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In our submission, we express our concerns regarding access to palliative care and the
proposed expansion of MAID to children, those whose primary diagnosis is mental health
related, and to include the use of advance directives.

CHILDREN

When providing medical care to children and adolescents, a key concern is that capacity
may not be present. Society recognizes the lack of neuroanatomical maturation in areas
like voting and driving. The standard for capacity should be higher than usual when
decisions are life altering or life threatening. Factors influencing capacity in minors include
immature neurophysiological development, which results in biologically mediated
difficulty with appreciating future consequences, psychological immaturity, ongoing
evolution of identity, and vulnerability to peers and the media.? Previous experience
demonstrates that the process of determining capacity in minors, such as children
refusing life-saving chemotherapy, is a challenging and painful endeavor. Furthermore,
we are concerned that the expansion of MAID to minors would jeopardize a population
already known to have a high incidence of both suicidal ideation and peer pressure, and
that effects might be particularly pronounced in subsets of young people with special
vulnerabilities.®
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PATIENTS WITH A PRIMARY DIAGNOSIS OF MENTAL ILLNESS

Suicidal ideation is normally an indicator of serious mental illness.* Society has given
physicians the legal right to admit someone to hospital against their will to be treated for
suicidal ideation. Keeping a patient against their will, while extremely rare in other
circumstances, is allowed in the case of the suicidal patient because their desire to harm
themselves is evidence of their irrationality and incompetence.

A key determinant of eligibility for MAID is how the patient perceives their situation, but in
a depressed individual, perception is skewed. It is also possible to be erroneously
deemed competent while suffering from depression. Competence assessments are often
suboptimal,® and unless the assessor has an appropriate level of suspicion, they may not
recognize the cognitive distortion. Furthermore, depression often involves rigid and
restricted thinking, such that an individual may insist on being euthanized, for lack of being
able to conceive of another option.® Similar concerns exist for other psychiatric diagnoses
as well.

In addition, prominent Canadian psychiatrists have maintained that it is impossible to
prove that mental illness is irremediable.” Current Canadian legislation places no
requirement on the patient to try a recommended course of treatment. Furthermore, the
shortage of psychiatric services across Canada means that appropriate supports are
often not available to patients. Finally, this change may undermine our societal emphasis
against suicide.®

ADVANCE DIRECTIVES

It is impossible to know how a patient will respond to the progression of their illness.
Palliative care professionals observe patients’ perceptions about dependence on others

4 One particularly high-risk population is First Nations communities. Some First Nations communities have
suicide rates that are 800 times the national average. Cf. Kielland N and Simeone T (2014) (ibid.) Approval
of MAID for people who have mental health challenges may be seen as a government endorsement of
suicide. The lack of sufficient mental health services puts those communities at great risk.

5 Appelbaum, P.S. 2007. Assessment of Patients’ Competence to Consent to Treatment. New England
Journal of Medicine:357:1834-1840. There is no standard assessment process or specific measures of
competence.

6 Clarke, D. M.(1999);Journal of Medical Ethics 25(6), 457-462.

" Mabher, J. (2020, February 11). Opinion | opinion | why legalizing medically assisted dying for people with
mental illness is misqguided | CBC news. CBCnews. Retrieved May 9, 2022, from
https://www.cbc.ca/news/opinion/opinion-assisted-dying-maid-legislation-mental-health-1.5452676

8 This concern is emphasized in the following excerpt: “For many psychiatrists, however, assisting patients
to die is incompatible with the way in which the therapeutic relationship between physician and

patient should function to contain, understand, and manage despair and suicidality (Koerselmans, 1995,
2011). Indicating that they are willing to consider a patient's assisted suicide request after a therapeutic
intervention were to fail would undermine the therapeutic process from the beginning.”

Pols, H., Oak, S. 2013. Physician-assisted dying and psychiatry: Recent developments in the Netherlands.
International Journal of Law and Psychiatry. 36:506-514 [p. 511].



becoming less negative as they become more dependent.® Moreover, dementia patients
have stable quality of life ratings as their disease progresses. In the Netherlands,
possessing an advance directive for euthanasia does not predict completion of
euthanasia,'® and such advance directives are rarely carried out for incompetent patients
because of difficulty assessing the presence of voluntariness and unbearable suffering in
this population.'"-'2 Patients may resist euthanasia when they reach their previously
defined conditions for it. Proxy ratings of quality of life (QOL) for dementia patients tend
be worse than patients’ own ratings,®'3'4 and caregiver ratings of patient QOL have been
associated with caregiver mood.'® Moreover, the assessment of QOL in dementia in
general is acknowledged in the literature to be problematic.’'416 These factors render
an autonomous decision about euthanasia impossible to achieve via advance directives,
and introduce significant risk that factors other than the best interests of the patient will
motivate decision-making where the potential for secondary gain exists.

PALLIATIVE CARE

Palliative care enhances the quality of life for persons living with life-threatening illnesses
and their families through assessment and treatment of symptoms, including physical,
psychosocial and spiritual concerns. Palliative care supports a person living well before
they die and must be kept distinct from MAID, which intentionally causes death.

Estimates of the number of people in Canada who have access to proper palliative care
vary from 30 — 50%. We are concerned that the results reported in the annual Health
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Canada MAID report may lead to the false impression that palliative care is widely
available for people considering MAID. These statistics, gathered by MAID providers,
make no reference as to whether the palliative care received by those who had MAID was
sufficiently comprehensive and in fact alleviated the symptoms of the patient. A Canadian
study by Munro and colleagues in 2020 showed that 40% of patients had no palliative
care involvement prior to requesting MAID."”

CONCLUSION

Our experience of COVID-19 within health care has demonstrated the vulnerabilities of
certain patients within the system. With reference to services and supports for the
vulnerable people who might seek out MAID, it is clear that palliative care, mental health
services, and supports for people with a disability are not consistently available across
Canada. MAID has been made an essential service under the Canada Health Act. Why
have the alternatives to MAID not been given the same designation? Is this the time to
be expanding MAID before we have this serious problem resolved? Currently, lack of
access to appropriate alternatives is not an obstacle to a request for MAID.'® However, it
could be the reason someone chooses MAID. In that case, our Association considers
MAID under those circumstances to be a wrongful death, because we as a society can
do better. Can a patient truly have autonomy when they have such extreme outside
influence informing their decision-making? If we do not provide real options, how can we
say it is a real choice? Are we really concerned about the welfare of patients, or simply
balancing our budgets?
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