of medical specialists in Quebec, and has 

been deemed worrisome enough to warrant mention in an editorial of the Canadian Medical 

Association Journal: 

 

It can be argued that...  death becomes an acceptable side effect of effective palliation.  But it is 

not euthanasia.  Nevertheless, it is likely that many physicians who respond to surveys about 

euthanasia have such medical care in mind. Indeed, in Quebec last year, 81% of medical 

specialists surveyed said they had seen "euthanasia" practised, and 48% said that palliative 

sedation "can be likened to a form of euthanasia." (Flegel & Hébert, 2010) 
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It is very disturbing to learn that many physicians who practice outside of clinical fields directly 

involved with end-of-life patients believe that palliative sedation is no different from euthanasia, or that 

they describe it as slow euthanasia.  Does the use of palliative sedation decrease the life expectancy of 

the patient? Until recently, we had to settle for anecdotal reassurance from its practitioners.  However, 

a prospective multicentre study shows that sedation does not reduce the life expectancy of the patient 

and does not require, in the opinion of the authors, reliance on the principle of double effect to justify 

its use (Maltoni et al, 2009).  

 

 

 

Reason No. II 

In principle, current laws on health care as well as medical treatments allow anyone to receive 

high-quality end-of-life care and to have a dignified death.  However, the lack of political will and 

funding severely limits access by most people to such care and contributes to calls for legislation 

to shorten the life of the dying.   

 

In Quebec, the law provides that people made vulnerable by a disease that limits their life expectancy 

have their say in order to live out their lives and die with dignity.  The law allows a person to seek the 

discontinuation of treatment, to refuse treatment, to issue advance directives requiring the withdrawal 

or withholding of future treatment, and to receive adequate analgesic medication to ensure comfort, 

even though that analgesia may accelerate the process of dying.   

 

Moreover, in Quebec, any dying person who is in a state of discomfort despite the administration of 

palliative care can legally receive palliative sedation, that is to say, become sedated to alleviate 

discomfort during the dying process.   

 

Quebec already has provisions allowing a particularly symptomatic or painful dying process to take 

place in comfort and dignity.   

 

In Canada, palliative care has not yet reached the legal status of a "right" to which all citizens have 

equal access.  In fact, under the Canada Health Act, palliative care is considered as a "supplementary 

service" beyond the "necessary" care that is focused on efforts toward curing an acute disease and not 

on approaches needed to care for people with an illness that limits their life expectancy.  However, 

according to Henteleff et al (2009), based on the Canadian Charter, it is quite possible to argue that 

palliative care should and could soon be reinterpreted as part of necessary or compulsory health 

services.  According to the authors, in accordance with Section 7, which protects the security of person, 

and Section 15, which guarantees provision of publicly-funded services without discrimination, 

palliative care may have the status of required services and be provided to all Canadians through 

publicly-funded health care programs.   

Long-term care is generally perceived as a form of extended care and is therefore not subject to 

the universality and accessibility guarantees under the CHA [Canada Health Act].  Yet, when it 

forms part of cancer care, in many provinces, long-term care and palliative care are available 

and covered by  public insurance (Henteleff et al 2009, p. 30). 

 

There is little doubt that the government is providing a publicly-funded benefit (end-of-life 

care) to some people and not others.  Whether you receive that benefit appears to be dependent 
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on whether you are, for example, an in-patient or an out-patient, a veteran or an inmate, a 

cancer sufferer or a patient with chronic renal failure (Henteleff et al 2009, p. 24). 

 

If the right to high-quality end-of-life care is not guaranteed by law, there is a potential for it to be so, 

and the willingness to see this happen is increasing  (Carstairs 1995, 2000, 2005, 2010).  "Indeed, the 

federal Senate committee, in its 2000 report on end-of-life care points to the Bill of Rights to assert that 

human dignity and worth ‘compel’ the provision of excellent end-of-life care"  (Henteleff et al, 2009 p. 

9). However, Henteleff et al (2009) argue that data from the Netherlands indicate that:  

Unremitting pain and suffering that cannot be relieved are usually a pre-condition to a desire for 

death-hastening practices as well as recourse to euthanasia, even for those who advocate its use. 

[….] That the decision to end one's life is sometimes made by those who are not able to access 

appropriate palliative care options is a reality that simply cannot be ignored (Henteleff et al 

2009, p. 34). 

 

Given the inadequate and unequal access to palliative care in Quebec and elsewhere in Canada, the 

insufficient attention given to the relief of pain in medical education, and the degree of confusion about 

the distinctions between key concepts such as palliative sedation and euthanasia, the current interest in 

legalizing euthanasia and/or physician-assisted suicide in Quebec is not surprising.  However, such 

deficiencies in our health care system should not become a motivation for legalizing euthanasia.   

 

In their recent article on the issue of the legalization of assisted suicide, especially with respect to the 

communities of people with physical and/or intellectual disabilities, Golden and Zoanni (2010) argue 

that:  

The movement for the legalization of assisted suicide is driven by anecdotes of people who 

suffer greatly in the period before they die.  But the overwhelming majority of these anecdotes 

describe either situations for which legal alternatives exist today or situations in which the 

individual would not be legally eligible for assisted suicide  (Golden & Zoanni, 2010, p.17). 

 

Our fellow citizens are worried and poorly informed about the progress of medicine and the clinical 

effectiveness of nurturing care for improving the quality of life of patients facing end-stage cancer, 

AIDS or other catastrophic illness.  They are concerned about how and by whom decisions that affect 

the end of their life or that of a loved one will be taken.  It should be recognized that Quebec's society 

has the legal foundation necessary to reassure those who worry about the consequences of refusal of a 

curative treatment, withdrawal from a treatment that has become useless or too onerous for their quality 

of life, and the ability of their loved ones to influence medical decisions at a time when they cannot do 

it for themselves.  Being able to die with dignity is at the heart of these concerns. 

 

Dignity is a complex issue that can be better understood when seen as two distinct but interrelated 

concepts.  Human dignity is an absolute and universal concept that describes the moral value inherent 

in every human, regardless of their race, age, lifestyle choices, and physical or cognitive ability.  Each 

member of the human family is worthy of the dignity of life.   

 

A sense of personal dignity is also a social, highly individual, and impermanent construct.  Hegel has 

taught us that the gaze of other people makes us who we are.  Allowing a patient to die with dignity is 

one of the worthiest goals of palliative medicine.  Some might even argue that the preservation of 
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patients' sense of dignity is one of the most basic ethical imperatives in the palliative approach.  A 

palliative approach to care can preserve and even enhance a sense of dignity for the dying person.  

 

Several researchers have studied the sense of personal dignity for patients at the end-of-life stage. 

Harvey Chochinov, at the University of Manitoba, has identified factors that may have the most 

negative effect on the sense of personal dignity: damage to physical appearance, the perception of 

being a burden to others, the need for assistance with personal hygiene, the presence of pain.  Two of 

these factors were especially important for those cancer patients who were surveyed: "not feeling 

treated with respect or understanding" and "feeling a burden to others"  (Thompson & Chochinov, 

2008).  

 

Reason No. III 

The risks associated with the legalization of euthanasia or physician-assisted suicide far outweigh 

the benefits that would accrue to patients, clinicians and the health care system overall.  A 

request for euthanasia or physician-assisted suicide in the absence of objectifiable pain, or when 

a person with a catastrophic illness fears such pain, cannot be based solely on the principle of 

personal autonomy.  Otherwise, what fundamentally distinguishes this request from the suicidal 

wish expressed by a person with a mental disorder, an injury or a chronic disability? 
 

In their summary (on behalf of the Ethics Task Force of the European Association for Palliative Care) 

on key issues and concepts relating to euthanasia and physician assisted suicide, Materstvedt et al 

(2003 ) provide a long list of negative results that may accrue from legalizing euthanasia and physician-

assisted suicide.  Many studies confirm the validity of their concerns, which include "(i) pressure on 

vulnerable persons; ii) the underdevelopment or devaluation of palliative care; (iii) conflict between 

legal requirements and the personal and professional values of physicians and other health 

professionals," and many others  (Materstvedt et al, 2003, p. 99). 

 

Pressure on vulnerable persons  

In a study by Emmanuel and Fairclough (2000) of 998 patients at the end of their lives, the authors 

found that 60.2% of them supported euthanasia and physician-assisted suicide.  However, only 10% of 

them admitted considering it seriously.  This study has identified the following factors as the strongest 

predictors of a request for euthanasia or assisted suicide: symptoms of depression, unmet needs for 

care, and pain. 

 

Other studies confirm these findings and demonstrate that the determinants most predictive of a request 

for ending life are not related to physical symptoms (pain, dyspnea), but to psychological distress and 

unmet expectations of care, e.g. non-vegetative symptoms of depression, a deep sense of not being 

appreciated, and lack of a sense of dignity.  Where the intensity of care needs is very great, caregivers 

are also more likely to support euthanasia and physician-assisted suicide.  The Emmanuel and 

Fairclough (2000) study suggests a tension between the reasons why euthanasia or assisted suicide may 

be generally seen as acceptable (primarily unrelieved pain), and the main factor that actually inspires 

the interest of patients and their relatives toward euthanasia and physician-assisted suicide, i.e. 

depression. 

 

Most caregivers who work in palliative care services will agree: the issues of euthanasia and assisted 

suicide are often discussed at one time or another in the course of caring for patients with terminal 



 

 

10 

illness.  This request actually expresses a deep desire to die when faced with a situation or a specific 

symptom; but in addressing the stressful situation or symptoms, this death wish generally disappears.  

Moreover, a persistent request for assistance to induce death is rare, at least when this desire is 

expressed by the patient.   

 

Most caregivers who work in palliative care services do not support the legalization of euthanasia or 

assisted suicide.  This is the result of a careful and often painful analysis carried out through many 

sleepless nights.  The challenges faced in these moments of difficult reflection, however, hint at the 

danger euthanasia and assisted suicide pose for those populations that are most vulnerable to a breach 

in patient-physician trust. Furthermore, to give physicians the power of life and death over their 

patients is to transgress a core value in our society.   

 

The request for death by euthanasia or assisted suicide is not neutral, whether for the person who 

expressed it or for the person to whom it is addressed.  In a real face-to-face doctor-patient encounter, 

the meaning of a request for euthanasia is not always clear.  Did this request originate from a true 

desire to die? Is it a cry for help indicating a hidden depressive state? A profound demoralization? Or, 

in the case of a young gay man with AIDS, did this request amount to asking do "I deserve to live", 

showing a painful internalization of homophobia? In Oregon, over a period of nine years, and despite 

the small number of cases, people living with AIDS were 30 times as likely to request assisted suicide 

as those suffering from respiratory disease.  In Amsterdam, out of a cohort of 131 homosexual men 

with AIDS diagnosed between 1985 and 1992 and who died before January 1, 1995, 22% died through 

euthanasia or assisted suicide.  During the same period, this rate was 4.7% within the general 

population.  (Battin et al, 2007) 

 

The dangers of legalizing euthanasia and/or physician-assisted suicide on palliative care services 

Over the last five years, studies and government hearings held in Oregon, the Netherlands, Belgium 

and Australia have all revealed serious negative consequences of legalizing euthanasia or physician-

assisted suicide or both.  With the recent legalization of physician-assisted suicide in Switzerland, 

members of the palliative care team of the Centre Hospitalier Universitaire Vaudois (CHUV) found 

that the new law had various negative impacts on their practice: it created a tension between the 

philosophical underpinnings of the practice for the Palliative Care Unit (USP) and the institutional 

policy on physician-assisted suicide; it also caused unresolved tensions among the staff of the USP, 

which impacted their relationships with patients and their relatives.  At the heart of the tensions among 

the staff of the USP was the dilemma relating to the non-abandonment of their patients in palliative 

care and to becoming complicit with those who sought medical assistance with suicide (Pereira et al, 

2008 a, b). 

 

In Australia, Dr. Mark Boughey found equally negative impact of laws on euthanasia that were briefly 

in force in 1996 in the Northern Territory before being repealed nine months later.  As director of 

palliative care at the Royal Darwin Hospital, Dr. Boughey told the Australian Senate Standing 

Committee on Legal and Constitutional Affairs (Gawlor, 2008) that the brief enforcement of the law on 

euthanasia continued - more 10 years later - to have a negative impact on patients' perceptions of 

palliative care.  He recounted having to reassure patients attending the hospital and the palliative care 

unit in the Northern Territory that euthanasia is neither a goal nor a practice for palliative care.  He said 

his patients and their families often require such reassurance before agreeing to be admitted to the 

palliative care unit or services of the Royal Darwin Hospital.  In addition, during the nine months when 
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the law was in force, the fear felt by patients (and their relatives) that the staff would secretly practice 

euthanasia during their stay in the unit meant that the palliative care unit was subject to close 

monitoring by patients, their families, and the media (Gawlor, 2008). 

 

In the Netherlands, government-approved studies tend to indicate a deterioration of medical standards 

in the care of terminally-ill patients: 50% of cases of assisted suicide and euthanasia are not reported in 

that country, more than 50% of Dutch doctors do not hesitate to suggest euthanasia to their patients, 

and 25% of these physicians admitted to ending their patients' lives without their consent. These 

decisions affected over 1,000 people per year (van der Maas et al 1992; Hendin, 2004). 

 

The situation is similar in Belgium.  A study published recently in the Canadian Medical Association 

Journal reports on life-ending drug use with or without patients' explicit request.  A questionnaire was 

sent to doctors who certified a representative sample of 6,927 death certificates in Flanders between 

June and November 2007, five years after the adoption of the law on euthanasia.  Overall, 208 deaths 

involving the use of life-ending drugs were reported: 142 were with an explicit patient request 

(euthanasia or assisted suicide) and 66 were without an explicit request (Chambaere et al, 2010). These 

figures are disturbing, and as the response rate was 58%, there is surely some under-reporting of these 

cases.  In any case, these 66 deaths - where life-ending drugs were not requested - represent 32% of the 

208 reported deaths that involved life-ending drugs.  The study also found that "of the cases without an 

explicit request from the patient, most involved patients who were 80 years of age or older (52.7%), 

those without cancer (67.5%) and those who died in hospital (67.1%)” (p.896). Moreover, "in cases 

where the decision had not been discussed with the patient, the physician specified as reason(s) that the 

patient was comatose (70.1% of cases) or had dementia (21.1%); (...) the physician specified that the 

decision (...) was in the patient’s best interest (17.0%) or (...) discussion would have been harmful 

(8.2%)" (p896). 

 

Extrapolating the results of the Flanders study (Chambaere et al, 2010) to the context of Quebec where 

the number of deaths in 2008-2009 was 56,700, an equal proportion (1.8%) of total annual deaths 

would mean that 1,020 people would have been subjected to euthanasia without their explicit request 

during that year.  There are places with populations of similar size in Quebec, such as Senneville (970), 

Desbiens (1074), Tadoussac (850), or Daveluyville (1005).   

 

Summary: Anticipated impacts of legalized euthanasia and assisted suicide  

1. The increase of fear with respect to opiates and their use at the end of life.  Every day, we must 

address the fears of patients and their families who think that the administration of opioid 

analgesics will cause death.  There is little doubt that those fears can only increase with the 

legalization of euthanasia, which would result in an even greater prevalence of untreated pain.   

2. Undue pressure when the physician offers euthanasia or physician-assisted suicide as an alternative 

to routine care.  A physician's words are not neutral.   

3. Undue pressure upon the most vulnerable, particularly the elderly, who are already afraid of being a 

burden to their relatives and could see the provision of euthanasia or assisted suicide as "the right 

thing to do" or as "socially desirable."  

4. The doctor-patient relationship at the end of life is often subject of the expression and experience of 

relational transference and counter-transference that can be violently powerful.  The prohibition of 



 

 

12 

deliberately ending the life of the patient allows the exploration and resolution/conciliation of these 

dynamic forces without either party becoming the hostage and victim of their unconscious.   

 

CONCLUSION 

 

Treating pain, nurturing life until the last breath, supporting families and loved ones through the 

grieving period: these require a broad social consensus and the establishment of conditions necessary to 

enable access to care and palliative services for each and every person in Quebec who need them, 

regardless of their place of residence.   

 

In the early 2000s, Quebec implemented an excellent policy on end-of-life palliative care.  Like the 

College of Physicians, we are happy to see a consensus regarding access to palliative care in Quebec.  

However, we must all be realistic and realize that between policy objectives and their implementation 

in the field, there are many investments of time and financial and human resources that remain to be 

made.  Today as a decade ago, access to palliative care that can relieve symptoms and support those 

who are suffering at the end of their life is very limited throughout the province.  Let's be honest and 

recognize the almost total absence of end-of-life care and palliative expertise for our fellow citizens 

who deal with other terminal or degenerative diseases such as multiple sclerosis, Parkinson's disease, 

amyotrophic lateral sclerosis, Alzheimer's disease, end-stage kidney or liver disease, and the list goes 

on.  It is urgent for the Minister to plan the establishment of palliative centres of excellence for some of 

these diseases in order to bring about the development of clinical expertise and its spread to teams 

working in different regions of Quebec.  Today as a decade ago, current levels of training for our health 

professionals will not allow the next generation of caregivers, those on whom we will be depending, to 

have the knowledge and skills required for good palliative end-of-life care.   

 

As the World Health Organization indicated to all Member States, the debate surrounding euthanasia 

and physician-assisted suicide should be preceded by the establishment of meaningful access to 

palliative end-of-life care.  We must collectively ensure that in Quebec, "the destructive synergy of 

pain and depression does not lead patients and their relatives to despair, feelings of helplessness and 

often the misperception that suicide is the only way to exercise what is left of control over their 

situation" (Loscalzo MJ. 1996, p. 142). 

 

RECOMMENDATIONS 

 

1 - We urge the Select Committee, in its final report, to multiply efforts in order to clarify the issues, 

inform our citizens of rights already recognized by the Quebec courts and finally to reassure them that 

when the time comes, they will have access to palliative end-of-life care wherever they live in Quebec. 

 

2 - We also invite the Select Committee to reinforce with the Minister of Health and Social Services the 

urgency of deploying the efforts required to establish a palliative end-of-life care system, in which 

biomedical care will be supported and where the necessary resources will be found to offer appropriate 

medical and psychosocial care to patients and their loved ones.  We also invite the Select Committee to 

exert pressure on the Minister of Education to ensure that a curriculum conducive to the acquisition of 

knowledge and skills in palliative care become an integral part of the pre-doctoral training program for 

all health professionals in colleges and universities. 
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3 - We strongly recommend that the current legal status of euthanasia and physician-assisted suicide 

remain unchanged. 
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