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Sometimes you get exactly what you ask for. The re-
cent report of the Canadian Senate’s subcommittee of
the Standing Senate Committee on Social Affairs,

Science and Technology entitled Quality End-of-Life Care:
The Right of Every Canadian1 would appear to be a case in
point. Witness after witness advised the Senate that little
progress has been made in the area of quality end-of-life
care since their first report, Of Life and Death,2 was released
in 1995. They were told that Canadians are still dying in
needless pain and without adequate palliative care, that
end-of-life care research receives inadequate support and
that a comprehensive, national palliative care strategy needs
to be developed.3 It appears that the senators were listen-
ing. Not only does their report address each of these issues,
but it also provides a template that could shape palliative
care in Canada for years to come.

The Senate is often charged with tasks that are deemed
too controversial or contentious for the government to
tackle directly. Prior to the establishment of the Special
Senate Committee on Euthanasia and Assisted Suicide, Sue
Rodriguez, a 42-year-old woman with amyotrophic lateral
sclerosis, had submitted to the Supreme Court of Canada
that the law against assisted suicide was in contravention of
the Canadian Charter of Rights and Freedoms, primarily
on the grounds that section 15 of the charter provides for
equal treatment under the law for people with physical dis-
abilities.4 In the wake of the Supreme Court’s slim majority
decision, upholding the prohibition against assisted suicide,
the Senate was asked to examine the legal, social and ethical
aspects of euthanasia and assisted suicide in what was un-
doubtedly the broadest and most thorough review of this
issue ever conducted in Canada. Their most recent deliber-
ations primarily examined the developments since the
tabling of their initial report and provide a rather grim sta-
tus report on the state of end-of-life care in Canada.

Irrespective of our response to the Senate report, the
number of Canadians dying each year will continue to rise.
Over 220 000 Canadians die annually, with 75% dying in
hospitals and long-term care facilities.5 The Senate was told
that only an estimated 5% of dying Canadians will receive
integrated interdisciplinary palliative care, that is, care
aimed at alleviating physical, emotional, psychosocial and
spiritual suffering rather than care that aims for a cure.6,7

They were further informed that, since their last report,
the number of institutional palliative care beds across the
country has been cut as result of health care restructuring,
and few provinces have designated palliative care as a core

service with a specific budget.3 Thus, while the need for
end-of-life care has never been greater, the resources avail-
able to provide this care are in some respects diminishing.

In view of death’s prominence, with the mortality rate in
this country remaining at one per person, clinicians need to
ask themselves a number of questions. How skilled am I at
providing end-of-life care for my patients and their fami-
lies? How well versed am I in the area of palliative symp-
tom management and the broad range of pharmacological
and nonpharmacological approaches now available? Is at-
tending to a dying patient something I rarely do? Do I ap-
proach a dying patient with a sense of reluctance or thera-
peutic failure? The answer to these questions in part
depends on one’s type of practice, where and when one
trained and to what extent one views “noncurative” inter-
ventions as falling within the domain of good medical care.
The Senate report indicates that there is no consistency in
whether undergraduate medical students receive any pallia-
tive care education, and that few postgraduate medical pro-
grams have mandatory palliative care rotations. As for
continuing education in palliative care, there are some pro-
grams, but the decision to enrol in them is at the discretion
of individual practitioners. Perhaps for any physician whose
patients are mortal, the argument could be made that some
continuing medical education in end-of-life care should be
considered mandatory.

Those of us working in palliative care know that the suc-
cessful management of a dying patient is measured not in
days of life endured but, rather, in quality of life lived.
Quality of life concerns also extend to families, many of
whom shoulder the major portion of terminal care and
make tremendous physical, emotional and even financial
sacrifices in the service of attending to their loved ones.8 As
a psychiatrist working in this area, I am occasionally asked
by insurance companies if someone’s absence from work is
due to a mental disorder or, rather, simply to enable them
to nurse a dying loved one. At times, diagnostic accuracy
seems at odds with compassion. Fortunately, the Senate has
recommended that the federal government implement in-
come security and job protection for family members who
care for the dying, along with access to community day
programs, 24-hour pain and symptom management teams,
respite care and bereavement follow-up.

The Senate also took note of the disturbing lack of re-
search in Canada that addresses end-of-life care.3,9 Since the
release of the Senate’s 1995 report,2 many of Canada’s top
palliative care researchers have left the country and support
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for research into end-of-life care remains woefully inade-
quate.3 The current report strongly recommends that re-
sources be designated to bolster research that focuses on
end-of-life issues facing Canadians of all ages, with all med-
ical conditions. Although this may require a shifting of re-
sources, to invoke the words of the chair of the Senate sub-
committee, Senator Carstairs, “As Canadians, we will
afford what we value.” Sadly, despite the value of the Sen-
ate’s work, good reports and bad reports are equally capa-
ble of gathering dust. Each of us in health care must take
on the responsibility to ensure that this does not happen.
Might I suggest the following?
• Affix a copy of the Senate’s recommendations for qual-

ity end-of-life care (Appendix 1) to your bulletin board
as a reminder to spend a minimum of one day each year
engaged in continuing medical education activities tar-
geted at symptom management and end-of-life care.

• Send a copy of the Senate recommendations to your
hospital or institutional administrator and ask what is
being done to support quality end-of-life care for pa-
tients within your facility.

• Send a copy of the Senate recommendations to your
Member of the Legislative Assembly and ask her or him
to support community programs that target quality
end-of-life care.

• Send a copy of the Senate’s recommendation to your
Member of Parliament and ask him or her to do every-
thing in his or her power to see to it that these recom-
mendations are quickly implemented by the federal
government.

The Senate report has delivered all we could have hoped
for to advance a national palliative care agenda. The ball is
now clearly in our court.
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Appendix 1: The Senate’s list of recommendations for quality end-of-
life care1

  1. That the federal government, in collaboration with the provinces, develop
a national strategy for end-of-life care.

  2. That the federal government, in collaboration with the provinces,
establish a five-year plan for implementing this national strategy.

  3. That the federal government prepare an annual progress report on
implementing this national strategy.

  4. That the federal government immediately assess the need for home care
and pharmacare for the dying and establish, in collaboration with the
provinces, the funding required for these programs.

  5. That the federal government immediately implement income security and
job protection for family members who care for the dying.

  6. That the federal government, working in collaboration with the provinces
and the educational community, explore ways to increase
multidisciplinary training and education of professionals involved in end-
of-life care.

  7. That the federal Minister of Health work with other relevant federal
ministers to develop an interdepartmental strategy on end-of-life care.

  8. That the federal Minister of Health discuss the establishment of a federal,
provincial, and territorial strategy on end-of-life care with provincial and
territorial counterparts at the next meeting of the Ministers of Health.

  9. That the federal Minister of Health discuss with provincial and territorial
counterparts appropriate measures for funding of end-of-life initiatives.

10. That the Canadian Institutes of Health Research be encouraged to
establish an institute that focuses on end-of-life issues facing Canadians of
all ages with all medical conditions.

11. That the Canadian Institute for Health Information be encouraged to
develop indicators for quality end-of-life care.

12. That the federal Minister of Health coordinate and implement a multi-
dimensional agenda for end-of-life research that involves relevant
departments, agencies, and other levels of government.

13. That the federal government, in collaboration with the provinces, develop
a five-year plan for implementing the 1995 unanimous recommendations.

14. That the federal government prepare an annual progress report on the
implementation of the unanimous recommendations.
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