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1. INTRODUCTION 
 Your invitation to appear before this committee to give evidence in relation 
to Bill 52, An Act respecting end-of-life care, presented me with a difficult 
decision. That’s because Bill 52 deals with the management of legalized 
euthanasia.  

 We don’t manage that which we believe to be inherently wrong; we 
prohibit it.  

 Euthanasia – a physician acting with a primary intention to kill a patient, 
whose death results from that act - is inherently wrong and, therefore, should 
remain legally prohibited.  

 My concern is that my appearance here might be perceived as my being 
complicit in helping you to develop Bill 52’s “management guidelines” for 
euthanasia. I wish to make it clear that I totally reject legalizing euthanasia, Bill 52 
and any such guidelines. 

 I further submit that even if you do not believe that euthanasia is 
inherently wrong and assess its ethical acceptability from a utilitarian perspective, 
the risks and harms of legalizing it far outweigh any benefits and, therefore, from 
this perspective, as well, it should remain prohibited. 

 You have already heard my arguments and views on two previous occasions 
as to why we should not legalize euthanasia, so, as you will presume, my goal 
today is to try to persuade you to reject Bill 52.  

 As I’ve explained previously, it is inherently wrong to intentionally kill 
another person, except in justified self-defence or the defence of others whom 
one has a duty to protect, which requires that such killing is the only feasible 
option to save human life. Euthanasia does not fulfill those requirements. But, 
quite apart from that reason to reject it, euthanasia should remain prohibited, 
because legal safeguards are unlikely to be respected by healthcare professionals, 
as, for example, a very recently published article on the situation in Belgium 
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clearly demonstrates.1 Even more importantly, legalizing euthanasia would create 
a risk of the abuse of some of the most vulnerable members of our society – 
those who are old, sick, fragile, and mentally ill or who suffer from a disability.2 
Even if such abuse were rare in practice, augmenting the risk of it cannot be 
justified. 

 Despite my rejection of Bill 52, I will now deal with some of the issues 
raised by it. My comments are not intended to be corrective, but, rather, flaw-
finding – that is, they are made on the basis that this Bill is wrong in its essence, 
but even if it were not, here are some examples of what is wrong with it. Further, 
I have extensively examined, elsewhere, the fundamental arguments against 
legalizing euthanasia and the reasons not to take that step.3 I do not canvas many 
of these in this submission. Rather, I look only at those issues directly raised by 
Bill 52.  

 

2. REDEFINING HOMICIDE AS MEDICAL TREATMENT 
 Bill 52 seeks to legalize euthanasia by redefining homicide by lethal 
injection, which it calls “medical aid in dying” (MAD), as a form of medical 
treatment. To do so, it uses a pro-euthanasia strategy I have called “legalizing 

                                                
1 Raphael Cohen-Almagor, “First do no harm: pressing concerns regarding euthanasia in 
Belgium”, International Journal of Law and Psychiatry, Available online 13 July 2013. In Press, 
Corrected Proof Int J Law Psychiatry. 2013 Jul 13. pii: S0160-2527(13)00068-X. doi: 
10.1016/j.ijlp.2013.06.014. [Epub ahead of print] 
http://www.ncbi.nlm.nih.gov/pubmed/23859807 (Accessed 22 September, 2013.) Cohen-
Almagor raises concerns about “(1) the changing role of physicians and imposition on nurses to 
perform euthanasia; (2) the physicians' confusion and lack of understanding of the Act on 
Euthanasia; (3) inadequate consultation with an independent expert; (4) lack of notification of 
euthanasia cases, and (5) organ transplantations of euthanized patients.” 
2 For documentation of such abuse through reference to articles published in leading medical 
journals describing it, see Alex Schadenberg, “Exposing Vulnerable People to Euthanasia and 
Assisted Suicide”, ISBN 978-1-897007-27-3, London Ontario, 2012 
3 Margaret Somerville, Death Talk: The Case against Euthanasia and Physician-Assisted Suicide, 
McGill Queen’s University Press; Montreal, 2001, pp.433 

http://www.ncbi.nlm.nih.gov/pubmed/23859807
http://www.ncbi.nlm.nih.gov/pubmed/23859807
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euthanasia through confusion”.4 This strategy involves equating euthanasia to 
medical interventions that are widely accepted as ethical and legal and then to 
confuse euthanasia with them by arguing that euthanasia is the same kind of 
intervention, so it too is ethical and should be legally accepted. But euthanasia 
differs from interventions such as refusals of treatment which result in death 
occurring sooner than it otherwise would or necessary pain management that 
could result in a shortening of life, with respect to the cause of death in the 
former case and in both cases the primary intention with which the intervention 
is carried out. In short, euthanasia is different in kind from these interventions. 
For the record, I note here that everyone has the right to refuse treatment, even 
if that will result in death, and, as the Declaration of Montreal,5 promulgated by 
the International Association for the Study of Pain and subsequently accepted by 
the World Medical Association6 establishes, it is now regarded as a breach of 
human rights to fail to provide fully adequate pain management.7 

 It’s important to note that physicians have never regarded killing as medical 
treatment. Indeed, the Hippocratic Oath, which has been foundational in medical 
ethics for over two millennia, originated in order to separate the two roles – 
healer and executioner – of traditional “medicine men,” the predecessors of 
physicians. Today’s physicians pledge to care always, cure where possible, and 
never intentionally to inflict death. Bill 52 directly negates this last obligation. 

                                                
4 Margaret Somerville, "Euthanasia by Confusion" (1997) 20:3 University of New South Wales 
Law Journal  550-575; also published in Margaret Somerville, Death Talk: The Case against 
Euthanasia and Physician-Assisted Suicide, ibid, chapter 7, pp. 119-143.   
5 International Association for the Study of Pain, http://www.iasp-
pain.org/Content/NavigationMenu/Advocacy/DeclarationofMontr233al/default.htm (accessed 
6th October, 2013) 
6 World Medical Association Resolution on the Access to Adequate Pain Treatment, Adopted by 
the 62nd WMA General Assembly, Montevideo, Uruguay, October , 2011, 
http://www.painaustralia.org.au/images/pain_australia/Declaration/WMA%20Resolution.pdf 
(accessed 6th October, 2013) 
7 See Margaret Somerville, “Exploring Interactions between Pain, Suffering and the Law”, in 
Nathan Palpant and Ronald Green, eds. Suffering and Bioethics, Oxford University Press (in 
press).  

http://www.iasp-pain.org/Content/NavigationMenu/Advocacy/DeclarationofMontr233al/default.htm
http://www.iasp-pain.org/Content/NavigationMenu/Advocacy/DeclarationofMontr233al/default.htm
http://www.painaustralia.org.au/images/pain_australia/Declaration/WMA%20Resolution.pdf
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 From a legal perspective, classifying euthanasia as medical treatment is 
clearly a strategy to try to avoid the application of the Canadian Criminal Code to 
euthanasia (MAD), which prohibits it as first degree murder, and to bring its 
governance within Quebec provincial jurisdiction to govern health and social 
services.8 If Bill 52 is enacted, it will certainly be challenged as unconstitutional 
and it will be up to the courts to rule on the legal validity of this approach. 

 

3. UNDEFINED TERMS, EUPHEMISMS AND AMBIGUOUS LANGUAGE IN 
BILL 52  
 Bill 52 employs undefined terms, euphemisms and ambiguous language, I 
presume in order to make euthanasia less likely to be rejected by undecided 
members of the general public; create confusion which could, likewise, make 
more Quebecers favour legalizing euthanasia; and to try to bring Bill 52 within the 
legislative jurisdiction of the Quebec Legislative Assembly. I note some examples 
of such terminology and language below. 

i) “Medical Aid in Dying” 
 Bill 52 does not use the word euthanasia, but refers to “medical aid in 
dying” (MAD) which it does not expressly define. Rather, it leaves it to the council 
of physicians, dentists and pharmacists of each institution “in accordance with the 
clinical standards established by the professional orders concerned, to adopt 
clinical protocols applicable to terminal palliative sedation and medical aid in 
dying”.9 But it’s clear that MAD is a euphemism for euthanasia or, at the least, is 
intended to include euthanasia. To avoid any possible confusion on such a 
fundamental and important change in the law, and so people properly 
understand that Bill 52 would authorize euthanasia, that should be stated 
expressly in the Bill, as well as a clear definition of euthanasia. 

                                                
8 J. Donald Boudreau and Margaret Somerville, “Euthanasia is not medical treatment”, British 
Medical Bulletin 2013; 106: 45–66, DOI:10.1093/bmb/ldt010  
http://bmb.oxfordjournals.org/content/early/2013/03/26/bmb.ldt010.full?keytype=ref&ijkey=I
KP7zm8pfcR3lNH 
9 Section 32 

http://bmb.oxfordjournals.org/content/early/2013/03/26/bmb.ldt010.full?keytype=ref&ijkey=IKP7zm8pfcR3lNH
http://bmb.oxfordjournals.org/content/early/2013/03/26/bmb.ldt010.full?keytype=ref&ijkey=IKP7zm8pfcR3lNH
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 Even the Quebec College of Physicians and Surgeons, which supports 
legalizing euthanasia, in its submission to this Commission agrees that more 
definitional clarity is required: 

"It also seems useful to better clarify in this section or elsewhere in 
the Bill, what is meant by "medical aid in dying." As we have already 
stated elsewhere, this term suits us as long as the act is performed by 
a physician in a care setting, which excludes physician-assisted 
suicide. The fact remains that it is an act of intentionally causing the 
death of a person but in the context of end of life care, in exceptional 
circumstances and under the conditions established by law."10  
(emphasis added)  

 That the term “medical aid in dying” is likely to cause confusion, such as I 
note above, has just been confirmed by a very recent Ipsos Marketing poll carried 
out for Vivre dans la dignité. The survey, carried out 18th to 20th September, 2013, 
covered 2078 Canadian respondents, 1010 of them from Quebec. The summary of 
the findings reads, in part: 

The expression “medical aid in dying” seems very vague to the 
Quebec population, and is subject to diverse interpretations. 
Indeed, one third of Quebecers interpret it as being a patient’s 
request for lethal injection by a medical professional, while nearly 
30% understand that it means relieving symptoms through palliative 
care. Finally, nearly 40% of those surveyed associate it with a 
discontinuation of intensive medical treatment, or with assisted 
suicide. This wide diversity of responses demonstrates the 
uncertainty that surrounds the term “medical aid in dying”.  

                                                
10 Collège des Médecins du Québec, Projet de loi no 52, Loi concernant les soins de fin de 
vie, Mémoire présenté à la Commission de la santé et des services sociaux, 17 septembre 
2013, CSSS – 006M C.P. – P.L. 52 Loi concernant les soins de fin de vie, p.5 (unofficial 
translation) 
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In comparison, the term “euthanasia” seems to be much clearer for 
Quebecers, even if nearly 40% of them ascribe an erroneous meaning 
to it. As such, 60% of individuals understand that it means having a 
medical practitioner administer a lethal injection as per a patient’s 
request. 11   

This information throws serious doubt on previous polls measuring the public’s 
support for "medical aid in dying" or "euthanasia", since, respectively, a majority 
or a large percentage of people expressing their support for these two procedures 
were supporting palliative care or discontinuation of intensive medical care, not 
euthanasia as properly defined. Consequently, claims by proponents of 
euthanasia of clear public support for it in Canada must, at the very least, be 
seriously questioned. 

 Bill 52’s approach of leaving it to the councils of physicians, dentists and 
pharmacists of each institution to adopt “clinical protocols” for “terminal 
palliative sedation”(TPS) and MAD,12 and to every institution to include a clinical 
program for “end-of-life care”, which includes TPS and MAD,13 also raises the 
question what if each council and each institution adopt different clinical 
protocols and clinical programs that all define MAD or TPS differently? 

 And how will healthcare professionals, who believe euthanasia is murder, 
feel about working in an institution where their professional governing body has 
drawn up guidelines for undertaking this and some of their colleagues are 
carrying it out? 

ii) “The Practice of Medicine” 
 Likewise, the definition of “the practice of medicine” in the Quebec Medical 
Act is extended to include a physician “administering the drug or substance 
allowing an end-of-life patient to obtain medical aid in dying under the Act 

                                                
11 Ipsos Marketing, “Survey among the Canadian population about end of life issues”, 
September 18th – 20th, 2013. Ipsos PowerPoint 13-077483-01 Vivre dans la dignité, Rapport 02-
10-2013 
12 Section 32 
13 Sections 9,10 
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respecting end-of-life”, that is, one presumes, euthanasia. Again, this should be 
made explicit. 

iii) “End-of-life care” 
 “End-of-life care” is defined as palliative care that includes MAD and 
“palliative terminal sedation”. In other words, Bill 52 defines “medical aid in 
dying” (euthanasia) as a legitimate part of “palliative care”. A very large majority 
of palliative care physicians reject such a definition of palliative care, ninety 
percent of them reject euthanasia,14 and a majority of physicians, in general, 
reject euthanasia.15 These physicians do not want to work in a healthcare system 
or institution in which any of their colleagues are carrying out euthanasia. 
Moreover, they see euthanasia as highly destructive of the very soul of medicine 
and its caring and healing ethos.16 

 Bill 52 creates a right to “end-of-life care”, hence creating a right to 
euthanasia.  

 Bill 52 states that physicians must administer MAD to “end-of-life 
patients”,17 who fulfill the necessary conditions,18 unless the physicians have 
conscientious objections.19 In other words, Bill 52 creates a positive obligation to 
provide euthanasia. This is a basic presumption for physicians that “yes, as a 
physician I have an obligation to provide you with euthanasia, but not if I have 
conscientious objections to it”. That means the burden of proof of justifying a 

                                                
14 Canadian Society of Palliative Care Physicians, “CSPCP Euthanasia Survey Results”,  
http://www.cspcp.ca/indexdocuments/SurveyResultsFINAL.pdf  
15 Canadian Medical Association Bulletin, “MD views on euthanasia, assisted suicide vary 
widely: survey”, CMAJ, March 5, 2013, 185(4) 357. “A survey of CMA members’ views on major 
end-of-life issues has found that only 20% would be willing to participate if euthanasia is 
legalized in Canada, while twice as many (42%) would refuse to do so. Almost a quarter of 
respondents (23%) are not sure how they would respond, while 15% did not answer. The 
results are similar for physician-assisted suicide: 16% of respondents would assist, while 44% 
would refuse. More than a quarter of respondents (26%) are not sure how they would respond 
to such a request, and 15% did not answer.” 
16 J Donald Boudreau and Margaret Somerville, supra note 8 
17 Section 29 
18 Section 26 
19 Section 44 

http://www.cspcp.ca/indexdocuments/SurveyResultsFINAL.pdf
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refusal to provide euthanasia is on the physician and in cases of equal doubt as to 
whether the physician has fulfilled the burden of proof, the physician must 
provide euthanasia. In addition a physician who has a conscientious objection 
must notify the director of professional services (DPS) who “must then take the 
necessary steps to find another physician willing to deal with the request…”.20 
This is not a true protection of freedom of conscience for the physician, who, 
moreover, is forced to be a party to a criminal act in referring the matter to the 
DPS and the DPS himself has no possibility to raise a conscientious objection.  

 Bill 52 also requires that “institutions,” such as local community service 
centres (CLSC’s), hospitals, and certain “residential and long-term care centres,” 
likewise, must be able to give patients who qualify access to MAD.21 

 The word “must” appears 64 times in Bill 52. In short, the legislation is 
focused on creating obligations. Some of those obligations, such as access for all 
who need it to good palliative care, as normally defined, we can all agree with. 
Others, which involve administering euthanasia or complicity in its administration 
by creating duties to refer patients to physicians willing to provide it,22 we 
certainly cannot.  

 The context and the medical system in which euthanasia occurs are 
relevant to assessing the validity of a free and informed consent to it, were it to 
be legalized. If the system is inadequate and people could fear being left in pain 
and serious suffering, their consent to euthanasia is not free, that is, not 
voluntary.23,24 

                                                
20 Section 30 
21 Section 8 
22 Section 30 
23 Margaret Somerville, "Structuring the Issues in Informed Consent", (1981) 26:4 McGill Law 
Journal 740-808. 
24 Margaret Somerville, "Labels versus Contents: Variance between Philosophy, Psychiatry and 
Law in Concepts Governing Decision-Making", (1994) 39 McGill Law Journal 179-199. 
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iv) “Palliative Terminal Sedation”  
 The term “palliative terminal sedation”, including its lack of definition, 
creates confusion between sedation which is not euthanasia and euthanasia. It 
seems reasonable to assume that creating such confusion is not unintentional. 

 Bill 52 would give “end-of-life patients” a choice of “fast” or “slow” 
euthanasia. Fast euthanasia (MAD) would be a lethal injection; slow euthanasia 
would be what the Bill calls “terminal palliative sedation” (TPS). In addition, TPS 
escapes all the prior conditions of sections 26 and 28 applicable to MAD and the 
requirement of reporting to the end-of-life Commission.25  

 The term TPS is confusing, because some sedation at the end of life is not 
euthanasia and some can be. It’s another example of the strategy of promoting 
euthanasia by confusing it with interventions which are not euthanasia and are 
ethically acceptable and arguing that there are no relevant differences among 
them and, therefore, all are ethical and acceptable. 

 “Palliative sedation,” which is relatively rarely indicated as an appropriate 
medical treatment for dying people, is used when it is the only reasonable way to 
control pain and suffering and is given with that intention. It is not euthanasia.  

 “Terminal sedation” refers to a situation in which the patient is not 
otherwise dying at that time and is sedated with the primary intention of 
precipitating their death. This is euthanasia. 

 Euthanasia advocates argue that we can’t distinguish the intention with 
which these interventions are undertaken and, therefore, this distinction is 
unworkable. But the circumstances in which such an intervention is used and its 
precise nature allow us to do so. For instance, if a patient’s symptoms can be 
controlled without sedation, and especially if the patient is not otherwise dying 
and food and fluids are withheld from the sedated patient with the intention of 
causing death, that is clearly euthanasia. 

                                                
25 Section 41 
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 In the Netherlands, terminal sedation is not defined as euthanasia and 
there has been a substantial increase in its use.26 Some commentators have 
pondered whether it’s being used instead of lethal injections, because it allows 
physicians to avoid the reporting and other requirements euthanasia entails. The 
same would be likely under the provisions of Bill 52. The requirements for using 
“terminal palliative sedation” seem to be at the discretion of the physician, 
provided that the patient or, if they are incompetent, their surrogate decision-
maker gives informed consent to it. The requirements for access to and reporting 
on MAD are far more onerous and more limiting, and a surrogate decision-maker 
could not authorize it. 

 A protocol for the use of deep sedation, called the Liverpool Care Pathway 
(LCP), for use in hospitals and nursing homes was introduced in the United 
Kingdom. Its stated purpose was to "provide quality healthcare to the dying", but 
it was seriously abused. Patients who were not terminally ill were put into an 
induced coma and food and fluids were withheld until death occurred.27 “There 
have also been suggestions that the pathway has been used to help hospitals save 
money. NHS Trusts do receive payouts for hitting targets related to its use - but 
the suggestion that the pathway has been used for cynical reasons has been 
vigorously denied by the Department of Health.” 28 Even if the Department of 
Health is correct, this arrangement constitutes a serious conflict of interest. 
Because of such abuses and the public outrage they rightly generated, the LCP is 
being abandoned.29 However, its initial goal of trying to ensure that dying patients 

                                                
26Bregje D Onwuteaka-Philipsen, Arianne Brinkman-Stoppelenburg, Corine Penning, Gwen J F 
de Jong-Krul, Johannes J M van Delden, Agnes van der Heide, “Trends in end-of-life practices 
before and after the enactment of the euthanasia law in the Netherlands from 1990 to 2010: a 
repeated cross-sectional survey”, www.thelancet.com Published online July 11, 2012,  
http://dx.doi.org/10.1016/S0140-6736(12)61034-4 1   
27 “A lethal power?  Jacqueline Laing addresses concerns about the Liverpool Care Pathway”, 
New Law Journal, 23 November 2012, http://www.newlawjournal.co.uk/nlj/content/lethal-
power (Accessed 24 September, 2013) 
28 BBC News Health, “Liverpool Care Pathway 'should be phased out'”, 13 July 
2013  http://www.bbc.co.uk/news/health-23283820 (Accessed 24 September, 2013) 
29 Ibid 

http://www.newlawjournal.co.uk/nlj/content/lethal-power
http://www.newlawjournal.co.uk/nlj/content/lethal-power
http://www.bbc.co.uk/news/health-23283820
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were not ignored and received the care they required remains an essential 
pursuit. 

 Most jurisdictions which have legalized euthanasia or physician-assisted 
suicide have, at least initially, limited it to adults who are competent and 
consenting at the time it is administered. However, Bill 52 would allow MAD to be 
carried out pursuant to a patient’s advance directive consenting to it. To have a 
firsthand glimpse of how this could be abused, I recommend viewing the 
documentary film End Credits.30 It records the situation of an old Belgian man, in a 
nursing home, who had given consent to euthanasia in an advanced directive. The 
man’s nephew is urging the healthcare professionals to administer it, because, he 
says, his uncle is no longer mentally competent, so can’t validly change his mind. 
The physician tries to clarify with the old man whether he wants euthanasia. 
Suddenly, the old man has a burst of energy and shouts, “You want to kill me”, 
and is clearly horrified by the thought. Sometime later, he dies a natural death. 

4. WHO MAY HAVE ACCESS TO MAD? 
 Bill 52 provides that “end-of-life” patients who want MAD and fulfil the 
necessary conditions have a right of access to it.31 But, strangely enough, when 
we come to the pre-conditions to have MAD found in sections 26 and 28, the 
expression “end-of-life” patient is omitted.  We do not know whether this is 
intentional or just bad legal drafting. In any event, who is an “end-of-life” patient?  

 In Bill 52, euthanasia is not limited to people who are terminally ill; to be 
“suffer[ing] from an incurable serious illness” is enough on this count.32 They 
must also “suffer from an advanced state of irreversible decline in capability; and 
suffer from constant and unbearable physical or psychological pain which cannot 
                                                
30 End Credits, Director: Alexander Decommere, Writer: Marc Cosyns. Contact & info: 
endcredits.be” (Description of the film: “This is a low quality screener (Dutch with English 
subtitles) of the Belgian documentary "End Credits", on the practice of euthanasia, ten years 
since the Belgian law was finalized in 2002. Adelin, 83, and Eva, 34, two very different people 
who are at the dawn of the end of their lives, ask for help with and care for a decent passing 
away.)  
31 Section 5 
32 Section 26 (2) 

http://www.endcredits.be/


14 
 

be relieved in a manner the person deems tolerable.”33 These requirements in Bill 
52 are similar to the Belgium euthanasia law34 and, as has become obvious in 
Belgium, would allow for the law to apply to a very broad group of people. For 
example, many people with disabilities or who are old, frail or vulnerable would 
fulfil these criteria. And recall that MAD may be administered in “residential and 
long-term care centres” or a person’s home.  

 I note here that a strong majority of the media erroneously report that 
MAD would only be available to terminally ill people and, in a conversation I had 
with Maitre Jean-Pierre Ménard, 35 author of the Ménard Report on legally 
implementing the recommendations on which Bill 52 is based,36 he seemed to 
believe the same. The confusion probably arises because Bill 52 speaks of “end-of-
life care” and “end-of-life patients”, but the criteria it establishes for access to 
euthanasia do not require the person to be imminently dying. So, “end-of-life 
patients” include, not only, those who are imminently dying, but also, those who 
fulfil Bill 52’s criteria for access and want to end their lives, even though they are 
not dying. 

 A recent newspaper report on an earlier hearing by your committee in this 
series, in which the euthanasia of a Belgian woman was considered, raises the 
critical issue of whether the way in which Bill 52 is drafted is the cause of serious 
confusion about who may have access to euthanasia. Commenting on the case of 
Godelieva De Troyer, a 64 year old Belgium woman with depression who was 
euthanized under Belgium law, Dr. Yves Robert of the Quebec College of 
Physicians and Surgeons is reported as responding:  

                                                
33 Section 26(4) 
34 The Termination of Life on Request and Assistance with Suicide (Review Procedures) Act, 1 
April 2002, Royal Decree of 15 March 2002. OJ 2002; 165. 
http://www.eutanasia.ws/documentos/Leyes/Internacional/Holanda%20Ley%202002.pdf 
(accessed 3 October, 2013). 
35 “The Tommy Schnurmacher Show", CJAD 800 radio station, Montreal, 24th January, 2013 
36 Mourir dans la dignité - La ministre Hivon rend public le rapport du comité Ménard sur la 
mise en œuvre juridique des recommandations de la Commission spéciale, 15 janvier, 2013, 
http://communiques.gouv.qc.ca/gouvqc/communiques/GPQF/Janvier2013/15/c6027.html 

http://www.eutanasia.ws/documentos/Leyes/Internacional/Holanda%20Ley%202002.pdf
http://communiques.gouv.qc.ca/gouvqc/communiques/GPQF/Janvier2013/15/c6027.html
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“Quebec is not Belgium. …This case would not have been allowed in 
Quebec under Bill 52. … No stakeholders want this.”  

The newspaper article continues: 

The proposed law specifies three conditions: there must be an 
incurable disease, imminent death and unbearable suffering — which 
rules out depression, Robert said. “Under these medical criteria, this 
woman would not have had access to medical help to die in Quebec,” 
he added.” 37 

But, is Dr. Robert correct? Because this is such an important question, at the risk 
of being repetitive on some points, let’s more closely examine Bill 52, precisely in 
relation to Dr. Robert’s claim. 

 Although, as noted earlier, the word euthanasia is not used in Bill 52, 
presumably for the Quebec Legislative Assembly to try to avoid problems with the 
Bill trespassing on federal jurisdiction, where the Criminal Code38 prohibits 
euthanasia, the history and development of the euphemism “medical aid in 
dying” and its current use before this committee shows that “end of life care“, 
which expressly includes “medical aid in dying”,39 is clearly meant to encompass 
euthanasia. And, as stated already, Bill 52 provides that “end-of-life” patients, 
who want “medical assistance in dying” and fulfil the requirements for access to 
it, must be offered it. So, who is an “end-of-life” patient?  

 First, as explained, the person need not be terminally ill, but only 
“suffer[ing] from an incurable serious illness”.40 So Dr. Robert is wrong if he is 
reported correctly and believes that “imminent death” is required. And it seems 
that he does not believe serious depression can be “an incurable serious illness”. 
Many would disagree. 

                                                
37 Charlie Fidelman, “Dying-with-dignity laws can hit a slippery slope”, The [Montreal] Gazette, 
Sept 17, 2013, A3 
38 R.S.C., 1985, c. C-46 (as amended), sec. 222 
39 Section 3(3) 
40 Section 26 (2) 
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 The person must also “suffer from an advanced state of irreversible decline 
in capability; and suffer from constant and unbearable physical or psychological 
pain which cannot be relieved in a manner the person deems tolerable”.41 In 
other words, a person need not be physically ill; a mental illness such as serious 
depression, one can reasonably assume, would be sufficient.  

 And, the person need not have tried all reasonable treatments to relieve 
her suffering before having access to euthanasia, because the Bill provides, “A 
person may not be denied end-of-life care for previously having refused to receive 
a treatment or procedure or having withdrawn consent to a treatment or 
procedure”.42 

 Moreover, the person need only make a subjective judgment that her 
suffering is not tolerable, as one assumes Ms. De Troyer decided. This is 
consistent with the informing principle behind Bill 52, in that “the Act recognizes 
the primacy of freely and clearly expressed wishes with respect to care”.43 In 
short, respect for personal autonomy and self-determination is the value that 
always takes priority in relation to “end-of-life” decision making, including 
euthanasia, provided other requirements for access to it are met.  

 These requirements for access to euthanasia in Bill 52 would seem to allow 
for the law to apply to a broad group of people, including, as Ms. De Troyer’s case 
shows, those who are seriously depressed.  

 Consequently, to say the least, it’s puzzling how Dr Robert can say, “This 
case would not have been allowed in Quebec under Bill 52”44 and that euthanasia 
for serious depression is ruled out.  

 And it would be deeply concerning if people, such as Dr. Robert, who is an 
official spokesperson for the Quebec College of Physicians and Surgeons, which is 

                                                
41 Section 26(4) 
42 Section 7 
43 Section 1 
44 Fidelman, supra note 37  
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strongly advocating the passage of Bill 52, were not to understand the law in such 
an important respect as who will be eligible for euthanasia under its provisions.  

 Indeed, the Quebec College of Physicians and Surgeons’ own submission to 
this Commission acknowledges that Bill 52 is not clear as to who may have access 
to MAD:  

"As well, we believe that the requirement that death is inevitable and 
imminent should be made more explicit, using the concept of 
"terminal phase". The easiest way would probably require that the 
person be in terminal phase... This requirement would replace the 
requirement that the medical condition of the person is 
characterized by an advanced state of irreversible decline in 
capability. Psychiatrists have advised us that many of their patients 
could apply and meet the eligibility criteria as currently formulated. 
The same applies to patients with a degenerative disease still at an 
early stage. It is easy to understand the reluctance of physicians to 
satisfy such requests."45 (Emphasis added)  

5. PHYSICIAN-ASSISTED SUICIDE  
 It is an open question whether MAD may include physician-assisted suicide 
(PAS), as the media have constantly reported it does. The uncertainty arises, in 
part, because Bill 52 provides that “If a physician determines… that medical aid in 
dying may be administered to a patient requesting it, the physician must 
administer such aid personally and take care of the patient until their death”46 
and the Quebec Legislative Assembly committee report, Dying with Dignity, which 
informed Bill 52 rejected physician-assisted suicide. 

 The reasons to exclude PAS might include that it’s more difficult to frame 
PAS as a “medical act”, as the report recognized; that society doesn’t want to 
promote the idea that suicide, in general, is an appropriate response to suffering, 
as the report also emphasized; that we want to maintain the current medical 
                                                
45 Supra note 10,  p.8 (unofficial translation) 
46 Section 29 
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norm that the appropriate medical act in dealing with attempted suicide is to try 
to save life; or that the Quebec government hopes to “immunize” Bill 52 from 
legal challenge by avoiding the precedent in the Rodriguez case, in which the 
Supreme Court of Canada upheld the constitutional validity of the crime of 
assisted suicide. 

6. LOGICAL AND PRACTICAL SLIPPERY SLOPES 
 Before I address the issue of “slippery slopes”, I want to make clear that 
even if it could be guaranteed that these slopes would not result if euthanasia 
were to be legalized, the risks and harms of legalizing euthanasia still far outweigh 
any benefits. These harms include the impact on important societal values; that 
euthanasia will be normalized and become the norm; harmful effects on 
healthcare institutions, professions and professionals, and patients’ trust in all of 
these, and so on. In short, pro-euthanasia advocates’ argument that slippery 
slopes can be prevented by strict legal regulation, such as they propose Bill 52 
would establish, even if correct, does not, as they claim it does, justify legalizing 
euthanasia. 

  I quote from a paper Dr. Donald Boudreau and I wrote called Euthanasia is 
not medical treatment, a copy of which is attached as an appendix and forms part 
of this submission: 

Many proponents of euthanasia like to claim that opponents rely on 
two types of unsound arguments: one based on empirical data and 
the other anchored in axiology.  

In the first instance, they allege that the outcomes data available 
from jurisdictions where euthanasia or assisted suicide has been 
legalized, suggest that our fears of potential abuse are groundless. 
They deny that there is a ‘logical’ slippery slope—that the situations 
in which euthanasia will be available will expand over time—or a 
‘practical’ slippery slope—that euthanasia will be used abusively. 
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Pro-euthanasia advocates claim that evolving legislation does not 
pose a threat to persons with a disability, does not lead to euthanasia 
without consent, does not invite extension of the practice to 
vulnerable populations—in short, that it has not become a ‘run-away 
train’. They usually express satisfaction with individual clinicians’ 
professional restraint and integrity as well as with administrative safe 
guards.47 

But, the evidence for the existence of a practical slippery slope in both the 
Netherlands and Belgium, the two jurisdictions most often referenced, is very 
convincing.48 This was recently affirmed by the High Court of Ireland, in a 
judgment in which they held prohibiting assisted suicide did not contravene the 
Irish Constitution.49  

 As to the logical slippery slope, we can trace a phenomenon in applied 
ethics, in general, that I propose is relevant to the euthanasia debate. When first 
faced with a given practice, we can start with serious ethical concerns about it 
(our reaction is sometimes called the “ethical yuck factor” – our moral intuitions 
warn us it is ethically wrong). Then, as we become accustomed to the practice our 
ethical concern diminishes to neutrality and then even to acceptance of the 
practice as ethical. And, finally, we often go on to expand our acceptance to 
include logically connected wider applications of the practice. In some cases, 
among which I would include euthanasia, allowing this phenomenon even to 
commence in the first place is not justified, let alone allowing it to progress to the 
logical expansion phase, as it has done in both the Netherlands and Belgium. Not 
allowing it to start demands that Bill 52 be rejected. 

 A relatively recent dramatic example of the logical slippery slope’s 
gravitational pull – the incremental extension of access to euthanasia - is the 
euthanizing, in December 2012, of 45-year-old twins in Belgium. Deaf since 
childhood, Marc and Eddy Verbessem were facing the additional disability of 

                                                
47 J. Donald Boudreau and Margaret Somerville, supra note 8  
48 See Cohen-Almagor, supra note 1 
49 Fleming-v-Ireland & Ors [2013] IEHC 2. 
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blindness. Their physician accepted that they were irremediably suffering and 
euthanized them.50  

 Articles published in medical journals report organs being taken from 
euthanized people in Belgium for transplant.51 In at least one of these cases the 
woman donor was mentally ill, but not physically ill. The documentary film End 
Credits,52 mentioned previously, also follows a young Belgium woman who suffers 
from mental illness (probably severe depression), who wants to donate her 
organs after euthanasia, but is refused permission to do so by the relevant 
authority. Watching the scenes showing the physician euthanizing her and filling 
out the necessary reporting forms is a chilling experience. Belgium is also 
considering making euthanasia available for children, which is already the case in 
the Netherlands, and for people with dementia.  

 

7. DISCUSSION  
 The above comments on Bill 52 are far from comprehensive and are 
intended simply to identify and articulate some of the arguments, reasoning and 
strategies that it manifests and issues it raises. My hope is that they might serve 
as warning signals of just some of the dangers, I believe, Bill 52 presents. 

 We know that people who are old or fragile or suffer from a disability often 
perceive themselves as a burden on their families and society. If euthanasia is an 
option, they could feel they should relieve that burden through euthanasia. They 
could even feel that they have a duty to die, in particular, if healthcare costs are 
an influence or factor in such decision making. 

                                                
50 Deaf Belgian twins bought new suits and shoes before killing themselves. Mail Online. 
Published January 15, 2013. Available at: http://www.dailymail.co.uk/news/article-2262630/. 
51 D. Ysebaert, G. Van Beeumen, K. De Greef, J.P. Squifflet, O. Detry, A. De Roover, M.-H. 
Delbouille, W. Van Donink, G. Roeyen, T. Chapelle, J.-L. Bosmans, D. Van Raemdonck, M.E. 
Faymonville, S. Laureys, M. Lamy, and P. Cras, “Organ Procurement After Euthanasia: Belgian 
Experience”, Transplantation Proceedings, 41, 585–586 (2009), 
http://www.coma.ulg.ac.be/papers/death/organ_euthanasia09.pdf 
52 Supra note 30  

http://www.coma.ulg.ac.be/papers/death/organ_euthanasia09.pdf
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 Legalizing euthanasia has emerged as an issue in the context of aging 
populations and rising healthcare costs in the Western world. Reaching an old age 
used to be considered a great blessing; now it can be regarded as a curse. In this 
regard, discussion in the context of the euthanasia debate of the healthcare and 
sometimes other costs of caring for aged people, which used to be forbidden 
ground, has become more common in the last few years, although 
Madame Véronique Hivon, the Quebec Minister for Social Services and Youth 
Protection, is reported as saying that Bill 52 has nothing to do with cost saving. I 
accept that she is being honest with respect to the goals and intention behind the 
Bill, but that does not mean that healthcare cost saving would not influence its 
application in practice, in particular, at the institutional or hospital level, even if 
not at the level of the individual physician-patient relationship.  

Discussion of euthanasia for people with dementia, once adamantly denied 
by pro-euthanasia advocates as a possibility, has also become more common.53  
More than 35 million people worldwide live with dementia today, according to a 
new report. By 2050, that number is expected to more than triple to 115 million.54  
“The majority requires constant care; they're dependent…. People with dementia 
have special needs for care. …They need more personal care, more hours of care, 
and more supervision, all of which is associated with greater caregiver strain, and 
higher costs." 55  

                                                
53 See, for example, Fidelman, supra note 37, who reports on evidence given before this 
commission by Dr. Yves Robert of the Quebec College of Physicians and Surgeons, as follows: 
“Quebec’s legislation excludes patients who are declared “inapt”, for example, those with 
dementia, and who cannot consent for themselves, Robert said, and the government will have 
to address that in the future because the bill does not cover all cases.” Note as well that the 
Report of the Quebec National Assembly Select Committee on Dying with Dignity did not rule 
out euthanasia being administered to people with dementia. Rather, it recommended a special 
committee be formed to consider whether this should be allowed (at pp.92-93). 
54 Alzheimer's Disease International, 2013 World Alzheimer's Report, "Journey of Care”, which 
“examines global trends related to older people who need dementia care, including those with 
Alzheimer's disease.” http://www.cnn.com/2013/09/19/health/world-alzheimers-report-
caregivers/?hpt=he_c2 (Accessed 20th September, 2013) 
55 Fidelman, supra note 37 

http://www.cnn.com/2013/09/19/health/world-alzheimers-report-caregivers/?hpt=he_c2
http://www.cnn.com/2013/09/19/health/world-alzheimers-report-caregivers/?hpt=he_c2
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We don’t discuss the acceptability of justifications, such as cost-saving, that 
we would never consider using, or the feasibility of actions such as euthanizing 
people with dementia that we would never consider undertaking, because we 
consider doing so would be inherently wrong. Therefore, incorporating into the 
euthanasia debate the discussion of healthcare and other costs of caring for 
people, or euthanasia for people with dementia, is a frightening development. 

 Legalization of euthanasia gives the value of individual autonomy priority 
over that of respect for human life. Its message is that personal control is the 
primary human good. Loss of control is equated with loss of dignity and the 
protections, especially that of respect for life, which it provides. Because 
characteristics such as loss of control and of independence are often true of old 
people or people with disabilities, acceptance of this line of analysis is especially 
dangerous for them, including because it devalues them in their own eyes and 
that of others.  

 All of the reports and documents on the basis of which Bill 52 was drafted 
give priority to individual autonomy of the person who wants euthanasia as the 
overriding value. But, as some feminist legal scholars are proposing, we should 
recognize the need for some intelligent restraints on “pure individualism”.56 They 
have developed a concept of “relational autonomy” – the idea that a person is not 
an isolated being, but exists in a context that influences their decisions and that 
context must be taken into account when judging the validity of those decisions. 
Taking that approach can operate as such a restraint. I propose that the context in 
which euthanasia would occur means that the dangers of abuse are such that it 
should not be legalized. 

 Likewise, we must recognize that the impact of individuals’ decisions – 
especially, their collective impact - is not limited to those persons, but affects 
others, in particular, the families of people euthanized, the healthcare 
professions, and society as a whole. The last is especially true of euthanasia. The 

                                                
56 See, for example, Jennifer Nedelsky, Law's Relations: A Relational Theory of Self, Autonomy, 
and Law Print publication date: 2012, Published to Oxford Scholarship Online: January 2012 
DOI: 10.1093/acprof:oso/9780195147964.001.0001 

http://www.oxfordscholarship.com/view/10.1093/acprof:oso/9780195147964.001.0001/acprof-9780195147964
http://www.oxfordscholarship.com/view/10.1093/acprof:oso/9780195147964.001.0001/acprof-9780195147964
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damage that legalizing it would do to the value of respect for human life, in 
general, in our society should cause us to reject its legalization.  

 We should keep in mind in this regard that in a secular society, such as 
Quebec, medicine and law are the two major societal institutions which carry the 
value of respect for life for the society as a whole. Euthanasia requires society’s 
complicity in changing the law – whether in substance or in how it is applied - to 
allow it, and, if Bill 52 were enacted, either de jure or de facto authorizing 
physicians to carry it out. The value of respect for life at the general societal level 
cannot escape being seriously damaged in so doing. 

 One way to understand more fully what euthanasia involves is to take the 
medical cloak off it, that is, to propose that if it were to be legalized someone 
other than physicians should carry it out.57 Many people who agree with legalizing 
euthanasia strongly reject such a proposal, which indicates that they are judging 
the acceptability of euthanasia according to who is undertaking it, namely, 
physicians whom they regard as ethical, not what it is the physicians are doing, 
killing their patients. It is also likely that people’s emotional responses to 
euthanasia and moral intuitions about it warn them that it is unethical, when this 
judgment is not affected by seeing it as a medical procedure.58 

 

8. CONCLUSION 
 The case for euthanasia is logical, direct and utilitarian, and focuses on a 
suffering individual person who wants euthanasia, so it's easy to make and 
communicate. The video recently made by highly respected, Toronto physician Dr 
Donald Low, shortly before his death, in which he pleaded for PAS to be legalized, 
is an excellent example of the power of such appeals. For those of us who oppose 
legalizing PAS and euthanasia, we must respond to the people who make these 
pleas with moral regret. This means that although we believe that it would be 

                                                
57 This proposal is discussed in depth in Boudreau and Somerville, supra note 8.  
58  See Margaret Somerville, The Ethical Imagination: Journeys of the Human Spirit, Toronto; 
House of Anansi Press, 2006, pp28-31. 
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unethical for us to provide what they request and, therefore, that we must not do 
so, we sincerely regret the hurt our refusal to comply with their wishes causes 
them. We must also take whatever measures we can, within ethical limits, to 
relieve their suffering. This requires that all people who need it must have ready 
access to high quality palliative care.  

 In contrast to an approach that is predominantly direct, utilitarian and 
focused on an individual, in order to properly understand the case against 
euthanasia, as well as using reason, we need to use all our other “human ways of 
knowing”, especially, our moral intuition, examined emotions, human memory 
(history) and ethical imagination in relation to all aspects of euthanasia at 
individual, institutional and societal levels.59 I believe that if we do so, we will 
decide that legalizing euthanasia is a very bad idea.  

 The basic question that euthanasia raises is: Is it inherently wrong for one 
person intentionally to kill another? I believe that it is. 

 So, to conclude as I began, first, if something is inherently wrong, the issue 
of how best to manage it – how to prevent abuses, the main issue with which Bill 
52 purports to deal – does not arise. We only manage activities that are ethically 
acceptable; we prohibit those that are not. As author and publisher Peter 
Stockland says, the central question in the euthanasia debate is not whether the 
system will work as designed to prevent abuses, as pro-euthanasia activists argue 
it will, but what the system is designed to do.60 And that requires us to address 
geriatrician Dr. Catherine Ferrier's challenging question: "If it's not killing, what is 
it?" 

 Second, if one does not agree that euthanasia is inherently wrong, even 
from a utilitarian perspective its risks and harms, especially to vulnerable people 
and to fundamental societal values, far outweigh any benefits. In particular, as the 
Netherlands and Belgium which have legalized euthanasia demonstrate, it is not 

                                                
59 Ibid 
60 Personal communication, December 19th 2012. 
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possible to prevent either the logical slippery slope – the extension of the 
circumstances in which it may be used - or the practical slippery slope - its abuse.  

 Third, legalizing euthanasia is not, as it is framed to appear in Bill 52, an 
incremental step. It would constitute a radical change in our shared values 
regarding respect for human life; in what we view as ethical medical treatment or, 
indeed, as medical treatment - it does not form part of what has been called “a 
continuum of care”; and in what has been seen for millennia as ethically 
prohibited conduct on the part of physicians and an essential element of the 
ethos of the institution of medicine, namely, a prohibition on their intentionally 
inflicting death. 

 I suggest that the push for legalizing euthanasia results from a failure of our 
ethical imagination both as to what euthanasia involves in practice – killing 
another human being – and as to where that would lead in the future. 
Consequently, I once again urge you not to proceed with legislation that would 
have a goal of allowing euthanasia in Quebec. In short,  I am asking you to reject 
Bill 52 to the extent that it seeks to allow intentional termination of people’s lives, 
that is, euthanasia (“medical assistance in dying”) or “terminal palliative 
sedation”, when this would constitute euthanasia. And I strongly urge you to 
enact measures that would ensure that all Quebecers who need it can have 
access to the highest quality palliative care, understood as excluding euthanasia. 

Respectfully submitted, 

 

 

Margaret Somerville 

Montreal          7th October, 2013 
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