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Deromanticizing medical 
assistance in dying

In response to Dr. Ashe’s article on providing 
his 100th case of medical assistance in dying 
(MAiD),1 we wish to counter with our con
cerns about his romantic view of MAiD and 
its potential impact, his underestimation of 
the frequency of MAiD and his assertion that 
MAiD is an act of mercy and respect.

Dr. Ashe speaks of providing MAiD as an 
“intimate and sacred moment.” We trust 
that he meant the interaction with the suf
fering patient and family before adminis
tration of the medications to end a life. 
Rocuronium, which paralyzes the neuro
muscular junction and terminates life, 
does not allow for any expression of what 
the patient is feeling. We do not believe it is 
in the best interest of others to portray 
MAiD as something people should seek 
instead of natural death, for 2 reasons.

First, other nations have had MAiD for 
some time now, and we should look to 
them to see our possible future. A recent 
survey of physicians in the Netherlands2 
reported that many had contradictory 
feelings of satisfaction and burden after 
performing euthanasia, that ambiguity 
about being involved in requests for and 
performing euthanasia has increased over 
the past 20 years and that physicians are 
feeling increasingly pressured to perform 
this  service by patients and family mem
bers who now see it as normal practice 
and their right. 

Second, writing about MAiD in a 
romanticized way may influence vulner
able people to seek MAiD through social 
learning, whereby they identify with the 
person portrayed and seek to copy their 
behaviour. This has been previously 
reported in 2003 in Switzerland.3

Dr. Ashe implied he was led to support 
MAiD after experiences with patients who 
died by suicide when they had a serious 
illness. We are sure his thinking was more 
complex, but he suggests that he ques
tioned whether there could be a “better 
way.” In so doing, he was not reviewing 
how depression and hopelessness from 
suffering could be better assessed and 
ameliorated, but how someone could 

hasten their death without traumatizing 
others. We would not have the medical 
advances and healthier, longer lives we 
have today if previous clinicians all con
sidered an easier death to be the solution 
to the burden of disease. We need to con
tinue to research and seek ways of pre
venting and relieving suffering.

Responses to Dr. Ashe’s article have 
pointed out that palliative care is distinct 
from MAiD, yet this ongoing conflation is 
common. We believe those who seek to 
combine MAiD with palliative care seek to 
make it an option for endoflife rather 
than an exception as intended by the law. 
According to Health Canada, in 2019, 
MAiD already accounted for 2% of deaths 
in our country,4 and this is prior to open
ing the criteria to those whose deaths are 
not reasonably foreseeable and to those 
with mental i l lness. Euthanasia is 
reported as 4.2% of all deaths (possibly as 
much as 20% higher, as reporting is not 
mandatory) in the Netherlands in 2019.5

Dr. Ashe concludes his article by stating 
that MAiD should be seen “as the act of 
mercy and respect that it truly is.” We 
respectfully do not share his opinion. Many 
other voices are also being raised in oppo
sition, particularly to the expansion of 
MAiD. On Feb. 23, 2021, the Canadian Men
tal Health Association released a state
ment indicated that it is “deeply disap
pointed that the government supports 
allowing those with mental illnesses to 
seek medical assistance in dying.”6 A policy 
statement from the Canadian Centre for 
Addiction and Mental Health recom
mended against allowing MAiD for mental 
illness alone.7 More than 300 disability 
advocacy groups in Canada have voiced 
opposition to the Bill C7 amendments 
rushed through the legislative process by 
the Liberal government.8 The United 
Nations Human Rights Council’s special 
rapporteur on the rights of persons with 
disabilities has also voiced concerns about 
Bill C7.9 Professional groups, such as the 
World Medical Association,10 the British 
Medical Association,11 the American Med
ical Association12,13 and the American 
Psychi  atr ic  Association 14 have al l 
expressed unwavering opposition to MAiD.  

Data from Ontario have shown that 
MAiD is primarily sought by privileged, 
wealthy and educated Canadians.15 Now 
that MAiD has been expanded to include 
nonterminal conditions and, eventually, 
mental illness as sole criterion, the appli
cant demographic will likely begin shift
ing to include those from disadvantaged 
backgrounds with limited access to qual
ity palliative care, disability support or 
mental health services. We are concerned 
that the enhanced freedom to choose 
MAiD will come at the expense of their 
vulnerable and disadvantaged compatri
ots, having been granted the “take it or 
leave it” choice of MAiD versus suffering 
within a health system that has failed to 
adequately serve them. 

Our opinion is that equitable access to 
quality palliative care, disability support 
and mental health care would better 
reflect the mercy and respect that all 
Canadians truly deserve.  
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