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A morally irrelevant
distinction on euthanasia

Ihave tremendous respect for people
like Peter Lovrics, who frequently

treats severely ill patients in the last
stages of life. However, his argument
against euthanasia1 — both active and
passive — is founded on a misunder-
standing of passive euthanasia as it re-
lates to palliative care. He states that
the “distinction between good palliative
care and euthanasia (active or passive)
… is clear and important.” He then ar-
gues that “good palliative care makes
euthanasia … unnecessary.” Thus, he
presents palliative care as a preferred
third option that is inconsistent with
passive as well as active euthanasia.

No humane person could be against
the provision of good palliative care. All
patients who are suffering deserve the
highest standard of palliative care possi-
ble, and they should never be deprived
of this when it has been decided to
withhold or withdraw curative or sup-
portive treatment. But palliative care
and passive euthanasia are not mutually
exclusive alternatives. Lovrics writes
that he has been in the “difficult situa-
tion of withholding or withdrawing care
to allow death on numerous occasions.”
This, of course, is the very definition of
passive euthanasia. Palliative care is care
that helps minimize pain and suffering,
and it is especially important in the con-
text of passive euthanasia.

Many people do not like the term
passive euthanasia, probably because
they associate the word euthanasia with
active euthanasia, which they do not
support. The argument I presented in
my essay2 is that virtually everyone al-
ready supports passive euthanasia — re-
gardless of what they prefer to call it —
and that, in certain circumstances, the
distinction between passive and active
euthanasia is morally irrelevant. When
our efforts to relieve suffering with pal-
liative care fail, active euthanasia may
be morally permissible and even pre-
ferred over passive euthanasia, for it
ends the suffering more quickly.

Lovrics believes that the cases I
mentioned in my essay “show the im-
portance of continued medical educa-
tion, awareness and proper training [in
palliative care].” I agree. I also think
that these cases remind us that palliative
care is not only “hard to do well” but
also sometimes impossible to do well.
When we cannot, despite our best ef-
forts, adequately control the suffering
of terminally ill patients who want to
die, active euthanasia may be a means
to respect their autonomy and relieve
their distress.

Daniel Gorman, MD
New York, NY
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Following the rules in
marketing

Iam glad that Joel Lexchin is looking
after the moral well-being of the

CMA and the Pharmaceutical Manu-
facturers Association of Canada.1

Without his careful scrutiny I have
no doubt we would all descend into a
veritable trough of corruption and lose
what little self-respect we still have.

Dennis J. Stern, MB BS
Parry Sound, Ont.
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In his recent letter to the editor1 Joel
Lexchin alludes to the mechanism by

which Canada’s Research-Based Phar-
maceutical Companies (CRBPC), for-
merly the Pharmaceutical Manufactur-
ers Association of Canada, enforces its
Code of Marketing Practices, and he
provides “2 recent examples” of ways in
which “physicians and drug companies
sometimes break the guidelines of their
respective organizations.”

Through his familiarity with our
code, Lexchin is well aware of Section
12 (Enforcement), which provides for
the adjudication, by our Marketing
Practices Review Committee, of allega-
tions of infractions of the code. Such al-
legations, supported by documented
evidence, can be brought forward by an
individual or organization encountering
what they believe to be inappropriate
behaviour in terms of our marketing
code. In his letter Lexchin implies that
he is in possession of such evidence, yet
he did not see fit to bring the matters to
the attention of the CRBPC.

One can understand why he did not
bring the evidence to the attention of
the CMA, since that organization’s pol-
icy summary on physicians and the
pharmaceutical industry2 does not pro-
vide for an enforcement mechanism.
However, Lexchin’s concern about the
possible loss of the trust of the public
and professions should have at least
motivated him to bring the “examples”
to our attention, particularly in view of
the fact that our Marketing Practices
Review Committee includes represen-
tation from the medical community, a
fact of which Lexchin is also aware.
Had he done so, he would have been
helping to serve the best interests of his
own constituency and would not have
fallen into the category of those “health
professionals [who did not bother] to
complain.”

Murray J. Elston
President
Canada’s Research-Based Pharmaceutical 
Companies

Ottawa, Ont.
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[The author responds:]

Murray Elston asks why I did not
submit a complaint about the al-

leged violations that I reported in my
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letter. In order to engage in the com-
plaints process, one must have some
confidence in the system. The process
used by the CRBPC does not inspire
confidence. Recently a colleague filed a
complaint about a company that al-
legedly had paid accommodation ex-
penses for doctors attending a meeting
in southern Ontario. The response of
the CRBPC’s Marketing Practices Re-
view Committee was that the docu-
mentation provided did not support the
allegation. Apparently the committee
had not even bothered to ask the com-
pany if it had paid the hotel expenses.

Suppose that I had filed a complaint
and it was upheld. What would the
consequences have been? As I have pre-
viously documented,1 the CRBPC’s re-
porting procedure on enforcement of
its code is markedly nontransparent.
No information would be given about
who filed the complaint, when the
complaint was made, when the viola-
tion took place, the product involved,
the exact nature of the offense, the rea-
sons why the complaint was upheld or
the sanctions imposed. All that would
appear in Update, the relatively obscure
industry newsletter, is the name of the
company and the section of the code
that was violated.

Public reporting on all aspects of
complaints and violations is critical for
a number of reasons. First, it is an im-
portant accountability mechanism. Sec-
ond, it should be considered an integral
part of any sanctions against companies.
Companies have an incentive to main-
tain compliance with a code and avoid
adverse publicity and a possible deterio-
ration in their public image. Third,
public reporting is a good way to in-
form health care professionals about
the existence of a code and its require-
ments. Above all, it is essential for in-
forming health care professionals about
misleading claims to which they have
been exposed.2

Joel Lexchin, MSc, MD
University of Toronto
Toronto, Ont.
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Unconventional therapies
and cancer

In their recent letter, David Warr and
Ian Tannock question the conclusion

that evidence concerning the efficacy of
hydrazine sulfate in the management of
cancer is “uncertain.”1 They argue that
the presence of 3 negative double-blind
randomized trials published in peer-
reviewed journals should lead to only
one reasonable verdict: ineffective. Fi-
nally, they conclude that the reviewers
who compiled the information used in
the articles did not use conventional
rules for ranking evidence.

We would like to assure them that the
reviewers (including one of us), as well as
the Management Committee of the
Canadian Breast Cancer Research Initia-
tive (CBCRI), which commissioned the
original reviews, are very aware of the
importance of well-designed randomized
controlled trials in generating reliable
and generalizable research findings.
However, the use of a randomized con-
trolled trial design does not automatically
confer credibility on research findings.
Equally, the publication of a study in a
peer-reviewed journal may add weight to
the evidence, but it does not mean that
readers should suspend their own judge-
ment about the quality of the study.2,3

Our review of the hydrazine sulfate

trials raised concerns about the selec-
tion of study subjects, the application of
the intervention, the presence of con-
founders and the analysis of the out-
comes. These concerns were reinforced
by our review of additional material
pertaining to an investigation into the
conduct of the hydrazine sulfate trials,
which was being carried out by the US
General Accounting Office. On the ba-
sis of that material, it was entirely rea-
sonable to conclude that the evidence
for and against the efficacy of hydrazine
sulfate was uncertain.4

The CBCRI is a partnership of sev-
eral organizations, including the Med-
ical Research Council of Canada and
Health Canada. Although it is indepen-
dent from each of these partners, it ben-
efits from their expertise and operates to
the same high standards. The CBCRI
embarked on its review of some alterna-
tive therapies following discussions of its
Management Committee. This com-
mittee monitored the preparation of
bibliographies and acknowledged the
expertise, effort and care brought to the
difficult task of reviewing the available
data. The CBCRI considers that the re-
sulting annotated bibliographies, as well
as the summaries produced for CMAJ,4–9

have proved helpful to researchers, clin-
icians and patients. It remains commit-
ted to supporting high-quality research
into a broad range of issues that face
breast cancer patients and the cancer-
control community. It does this through
a process of open-minded, rigorous and
fair general competition for research
funds, and through a small number of
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Submitting letters
Letters may be submitted by mail, courier, email or fax. They must be signed by all
authors and limited to 300 words in length. Letters that refer to articles must be 
received within 2 months of the publication of the article. CMAJ corresponds only
with the authors of accepted letters. Letters are subject to editing and abridgement.

Note to email users
Email should be addressed to pubs@cma.ca and should indicate “Letter to the 
editor of CMAJ” in the subject line. A signed copy must be sent subsequently to
CMAJ by fax or regular mail. Accepted letters sent by email appear in the Readers’
Forum of CMA Online (www.cma.ca) promptly, as well as being published in a
subsequent issue of the journal.


