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I am submitting this brief with the ardent wish to inform your deliberations regarding Bill 

C-7. My decision to do so is not so much driven a belief that my personal opinion on these 

matters is of critical importance, but rather my assertion that the data I will review is 

important for you to consider. By way of background, I am a Distinguished Professor of 

Psychiatry and the University of Manitoba; a Senior Scientist at the Research Institute of 

Oncology  and Hematology, CancerCare Manitoba; co-founder of the Canadian Virtual 

Hospice; former chair of the External Panel on Options for a Legislative Response to 

Carter v. Canada1; and a long time palliative care researcher who has published 

extensively on matters pertaining to emotional dimensions of palliative and end-of-life 

care. 

 

Bill C-7 proposes a number of changes with respect to how Medical Assistance in Dying 

is being carried out.2 The first change I will address is the elimination of any waiting 

period between the time a dying patient is approved for MAiD and the administration of 

a lethal agent to end the patient’s life. Based on empirical data, failure to impose some 

period of time for patients to reflect on their decision and for clinicians to discern its 

stability is problematic. Our research group was one of the first to study will to live in the 

terminally ill and reported that will to live can be highly fluctuant over intervals as short 
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as 12 and 24 hours (see figure 1).3 On average patients demonstrated a 30 to 40 percent 

fluctuation in will to live, measured on a 0-100 visual analogue scale, over 12 to 24 hours 

respectively, with some patients demonstrating extremely wide fluctuations with 12, 24 

hours; and 7 to 30-day intervals.  

 

 

In our study of desire for death, we reported that of 4 of 6 patients who originally reported 

a desire for death relinquished their desire two weeks later.4  
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We also know that of all patients who are prescribed a lethal prescription under the Death 

with Dignity Act in Oregon, about 20 to 40% do not take a lethal overdose, preferring to 

let their underlying disease take its natural course (see figure 2).5 

 

Bill C-7 also proposes to eliminate the requirement that a patient have a reasonably 

foreseeable death. In other words, patients will no longer necessarily be dying, but 

experience suffering on the basis of conditions whose life expectancy may be measured 

in years or even decades. For these patients, Bill C-7 recommends a 90-day assessment 

period. It is important to realize that the suicide rate in conditions such as spinal cord 

injury is 4.9 times higher than in the general population; head trauma is associated with 

twice the suicide risk as that of the general population; epilepsy, five times the suicide 

rate; and chronic pain by conservative estimates 3 times the suicide rate.6 For these 

patients, suicidality is often less related to underlying physical limitations, but rather lack 

of social support, employment and relationship opportunities, poverty and feeling a 
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burden to others. A study out of the Baltimore City Hospitals followed a group of 496 

patients with traumatic brain injury, stroke, or spinal cord compression.6 They reported 

that 36 or 7.3% had a suicidal plan or had attempted suicide. They discovered that these 

suicidal patients were 6.7 times more likely to have a depressive disorder and 2.5 times 

as likely to have a family psychiatric history than patients who were not suicidal (see table 

1). 

 

 

Twenty-two of these patients were seen for follow-up, 6 of whom who were not 

depressed and 16 who were. Amongst those not depressed, 5 out of 6 patients were no 

longer suicidal upon follow-up between 3 months, up to two years later. Eleven of the 16 

patients improved their depression and were found no longer to be suicidal between 3 

months to two years later (see table 2). 

 

Table 1 
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Bill C-7 also indicates that it will no longer be a requirement to reaffirm competency at 

the time of administration of MAiD. The closest equivalent in the literature is the 

euthanasia law in the Netherlands, which allows for an advanced directive for euthanasia 

for those who fear losing capacity. A Dutch study by Mette Rurup and colleagues surveyed 

Table 2 
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a group of 410 nursing home physicians, general practitioners and clinical specialists, 

29% of whom had treated a patient with dementia who had an advance euthanasia 

directive.7 Only three percent of the physicians had complied with the advanced 

euthanasia directive, while 44% had never done so but thought it conceivable they might 

in the future, and 54% had never done so and thought it inconceivable that the every 

would (see Table 3).  

 

Compliance with the advance directive almost never took place because physicians either 

did not view it as a valid request or felt that euthanasia for a demented patient was 

unacceptable. When compliance with the advance directive was discussed, it was almost 

always raised by the patient’s relative or representative or other physicians and nurses 

i.e. almost never by the patient. In 85% of instances, the patient’s wishes could no longer 

be determined; in 72% of instances the relatives or representatives did not feel 

comfortable proceeding with euthanasia but settled on forgoing life-prolonging treatment, 

which was the position held by 90% of physicians.  

Table 3  
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Another Dutch paper by de Boer and colleagues examined compliance with advanced 

directives for euthanasia in dementia.8 They surveyed the Dutch Association for Elderly 

Care Physicians, representing 90% of the total population of elderly care physicians. Of 

434 physicians who completed the questionnaire, 110 indicated having treated a person 

with dementia who had an advance directive for euthanasia. Five of the 434 elderly care 

physicians reported that they had performed euthanasia on the person with dementia, 

but that all patients were competent and able to express their wishes actively. None 

reported having adhered to an advanced directive for euthanasia for an incompetent 

person with dementia. Only 5 patients initiated the discussion about the advance directive 

for euthanasia themselves; more often this was raised by the elder care physician, the 

relative or the resident’s representative. In 85.5% of instances, the resident did not 

mention their personal advance directive for euthanasia or express their wishes regarding 

euthanasia; according to the physicians, most residents were incapable of doing so. The 

authors also reported that of those few who talked about their advance directive, about 

half changed their minds and the wishes of relatives often did not always match. In most 

cases, relatives did not want euthanasia but rather a limitation of life sustain treatments. 

The reasons for physician non-adherence to advance directive for euthanasia was that in 

78% of cases, they were not able to determine the wishes of the person and in 97% of 

instances, the residents were not capable of judging their situation and making an 

adequate decision; non-adherence was also driven by the inability to determine the 

unbearableness of suffering of the person with dementia.   
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Finally, while Bill C-7 indicates that mental illness alone is not enough to quality for MAiD 

under Bill C-7, mental illness is often accompanied by medical comorbidities with 

functional impairments. The law does not require that a decline in capability be caused 

by the incurable condition, opening the door for medical assistance in dying for patients 

with mental illness experiencing various medical conditions. A study by Scott Kim and 

colleagues studied patients with psychiatric disorders who have received euthanasia or 

assisted suicide in the Netherlands between 2011 and 2014.9 Of these 66 patients, nearly 

60% had concurrent medical problems such as cancer, cardiac disease, stroke or 

neurological disorders. Psychiatric diagnoses included depression (55%) along with other 

conditions including psychosis, PTSD/anxiety, somatoform disorders, neurocognitive, 

eating disorders, personality disorders, as well as prolonged grief and autism (see Table 

4). 

 

Table 4 
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Conclusions: Bill C-7 introduces a number of changes to the current legislation regulating 

Medical Assistance in Dying. The data suggests caution regarding the following legislative 

amendments: 

1. Elimination of the 10-day waiting period: The data indicates that the wish to die 

and desire for death in the context of terminal illness can fluctuate widely over 

time. Hence, some period for reflection would seem prudent. 

2. Institute a 90-day assessment period for patients whose death is not reasonably 

foreseeable: The wish to die amongst patients suffering from non-imminently life-

threatening conditions is not uncommon and can fluctuate over the course of 

months to years. When the determinants of a wish to die in patients living with 

these chronic conditions or disabilities are addressed, suicidality can abate.   

3. Forgo reaffirming competency at the time of MAiD provision: The data strongly 

indicates that neither physicians nor relatives feel comfortable providing MAiD to 

patients who are unable to state their wishes and not able to convey that they are 

suffering intolerably.  

4. Eliminating the provision of a reasonably foreseeable death: This opens the door 

for patients with various chronic medical conditions, including those with 

concurrent mental illness. Eliminating the reasonably foreseeable death clause 

fundamentally changes an act intended to assist those who are dying, to ending 

the lives of people living with various sources of physical and mental suffering. 

While death eliminates suffering and the sufferer, medicine must continue to 
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provide care that acknowledges, bears witness to, and mitigates the suffering of 

those who have lost their will to live.   
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