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● (1835)

[Translation]
The Joint Chair (Hon. Marc Garneau (Notre-Dame-de-

Grâce—Westmount, Lib.)): Good evening, everyone.

I call this meeting to order.
[English]

Welcome to this meeting.

I'm immediately going to hand it over to my colleague co-chair,
Senator Martin, if she is ready.

The Joint Chair (Hon. Yonah Martin, Senator, British
Columbia, C): Thank you, Mr. Co-Chair.
[Translation]

Welcome.

I would like to begin by welcoming members of the committee,
witnesses as well as those watching this meeting on the web.

My name is Yonah Martin, and I am the joint chair of this com‐
mittee. I am joined by the Honourable Marc Garneau, joint chair of
this committee, member of the House of Commons.

Today, we are continuing our examination of the statutory review
of the provisions of the Criminal Code relating to medical assis‐
tance in dying and their application.
[English]

In regard to the health and safety of everyone taking part in this
committee, the Board of Internal Economy requires that commit‐
tees adhere to the health protocols in effect until June 23, 2022. As
joint chairs, we will enforce these measures, and we thank you for
your co-operation.

With that, I would like to remind members and witnesses to keep
their microphones muted unless recognized by name by one of the
joint chairs.

As a reminder, all comments should be addressed through the
joint chairs. When speaking, please speak slowly and clearly. Inter‐
pretation in this video conference will work like an in-person com‐
mittee meeting. You have the choice at the bottom of your screen of
floor, English or French.

I would like to now welcome our witnesses for this first panel.

As individuals, we have Dr. James Downar, critical care and pal‐
liative care physician, and Dr. Pierre Viens, family physician. On

behalf of the Canadian Society of Palliative Care Physicians, we
have Dr. Ebru Kaya, president, and in the field of medicine at the
University of Toronto.

Thanks to all of you for joining us as we continue our very im‐
portant study.

We will begin with opening remarks by Dr. Downar, who will be
followed by Dr. Viens and Dr. Kaya.

You will each have up to five minutes, which we will time, and I
will give you a 30-second warning as that time approaches.

To begin, we have Dr. Downar.

Dr. James Downar (Critical Care and Palliative Care Physi‐
cian, As an Individual): Thank you very much.

I'll try to keep my comments as brief as I can. I've already sent in
some notes for people to follow.

I'm the head of the division of palliative care at the University of
Ottawa. I have a clinical research chair in palliative and end-of-life
care and a master's degree in ethics.

I've taken an interest in this issue for some time, have served as
an expert witness in different cases involving medical assistance in
dying and have developed educational materials for medical assis‐
tance in dying for different jurisdictions, including Canada and
Australia. I've also led a few studies looking at MAID and people
who receive medical assistance in dying to understand a bit about
their experience and about who these individuals are, but I'm not
here representing any organization or agency.

I've previously spoken in favour of legalization of medical assis‐
tance in dying, but I'm not here to promote MAID and certainly not
to advocate for any position on any of the remaining issues before
Parliament about mature minors, advance directives, etc.

The main points I would like to make today really are that I'm
very grateful to say that funding for palliative care and support for
palliative care research is improving and that there have been some
notable successes in that regard. I really want to thank Parliament
and Health Canada for that, but I really emphasize the need to con‐
tinue doing this and to reduce barriers so that we can improve the
way we treat suffering among the dying.
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I've heard a lot of comments in the previous sessions about the
social determinants of health and the vulnerable. I think it's very
important to say that we really do need to address social determi‐
nants of health, including housing, food security, pharmacare and
dental care, because these are important to the health of all Canadi‐
ans. I think it's important to recognize that these measures are really
not about medical assistance in dying at all, because structurally
vulnerable individuals are already far less likely to use medical as‐
sistance in dying than anybody else. We should do these things sim‐
ply because they're a good idea and the right thing to do.

There are a lot of narratives about medical assistance in dying in
Canada. These are generally driven by ideological or political aims
that really have nothing to do with saving lives or protecting the
vulnerable. I think we've learned an awful lot over the past 20 years
about how medical assistance in dying is provided in different
countries, including Canada, and who is requesting it and who is re‐
ceiving it.

What we know very much is that it is not what has previously
been thought. It is heavily driven by something known as existen‐
tial distress. This is a type of suffering for which we have very little
or nothing to offer. We really should be attempting to understand
this type of suffering better, to identify new forms of treatment and
to support research into identifying new forms of treatment for it,
so that we can address this suffering as really the root cause of
MAID requests. I think that's something on which everybody—as
controversial as this issue might be—can agree.

Finally, I'd like to also mention that our experience through Bill
C-14 and Bill C-7has been that Parliament, in the past, has really
been unwilling to address medical assistance in dying and key is‐
sues in a proactive way, preferring to let the courts strike down
laws and leave the government to replace them. This unfortunately
happens usually in a very partisan process—a bit of a circus, al‐
most—in an accelerated time frame and with predictable results.

I really love that there's now a committee like this that's going to
be studying some of the important issues and reviewing things. I
would really encourage a committee like this to continue operating
to try to make sure that the remaining questions about medical as‐
sistance in dying are handled in a way similar to what Quebec's
parliament does: proactively addressing questions, studying them
thoroughly, forming committees to really review evidence and then
developing nuanced answers. I'm not suggesting that we should go
the same way Quebec has on any issue. I'm simply admiring its
process and encouraging us to follow it.

I think we can get into some further discussions around some of
the drivers, but I really want to emphasize that there is absolutely
no data suggesting that the practice of MAID at this point is driven
to any degree by poor access to palliative care, socio-economic de‐
privation or any isolation. Quite the contrary: The people who re‐
ceive MAID almost invariably have excellent access and are re‐
ceiving palliative care far more than the average population. They
tend to be very wealthy, privileged, non-institutionalized and mar‐
ried, not widowed or single.

The national reviews on this have shown that the number of peo‐
ple who received MAID and who had trouble accessing disability
services and palliative care services is tiny—absolutely minuscule.

That's very reassuring. Obviously, it could be even lower than 1%
or 3%, but that's pretty good. Certainly, it would not be accurate to
say that it's being driven by a lack of access to services.

I really want to emphasize a bit of information about the research
and the successes that have been found in research—

● (1840)

The Joint Chair (Hon. Yonah Martin): You have 30 seconds.

Dr. James Downar: Okay.

I had better just wrap it up, my final point here being that if we're
going to talk about the vulnerable and the socially deprived, I think
we need to emphasize that there are really important things that we
as a society and we as a Parliament can do to help those people—
things like vaccine mandates, pharmacare, etc.

I really love how much people in Parliament talk about the need
to protect the vulnerable. I really wish those sentiments would carry
over to important things that would save lives. We've had a hard
few years—

The Joint Chair (Hon. Yonah Martin): Thank you, Dr. Dow‐
nar.

Dr. James Downar: Thank you.

The Joint Chair (Hon. Yonah Martin): Next is Dr. Pierre
Viens.

[Translation]

Dr. Pierre Viens (Family Physician , As an Individual): Good
evening.

Thank you for welcoming me to this committee.

I have been practising medicine in the field of palliative care for
30 years, and I have administered medical assistance in dying
180 times in the last six years, mostly at home.

I was asked to speak a little about palliative care. At the end of
my presentation, I will share with you my views on advance medi‐
cal directives.

Five percent of patients at the end of life who receive excellent
palliative care are still seeking medical assistance in dying. Why?
Because existential suffering at the end of life cannot be relieved to
the patient's satisfaction by any current conventional palliative ap‐
proach.

First, we must not forget that any curative or palliative care can
be legally refused. Nor should we forget the ethical principle of re‐
spect for individual autonomy. The individual is the only one enti‐
tled to make decisions about their own end of life and to judge the
results of the care given to them.
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When palliative care physicians claim that medical assistance in
dying would not be necessary if good palliative care were available
everywhere, one should first define what is meant by "good" pallia‐
tive care.

When I assess a request for medical assistance in dying to see if
it meets the eligibility criteria, the law recommends that I ensure
that the person is aware of the alternative options to medical assis‐
tance in dying that are available, including palliative care. When
the palliative care physician is about to put the patient under contin‐
uous sedation until death, why does the law not require that the pa‐
tient be made aware of the existence of medical assistance in dying,
to allow them a choice, as I am required to do?

I have helped thousands of people to die. I can testify that medi‐
cal assistance in dying is probably the most compassionate life
care, the most respectful of the person and their values, and the
most comfortable for them and their family. Medical assistance in
dying should be considered appropriate care in a logical continuum
of palliative end-of-life care, which can be requested when, in the
patient's opinion, all reasonable efforts have been made. It should
be made clear in law that medically assisted dying is part of a con‐
tinuum of palliative care.

The conscientious objection of caregivers to the administration
of medical assistance in dying must be maintained, but conscien‐
tious objection applies only to the caregiver as an individual. It can‐
not apply to an institution, a health care facility or a social profes‐
sional group.

In 2015, the law passed in Quebec allowed hospices not to offer
medical assistance in dying. Since then, 50% of them have changed
their minds under social pressure from the community. All health
care facilities in Canada, public or private, especially if they are
partially publicly funded, should be required to offer this care, even
if it means bringing in external physicians to implement it.

Finally, it would be necessary for what is meant by "palliative
care" to be defined in a way that is more consistent with reality. To
think, or even wish, that the intense level of care found in most hos‐
pices should be set as the norm is unrealistic and, ultimately, unde‐
sirable. Basic palliative care is comfort care. The family doctor who
relieves the pain of his elderly patient suffering from generalized
cancer at the end of life is providing palliative care. When I report
to Health Canada about a medically assisted death that I have per‐
formed, I am asked on the reporting form if that person received
palliative care and for how long. Let me tell you that the thousands
of responses to this question received to date are probably meaning‐
less, because the term "palliative care" has never been defined at
the operational level.

I had a few more ideas to share with you about advance medical
directives, but since I don't have much time left, I'll try to do it very
briefly, if I may.

First, when a person has just been diagnosed with Alzheimer's,
the doctor should adequately inform them of the nature of the dis‐
ease, its course and prognosis, and the possible treatment options.
That person could then define in their own words...
● (1845)

The Joint Chair (Hon. Yonah Martin): Thank you.

Dr. Pierre Viens: Five minutes is really not enough.

Thank you.

The Joint Chair (Hon. Yonah Martin): Thank you.

[English]

Next is Dr. Ebru Kaya.

Dr. Ebru Kaya (Associate Professor of Medicine, University
of Toronto, President, Canadian Society of Palliative Care
Physicians): Thank you for the opportunity to talk about the state
of palliative care as part of the statutory review of Canada’s current
legislation on medical assistance in dying.

I am a palliative care expert with formal training in the field of
palliative medicine and the program director for the Royal College
of Physicians of Canada’s two-year residency program in palliative
medicine at the University of Toronto. I am also the president of the
Canadian Society of Palliative Care Physicians, which is committed
to improving quality and access to palliative care for all Canadians
through advocacy, partnerships, research and physician education.
We are the national specialty society representing palliative care
physicians, and physicians with a special interest in palliative care,
throughout Canada.

I work at Toronto General Hospital and provide palliative care to
patients who have been diagnosed with a life-threatening illness.
Some of my patients have advanced cancer. Others have non-cancer
diseases, such as chronic kidney disease and heart failure. I manage
their symptoms, whether physical, psychological, social or spiritu‐
al.

The vast majority of patients and their families do not understand
the role of palliative care. I spend time explaining what we do and
who we are, and work on demystifying and destigmatizing our
work. It is not uncommon that I have to convince patients that by
managing their symptoms, I will not hasten their death. Most pa‐
tients are often relieved, and are happy to continue to be followed
by our palliative care team.

There are times, especially at my initial consultation, when pa‐
tients tell me that they are considering MAID. It is my job to ex‐
plore the reasons underlying that request and provide suggestions
and support based on my expertise and formal training, not simply
call the MAID team. With evidence-based psychotherapeutic op‐
tions to treat depression, anxiety, demoralization and hopelessness,
most patients end up not choosing MAID. This patient-centred
“shared care” model of decision-making is a hallmark of quality
palliative care.
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I also teach and train palliative care residents as well as other
clinicians who provide a palliative approach to care based on the
patient populations they are looking after. This includes family doc‐
tors and specialists, such as cardiologists and nephrologists, and the
many interdisciplinary colleagues who work alongside them. This
work is incredibly important, as there is evidence from Canada and
around the world that a palliative approach to care improves symp‐
toms and quality of life for patients. When there are more complex
issues, the way palliative care is presented to patients makes a dif‐
ference to whether they will accept specialist palliative care ser‐
vices similar to mine.

Palliative care needs to be a distinct service from MAID, with
separate funding and resources. Palliative care and MAID need to
remain distinct and separate. Our palliative care community has
worked hard over the past 40 years to move away from being asso‐
ciated with end-of-life care only. We do not want to go backwards.
By separating them, palliative care can continue to be the safeguard
as intended. MAID assessors and providers are in a conflict of in‐
terest if providing palliative care at the same time. This does not
prevent palliative care physicians from practising MAID. However,
they should not be providing palliative care alongside MAID for
the same patient.

We urgently need investment in palliative care programs that are
administered and funded separately from MAID so that we are not
competing for the same resources. Many programs have had to di‐
vert their already scarce resources to support MAID services. This
has made it even more challenging to provide palliative care when
there are dire shortages in palliative care experts from coast to coast
and, as a result, patients are even less likely to access palliative
care. We need clear data around the quality and accessibility of pal‐
liative care and who is providing it for patients who choose MAID.
This does not currently exist.

We need funding so that every Canadian has a right to high-qual‐
ity, comprehensive palliative care. Our palliative care residency
programs provide outstanding training experience, graduating high‐
ly skilled experts in the field. Together we provide education, guid‐
ance and clinical support to clinicians providing primary palliative
care. Unfortunately, there are not enough residency positions or
specialist palliative care physicians in Canada. We urgently need to
invest in increasing funding for training programs across the coun‐
try in order to graduate more specialist palliative care physicians
and in education for all doctors who provide a palliative approach
to care.

Please refer to the brief we submitted, as well as the one submit‐
ted by our past president, Dr. Leonie Herx, for more information.

Thank you.

● (1850)

The Joint Chair (Hon. Yonah Martin): We'll begin our first
round of questions with Mr. Cooper for five minutes.

Mr. Michael Cooper (St. Albert—Edmonton, CPC): Thank
you very much, Madam Co-Chair.

I am going to direct my questions to Dr. Kaya.

Dr. Kaya, Dr. Downar stated in his testimony that there is really
no issue with respect to accessing palliative care services for those
who have accessed or are contemplating accessing medical assis‐
tance in dying. Would you agree?

Dr. Ebru Kaya: No. The data that Dr. Downar refers to and the
data that Health Canada reports is the wrong kind of data. It doesn't
lend itself to being able to make these sorts of conclusions. I mean,
it's self-reporting.

I have the form in front of me. Essentially, the form asks, “Did
the patient receive palliative care, yes or no?”, and, “To the best of
your knowledge, if the answer is no, was palliative care accessible
to the patient, yes or no?”. That's not enough.

We need significantly more data. We need to know much more
information. We need to understand the quality of health care being
provided and how it impacts palliative care. This sort of health ad‐
min data does not do it.

We also need to have national standards to measure the quality of
palliative care across the country, with reporting to Accreditation
Canada so that health authorities are essentially obligated and held
accountable.

Thank you.

Mr. Michael Cooper: Thank you for that.

You're right, it is limited to self-reporting, which seems to me to
be totally inadequate.

Do you agree that MAID providers are in a conflict of interest in
terms of submitting data and that the fact that Health Canada sim‐
ply relies on MAID providers to assess the state of and access to
palliative care in Canada seems to be problematic? Would you
agree?

Dr. Ebru Kaya: Completely: I think it doesn't make any sense
for the same person to be doing both. We really definitely need to
separate this.

Not only is there a conflict of interest, but there is also conflict
within our community: We're competing for the same resources.
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Health care nurses in Ontario, Alberta, Quebec and Nova Scotia
are doing MAID assessments instead of health care. In Ontario,
billing codes are used for MAID assessments. Financial incentives
created to encourage family doctors to do primary health care are
being given to MAID providers instead. MAID providers can also
bill for indirect clinical work, such as travel time and paperwork,
yet palliative care providers cannot, so there is a lot of conflict
within our community, as well as conflict of interest for MAID
providers.

Mr. Michael Cooper: Can you speak to the difference between
primary palliative care and specialist palliative care? Dr. Herx, in
her submission, noted that only about 15% of Canadians have ac‐
cess to specialist palliative care.

Maybe, as you do so, could you expand upon the comment you
made with regard to the quality of palliative care in Canada, be‐
cause it's one thing to say there is access, but if the quality doesn't
live up to or match up, what good is that access?
● (1855)

Dr. Ebru Kaya: Thank you.

Primary palliative care providers are doctors such as family doc‐
tors who have training in basic palliative care skills and provide a
palliative approach to care to their patients, but some patients have
more complex needs and require specialist palliative care teams and
specialist palliative care doctors like me, who have more advanced
training.

Primary palliative care providers are the backbone of palliative
care in this country, and we need to support them. We need to en‐
sure that our undergraduate and postgraduate competencies are
adopted by all Canadian medical schools and their residency pro‐
grams so that all doctors who graduate have the basic skills to pro‐
vide palliative care, but we don't have enough specialist palliative
care physicians in our country either. We urgently need to make
sure that we fund more residents to complete the advanced train‐
ing—like me—and we need to ensure that all of the competencies
that we have created are integrated into all of our programs.

In addition to that, the quality that you mentioned—
The Joint Chair (Hon. Yonah Martin): You have 30 seconds.
Dr. Ebru Kaya: When it comes to being able to figure out what

we have and who is doing what in terms of palliative care, we don't
have that information. We have no national standards to benchmark
palliative care. These do not exist. We need to create these. We
don't have that information at the moment.

Mr. Michael Cooper: Thank you very much.
The Joint Chair (Hon. Yonah Martin): Next is Mr. Arseneault

for five minutes.
[Translation]

Mr. René Arseneault (Madawaska—Restigouche, Lib.):
Thank you, Madam Chair.

I also thank the witnesses for their testimony.

I will address Dr. Viens first, and then Dr. Downar.

I come from an extremely rural area, far from major urban cen‐
tres. I'm probably the member of parliament from one of the re‐

gions in the country with highest average age. I have had experi‐
ences of accompanying people in death, including close family
members. My sister died very young, at 46. She had decided not to
go to a hospice and to die at home, while receiving nursing care
there twice a day.

Other people I knew well died after long illnesses in long-term
care facilities. In my region, the smaller long-term care facilities
have set up a room for palliative care where the family can come.
It's more comfortable for the patient and for the family. Our smaller
hospitals have set up palliative care rooms on certain floors.

This leads me to ask the following question. In your presentation,
Dr. Viens, you said that there has never been a definition of what
palliative care is. Some of the documents that I have seen distin‐
guish between quality palliative care and poor palliative care.

For the patient who is at the end of life, what does this mean?
How do we define good palliative care?

Dr. Pierre Viens: There are certainly many levels of palliative
care. When we think of palliative care, we think especially of hos‐
pices where the quality of care is really, let's say, extraordinary. It is
so extraordinary that it is impossible to believe that such care could
be offered more broadly to the public.

In the beginning, there were mostly very specialized hospices.
Now, at least in Quebec, there are good palliative care services in
almost every hospital, large or small. I have nothing against that at
all. Palliative care is and always will be necessary.

● (1900)

Mr. René Arseneault: What I'm asking you, Dr. Viens, is how to
define quality palliative care. How does it differ from palliative
care of lesser quality ? What does it mean for the patient?

Dr. Pierre Viens: What is palliative care?

Palliative care is comfort care. It is not intended to cure, and pa‐
tients at the end of life have only comfort care to relieve them.

What is comfort care? It varies in nature. It can be treatment,
pain management and management of other physical symptoms,
such as nausea, balance problems, and so on. Beyond that, there is
the whole category of what is called psychological suffering, in‐
cluding existential suffering at the end of life. There is no pharma‐
ceutical treatment or any other treatment sufficient to meet the
needs of these patients. I don't think there ever will be.
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I was a doctor in an excellent hospice for 25 years, before I de‐
voted myself exclusively to medical assistance in dying. I had to
because in that hospice, when the law was passed...
[English]

The Joint Chair (Hon. Yonah Martin): You have 30 seconds.
[Translation]

Dr. Pierre Viens: I will try to summarize, Mr. Arseneault.

In my view, good palliative care is comfort care that is available
to people wherever they are, even at home, and is sufficient to meet
their needs satisfactorily.

Higher quality palliative care...
The Joint Chair (Hon. Yonah Martin): Thank you.
Mr. René Arseneault: Thank you.

[English]
The Joint Chair (Hon. Yonah Martin): Next is Mr. Thériault

for five minutes.
[Translation]

Mr. Luc Thériault (Montcalm, BQ): Thank you very much,
Madam Chair.

Dr. Viens, I will let you finish your answer.

You were talking about the accessibility of palliative care.
Dr. Pierre Viens: In my opinion, good palliative care is comfort

care that is accessible and satisfactory in the majority of cases.

I will give an example. There are different levels of pain man‐
agement, but what is important is to make basic treatment tech‐
niques and approaches accessible. That's why it's not necessary...

Mr. Luc Thériault: I am sorry to interrupt, but I want to address
another aspect of the issue.

Quebec's approach was forward-thinking, in that they imple‐
mented end-of-life care legislation under which palliative care is
the vehicle for end-of-life care. Rather than debating this, as many
do, or pitting palliative care and the request for medical assistance
in dying against each other, Quebec has included the emergence of
a request for medical assistance in dying within a continuum of
end-of-life care.

I assume that this approach is acceptable to you.

Isn't it?
Dr. Pierre Viens: Not only does it suit me, but personally it is

the approach I have always used.
Mr. Luc Thériault: Some claim that when palliative care is opti‐

mal, it leads to people not seeking medical assistance in dying.

In your 25 years of practice in this field, has this been your expe‐
rience?
● (1905)

Dr. Pierre Viens: I experienced it profoundly.

When I started working in the field of palliative care, I was
working at Maison Michel-Sarrazin.

The Maison Michel-Sarrazin is one of the most renowned homes
for quality care. When I started working there, the law on medical
assistance in dying did not exist. After a few years, I realized that
even with more extensive palliative care, whether in the form of
drug therapy or other supportive therapies, we were not able to re‐
spond to suffering on a psychological level, such as existential suf‐
fering.

To really respond adequately to patients at the end of life who
asked us for relief, I always thought that the range of palliative care
available was not always sufficient, especially to respond to this
well-known existential suffering.

That is why, after the Act respecting end-of-life care came into
force in Quebec in 2015, the Collège des médecins du Québec de‐
fined medical assistance in dying as being part of the continuum of
palliative care. In other words, it is palliative care along with other
forms of care. It is intended to respond, at the patient's request, to
situations that traditional palliative care does not address.

In my practice, I have never had to deal with a conflict opposing
palliative care and medical assistance in dying.

The Joint Chair (Hon. Yonah Martin): You have 30 seconds.

Dr. Pierre Viens: I respond to all the MAID requests I receive
by providing the best palliative care at my disposal. As I see it,
there is no conflict. There's no difference between medical assis‐
tance in dying and other palliative care measures.

Mr. Luc Thériault: Thank you.

[English]

The Joint Chair (Hon. Yonah Martin): Thank you.

Next is Mr. Johns for five minutes.

Mr. Alistair MacGregor (Cowichan—Malahat—Langford,
NDP): Madam Co-Chair, I'm actually back in the committee.

The Joint Chair (Hon. Yonah Martin): Okay, Mr. MacGregor.
Go ahead.

Mr. Alistair MacGregor: Thank you very much.

Thank you, Mr. Johns, for holding a spot for me.

Thank you to our witnesses. I'm sorry I missed your opening
statements. Forgive me if I cover some of the same ground, but
maybe it can give you a chance to expand on earlier answers.

We had a meeting earlier this week, on Monday, at which the
topic of palliative care was also covered. We heard from some of
our witnesses that many Canadians do not understand palliative
care. In many cases, they are referred to it far too late in their end-
of-life stages. They could have been better served had they been
aware of it earlier and granted access to it earlier.
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Perhaps I'll start with Dr. Kaya and then invite each of you to re‐
spond. When it comes to specific recommendations that our com‐
mittee can be making to the federal government, what can we do to
ensure that more people are better informed about palliative care
supports that are out there? How can the federal government be
supporting provinces to ensure that the information is out there
even in remote communities, which may not have the best access
the way our big city centres do?

The Joint Chair (Hon. Yonah Martin): Dr. Kaya, please go
ahead.

Dr. Ebru Kaya: Thank you.

We definitely need increased funding and resources in palliative
care, but it needs to be separate and distinct from MAID. Currently,
essentially all of us are competing for the same resources. As I
mentioned before, we have palliative care nurses in many of our
provinces who are doing MAID assessments instead. My communi‐
ty is distressed. We're burnt out. We're being asked to do more with
less. Some of our community members have retired early. Others
have left the field.

Really, we need to be able to provide a sustained investment in
palliative care. We have some of the best researchers in palliative
care here in Canada, but when it comes to our clinical programs, we
are way behind other developed nations. That definitely needs to
change.

In terms of the communication around this, as national organiza‐
tions representing palliative care in Canada, we would love to be
able to meaningfully engage with our government officials. As the
experts in the field, we can help you with the information you need,
and the guidance, so that we can work together and improve pallia‐
tive care in Canada for Canadians together. We can't do this if we're
ignored or if we're called at the eleventh hour.
● (1910)

Mr. Alistair MacGregor: Thank you very much.

Go ahead, Dr. Downar.
Dr. James Downar: I absolutely think we do need to continue to

redouble our efforts to improve the quantity and quality of pallia‐
tive care that Canadians receive. As a rule, most Canadians can and
should be getting palliative care approaches integrated earlier than
they currently are. I think it's important, though, to distinguish this
from the MAID question. There really isn't any indication that this
is what's driving MAID on any level. When palliative care is in‐
volved, it's often involved for quite a substantial amount of time be‐
fore MAID requests go in and before MAID is provided.

I just want to correct the misconception that this study data
comes from only self-reported surveys, which I think Mr. Barrett
had asked about before. That's not true. We did a study in Ontario.
In Ontario, every single case is reviewed by a nurse investigator
working for the office of the chief coroner. Obviously, these are
people with no skin in the game who would stand to lose or gain
nothing from any of their assessments. Their assessments concurred
almost exactly with the same numbers in terms of the involvement
of palliative care duration. I think that's really important to state.
MAID is provided to maybe 2% or 3% of the population as they
die.

The importance of palliative care, social services and improving
all of those things that we do for Canada's most vulnerable and
Canada's dying are vitally important, because it applies to 97% of
the population, the part that doesn't get MAID. I've gone two or
three years now without doing a single MAID case. I'm a palliative
care physician. Since moving to Ottawa I haven't done it. There's a
lot more palliative care to be done out there than there is MAID.
That's really where the emphasis should be. I don't think you want
to mix and confuse these two.

It's also important to state that the shared pool of resources is a
misconception. In Ontario, certainly, there isn't a shared pool of
dedicated palliative care resources. It's a physician services budget,
one where anyone could bill any amount of codes. It doesn't come
at the expense of palliative care. Where there are nurses....

Sorry. I'll stop there. Thank you.

The Joint Chair (Hon. Yonah Martin): Thank you very much.

Time is up. I will now turn this over to my co-chair for questions
from the senators.

The Joint Chair (Hon. Marc Garneau): Thank you, Co-Chair.

We'll proceed with questions from senators. These are three-
minute rounds.

[Translation]

We're going to start with Ms. Mégie.

You have three minutes, Senator.

Hon. Marie-Françoise Mégie (Senator, Quebec (Rougemont),
ISG): Thank you, Mr. Chair.

I'm very glad to have palliative care experts with us today. Hav‐
ing been a family physician for 30 years, I am in my element.

My first question is for Dr. Kaya.

First of all, thank you for your opening statement.

You brought up national standards earlier. I think they are need‐
ed, but how much of a difference do you think national standards
can make in palliative care?
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[English]
Dr. Ebru Kaya: Right now we have no way of being able to

measure the quality of palliative care services that our patients have
access to. By having minimal standards across the board throughout
our country, we can essentially hold health authorities accountable
by using evidence-based information tools, the latest and greatest
from all of our research and all of our researchers, so that we're re‐
ally holding ourselves to the highest possible level we possibly can
to provide the very best for our patients.
● (1915)

[Translation]
Hon. Marie-Françoise Mégie: Thank you, Dr. Kaya.

Dr. Viens, like me, you were in practice before MAID came into
force, so you have surely used palliative sedation, one of the items
in the palliative care tool box. I thought I detected a hint of disre‐
gard for the practice, given the somewhat disdainful way you talked
about physicians plunging palliative patients into sedation.

Am I mistaken? If so, could you please explain what you meant?
Dr. Pierre Viens: You are mistaken, because I did not in any

way mean to take a disdainful tone.

Throughout my career in palliative care, I have had to use pallia‐
tive sedation hundreds of times. When MAID came into force,
health care professionals working in palliative care appeared not to
approve of the practice at all, so people tended to talk about “con‐
tinuous sedation”.

The Joint Chair (Hon. Marc Garneau): You're almost out of
time, Mr. Viens, so please wrap up your comments, if you don't
mind.

Dr. Pierre Viens: Right now, I, personally, use palliative seda‐
tion when MAID is not possible. Palliative sedation will always
have its place.

None of my patients has ever spontaneously chosen palliative se‐
dation over MAID when given a choice between the two. Palliative
sedation is an important medical tool, but I use it only when MAID
cannot be provided to a patient.

The Joint Chair (Hon. Marc Garneau): Thank you.
[English]

Senator Kutcher, you have three minutes.
Hon. Stanley Kutcher (Senator, Nova Scotia, ISG): Thank

you, Mr. Chair.

I have two questions for Dr. Downar.

I will say them quickly and leave you to answer them.

The first is that every part of medicine—being a physician my‐
self—has a balance between specialty and primary care. That's why
we have primary, secondary and tertiary care. Not everybody with
diabetes needs an endocrinologist for care.

My understanding is that much palliative care is provided by
family physicians. Does every patient who needs palliative care re‐
quire full-speciality palliative care from a palliative care physician
or can a properly trained, empathic, primary care physician provide

high-quality palliative care to many patients? That's the first ques‐
tion.

The second one is that, at the risk of confusing palliative care
with MAID, there has been discussion that resources provided to
provinces have been allocated to MAID instead of to palliative
care. I've looked at the federal Library of Parliament data that we
just got. Maybe we can put it on the record that federal funding for
palliative care has increased substantially since 2017 to 2018.
What's your understanding of how this money has been used?

Dr. James Downar: I'll answer your first question. Thank you
very much, Senator Kutcher.

As you indicate, a large majority of end-of-life care, and pallia‐
tive care as well, can be provided by non-specialists. I think that as
the complexity of symptoms increases you should involve experts
and specialists, as you do for any other problem such as complex
diabetes or complex heart problems; you don't need a cardiologist
or an endocrinologist unless they're complex. I think that's definite‐
ly the case. Certainly, for more complicated physical symptoms, I
think you would definitely want to look at an expert and get an ex‐
pert's involvement.

Unfortunately, when it comes to the main drivers of medical as‐
sistance in dying, it almost never relates to physical symptoms—or
even less to psychological symptoms—but actually to this existen‐
tial distress, which is something for which we have little or nothing
to offer. That's why it's important to distinguish this, but really, to
emphasize and bolster the palliative care sort of pyramid and make
sure we have adequate specialist resources for those more compli‐
cated symptomatic cases is super important.

In terms of your second question, I'm very impressed that you
read through the documents about where the funding is going. I'm
glad somebody did. I think it's really important to emphasize that
the money comes to the provinces and the provinces decide how it's
spent, but there's never a sort of “earmarked” anything in the physi‐
cians' services budgets anywhere that “this goes to palliative care
and MAID” and you have to fight over it. That's definitely not how
it happens.

Some people use the same fee codes for the same activities, but
as I said, it's not a zero-sum game. One does not come at the ex‐
pense of the other. There is sometimes a global cap on physicians'
services budgets, but it doesn't mean that MAID happens at the ex‐
pense of palliative care, and certainly for people who are salaried
and do both activities, they almost invariably do MAID in their sort
of downtime or on weekends. There's really no suggestion, I think,
or no reason to believe, that these resources are being repurposed.

That said, MAID is not the reason that palliative care is under-
resourced in Canada. The reason that palliative care is under-re‐
sourced in Canada is that palliative care is under-resourced in
Canada.
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● (1920)

The Joint Chair (Hon. Marc Garneau): Thank you, Senator
Kutcher.
[Translation]

We now go to Senator Dalphond for three minutes.
Hon. Pierre Dalphond (Senator, Quebec (De Lorimier),

PSG): Thank you, Mr. Chair.

Dr. Viens, please keep in mind that I have three minutes, so I will
keep my comments brief and I would ask you to do the same, al‐
though I realize you have many years of experience.

You brought up an argument often cited by MAID opponents:
that the data provided by Health Canada were not reliable.

Do you have any recommendations on how to make the data
more reliable? Dr. Downar did say, however, that the coroner's of‐
fice in Ontario had confirmed the reliability of the figures provided
by Health Canada.

Dr. Pierre Viens: The data provided by Health Canada is cor‐
rect. This refers only to investigative data on palliative care provid‐
ed to patients prior to medical assistance in dying.

There should be a more precise definition of what palliative care
is being referred to when asking if a patient has received palliative
care. Is it ordinary care that can be provided by any family physi‐
cian with some experience and minimal training, or is it more like
second- or third-level palliative care such as that provided in hos‐
pices?

Personally, I have always answered in the affirmative when
asked if the patient to whom I gave medical assistance in dying had
received palliative care. Of course he always received it. He re‐
ceived it from his family doctor or from our palliative care team,
which, incidentally, is the same team that provides medical assis‐
tance in dying. For our part, operationally, we do not differentiate
between palliative care and medical assistance in dying.

My comment was mainly about the data on whether palliative
care is used or not. The rest of the data is absolutely correct.

Mr. René Arseneault: Mr. Chair, I'd like to raise a point of or‐
der.

Dr. Downar mentioned that he had sent a brief to the committee,
but I don't think we received it.

I just want to remind him to send it to us, if he hasn't yet.
Dr. James Downar: I sent it this morning. You may not have re‐

ceived it in time for the meeting.
The Joint Chair (Hon. Marc Garneau): As you know, the brief

must be translated before it can be distributed.

Thank you, Mr. Arseneault and Dr. Downar.
[English]

Senator Wallin, the floor is yours for three minutes.
Hon. Pamela Wallin (Senator, Saskatchewan, CSG): Thank

you very much.

Our time is brief, so I have a quick question for Dr. Downar first,
which is picking up on Dr. Viens' point that MAID is not driven by
a lack of access to palliative care; they are part of a continuum.
Would you describe it that way?

Dr. James Downar: I do see a difference between palliative care
and medical assistance in dying, for a variety of reasons, and I think
there are a lot of important members of the palliative care commu‐
nity who really feel distinctly uncomfortable with medical assis‐
tance in dying. I think it's important to keep a definitional distinc‐
tion for that purpose.

I think that broadly grouping them under the category of end-of-
life care is the most useful distinction. That avoids people having to
identify with something with which they have a strong moral dis‐
agreement and therefore adopting a sort of peaceful co-existence, as
exists in many parts of the world, where some people perform,
some people do not, and some people include it as part of their care
and others do not. That's what's been going on in Belgium and the
Netherlands for years, and it's starting to happen in many parts of
Canada too. I think that's probably our future.

● (1925)

Hon. Pamela Wallin: Thanks.

Then I'll get a brief comment from Dr. Viens. You started in your
opening remarks to talk a bit about advance requests. Can you give
us just a moment on that, particularly on the question of
Alzheimer's? I think you started to comment and then time ran out.

Dr. Pierre Viens: This is a question that will require far more
than two minutes to answer.

Hon. Pamela Wallin: I understand.

Dr. Pierre Viens: I'm just referring to the recent report of the
Quebec National Assembly special commission. It contains I think
the very basis of how we should consider advance directives to be
included in the medical assistance in dying act.

[Translation]

The current position of the Select Committee on the Evolution of
the Act Respecting End-of-Life Care in Quebec is that advanced di‐
rectives should be reserved for patients who have been newly diag‐
nosed with a cognitive neurodegenerative disease, such as
Alzheimer's, and not in any other situation.

I think it's important to set the context. Doing this allows doctors
who make a diagnosis of Alzheimer's in a patient to explain in de‐
tail what's going on, what the nature of the disease is, what's ahead,
what the treatment options are, and so on.
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The patient is then able to make an informed decision as to
whether they want to risk one day becoming unable to decide their
fate and spending the rest of their life in that situation, that kind of
agony. This would allow doctors to have advance medical direc‐
tives that are truly detailed and personalized when they are called
upon, 10 years later, to carry out an advance request for medical as‐
sistance in dying for a patient who probably won't remember mak‐
ing it. Moreover, the patient would be unable to communicate with
the doctor because the dementia would be well established.

It is imperative that the physician be able to rely on advance
medical directives that truly reflect the patient's wishes, especially
from the perspective of their existential suffering.

The Joint Chair (Hon. Marc Garneau): Thank you very much.
[English]

We'll complete this round with Senator Martin.
Hon. Pamela Wallin: Thank you very much.
The Joint Chair (Hon. Marc Garneau): Senator, you have

three minutes.
The Joint Chair (Hon. Yonah Martin): Thank you

My question is for Dr. Kaya.

Under the best of circumstances, often there can be barriers to
accessing all sorts of resources and services. Are there people re‐
questing MAID due to a lack of access to resources needed—such
as palliative care—and other reasons? It could be language. They
may not have family. There are a lot of reasons.

Would you expand on that, please?
Dr. Ebru Kaya: Thank you.

We definitely know of cases where patients have requested
MAID because of lack of access to palliative care. This might well
be because of language barriers, or it might be because of an inabil‐
ity to articulate what they would like. They're not necessarily health
literate.

We also have some special and vulnerable populations. They're
not like the people in this room, who are well educated, articulate
and capable of essentially informing what they want and being in
control of what they want. At the other end of the spectrum, we
have vulnerable groups who have difficulties understanding the
health care landscape.

If we have difficulty understanding health care, then it is not sur‐
prising that these people would have difficulty understanding it, let
alone MAID. We really want to be careful about making sure that
the information we provide is accessible to everybody, whether that
means language issues or access for people living in rural and re‐
mote communities who don't have access to the resources and care
that they need. There are a lot of complicated issues at play here
that we really don't have a good grip on.
● (1930)

The Joint Chair (Hon. Marc Garneau): Thank you very much.
That completes our first panel.

I would like to thank Dr. Kaya and Dr. Downar.

[Translation]

I would also like to thank Dr. Viens.

I thank you very much for your testimony tonight. We appreciate
your making yourself available for this very important study.

[English]

With that, we will suspend momentarily and set up panel number
two.
● (1930)

_____________________(Pause)_____________________

● (1930)

The Joint Chair (Hon. Marc Garneau): Good evening. Wel‐
come to the second panel as part of our continuing study focusing
on palliative care.

For the new witnesses and for any of the new members, this is a
reminder that before speaking, please wait until I recognize you by
name. I'm one of the co-chairs. My name is Marc Garneau.

This is also a reminder that all comments should be addressed
through the joint chairs. When speaking, please speak slowly and
clearly. Interpretation in this video conference will work like in an
in-person committee meeting. You have the choice at the bottom of
your screen of floor, English or French. When you're not speaking,
please mute your microphone.

With that, I would like to welcome our three witnesses for this
second panel: Dr. Sandy Buchman, chair and medical director,
Freeman Centre for the Advancement of Palliative Care, North
York General Hospital and past president of the Canadian Medical
Association; Dr. Harvey Max Chochinov, distinguished professor
of psychiatry, University of Manitoba; and Dr. Marjorie Tremblay,
physician.

Welcome to all of you.

We'll start off with each of you being able to address the commit‐
tee for five minutes.

Dr. Buchman, we'll start with you. You have five minutes.
● (1935)

Dr. Sandy Buchman (Chair and Medical Director, Freeman
Centre for the Advancement of Palliative Care, North York
General Hospital and Past President, Canadian Medical Associ‐
ation, As an Individual): Good evening, everyone. Thank you for
the invitation to participate in this important panel on MAID and
palliative care.

First and foremost, with regard to a little on my background, I
was trained as a family physician, for 22 years, and I've spent the
last 16 years or so as a full-time palliative care physician, working
both in hospital ambulatory clinics and home-based palliative care,
including palliative care for those living on the homeless continu‐
um. As well, as mentioned by Mr. Garneau, I have a national per‐
spective both as a past history of being president of the Canadian
Medical Association and as president of The College of Family
Physicians Canada.
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I am also a MAID assessor and provider, in addition to my pal‐
liative care work. Currently I am building a hospice in Toronto. We
only have one general hospice for adults in all of Toronto—we can
talk about access to palliative care—and I am also a supporter and
founder of a facility to provide medical assistance in dying in
Toronto called MAiDHouse.

What I am saying I guess is that I walk two roads, in support of
vastly improved access—a strong advocate for palliative care—but
support the right of Canadians to assess the eligibility for medical
assistance in dying. I went into this profession to alleviate suffer‐
ing, and after years of reflection came to the feeling that I could do
the best in addressing suffering when I encounter the limitations of
modern medicine, including the limitations of palliative care, and
am able to address my patients' suffering through the provision of
MAID. I consider myself a conscientious provider.

I would like to state at the outset that I think there needs to be
improved education and training, and perhaps certification both in
the fields of palliative care and in the provision of medical assis‐
tance in dying. I strongly believe that the most important thing to
do—any clinician can do as part of an assessment—when people
express the wish to hasten death is to address and explore their suf‐
fering in all of its domains.

In palliative care, we follow the teachings of Dame Cicely Saun‐
ders, who was one of the original palliative care physicians with a
background as a social worker nurse and physician, who started St.
Christopher’s Hospice in the U.K. in the sixties. She talked about
four domains of suffering: the physical, the psychosocial, emotional
and the spiritual existential. I believe that too many clinicians in
this world of MAID will just prefer when a patient asks for a has‐
tened death...as opposed to exploring their suffering. I believe that's
an important competency, and I'm happy to speak to that more.

Ultimately, we need to maintain the rights of Canadians to access
medical assistance in dying when their suffering is deemed intoler‐
able and other forms of treatment aren't acceptable.

Thank you, and I look forward to your further questions.
The Joint Chair (Hon. Marc Garneau): Thank you, Dr. Buch‐

man.

We'll now go to Dr. Harvey Chochinov.

Doctor, you have the floor for five minutes.
Dr. Harvey Max Chochinov (Distinguished Professor of Psy‐

chiatry, University of Manitoba, As an Individual): Thank you,
honourable Chairs.

By way of background, I am a distinguished professor of psychi‐
atry at the University of Manitoba and former chair of the External
Panel on Options for a Legislative Response for Carter v. Canada.
I'm also a long-time researcher and clinician, who has published ex‐
tensively on psychosocial matters pertaining to palliative care.

I'd like to use the brief time I have to make five specific points.

Number one, some studies, both in Canada and the United States,
imply that medical aid in dying is for the so-called white, wealthy
and worried. In other words, these studies suggest that we don't
need to be concerned that people seeking to hasten death are vul‐

nerable or disenfranchised, but rather are well positioned to make
autonomous choices. This is a very narrow and, I would say, prob‐
lematic interpretation of the data. If we look at MAID deaths re‐
ported by Health Canada, most are elderly and fraught with various
disabilities and comorbid medical conditions.

However, the most significant concern about this data is that it
pertains to patients with less than six months to live or those whose
death was reasonably foreseeable.

If you want to look at how vulnerability and hastened death will
play out in Canada, we need to look at the Benelux countries or
Switzerland, where, like now in Canada, dying or approaching
death is not a requirement. In Switzerland, assisted suicide is more
common in women—who suffer higher rates of clinical depres‐
sion—and those who are living alone, divorced or without children.
Loneliness and a lack of social support are key vulnerabilities that
we can expect to play out in Canadian MAID. Sixty per cent of pa‐
tients who have received euthanasia for mental illness in the
Netherlands were described as socially isolated and lonely.

Like persons with disabilities, we also know that mental illness is
associated with a higher rate of poverty and lack of access to criti‐
cal support services, food and housing security, things that can wear
down the human spirit and undermine the desire and wherewithal to
go on living.

Number two, it's also claimed that whether you are dying, dis‐
abled, mentally ill or chronically suffering, you are free to exercise
your autonomy and choose whether you want to live or die.

If someone is standing on an open balcony in a high-rise apart‐
ment rapidly being engulfed in hot flames, is it reasonable to say
that they have a choice of whether or not to jump? Exercising au‐
tonomy means having real and viable options. If you're dying in the
absence of quality and available palliative care; if you're disabled
but don't have access to supports and services, or social, housing,
and employment opportunities; if you have chronic pain or uncon‐
trolled symptoms and don't have timely access to a specialist; if
you're struggling with a mental illness and can't find a therapist
who is prepared to help you grapple your way towards recovery,
can we really say you're exercising an autonomous choice?
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Did the 51-year-old Ontario woman with severe sensitivities to
chemicals, who chose MAID two weeks ago after failing to find af‐
fordable housing free of contaminants, really make an autonomous
choice? Or, did she just get tired of being seen as “expendable
trash, a complainer, [and] useless”, and out of desperation, jumped.

With regard to number three, individual or person autonomy is
like helium: its nature is to expand and occupy whatever space it is
given. Look at what's happening in Canada. We've removed “rea‐
sonably foreseeable death” and soon will include mental illness.
We're now contemplating children and advance directives. If indi‐
vidual autonomy is the driver and we observe what is happening
with our European brethren, we will see MAID expand to include
life completion and tiredness of life.

Number four, various palliative care researchers, myself includ‐
ed, are advancing the art and science of addressing suffering for pa‐
tients with life-threatening and life-limiting conditions. While dig‐
nity therapy, developed by my group in Winnipeg, or others, such
as meaning-centred psychotherapy or calm therapy, are not a
panacea for suffering, they are proving to be effective in mitigating
distress while enhancing end-of-life experience.

Number five, whatever direction Canada takes on MAID, it must
first and foremost support the continued study and ongoing provi‐
sion of palliative care. Fewer than 2% to 3% of Canadians will ever
avail themselves of MAID, yet nearly all Canadians living with a
life-threatening or a life-limiting illness could benefit from pallia‐
tive care even though only a minority will receive it. In instances
when there aren't real choices, we must tread carefully into conver‐
sations about the right to jump and do all we can to douse the
flames of human suffering across Canada.

Thank you.
● (1940)

The Joint Chair (Hon. Marc Garneau): Thank you, Dr.
Chochinov.

Dr. Tremblay, you have five minutes.
[Translation]

Dr. Marjorie Tremblay (Physician, As an Individual): Good
evening.

I would first like to thank the members of the committee for
inviting me to participate in this meeting.

I am a family physician. I have been providing palliative care for
20 years. I provide it in hospitals, at home and in a hospice. I am
the medical director of the Maison de la Sérénité. I am also a re‐
searcher on the steering committee of the Quebec Network for Re‐
search in Palliative and End-of-Life Care, or RQSPAL, in Quebec.

First of all, I would like to say that I fully support what Dr. Kaya
has said. So I'm not going to repeat everything she just said.

I would like to make a slight correction to what Mr. Thériault
and Dr. Viens said, when they said that Quebec has made medical
assistance in dying part of a continuum of care. If we rely on the
Act Respecting End-of-Life Care—we must refer to the act, not its
interpretation—the definition is clear. As Dr. Downar said, it is
end-of-life care, and in the act it is clearly stated that there is pallia‐

tive care and medical assistance in dying. So they are two different
entities. This does not mean that just because we make them two
different entities, we are opposed to them. It is important to say
that. Indeed, every time we make the distinction between the two
entities, some people seem to think that we are opposed to them,
but that is not the case at all. According to the definition of “pallia‐
tive care” in the End-of-Life Care Act, it is care related to the re‐
spect of a natural process. We are there to alleviate whatever dis‐
comfort there is, without hastening death or prolonging life. It is
about respect for the natural state of advanced illness.

In 20 years, I have never seen so much confusion about these
two concepts as I do now. Tonight, it's clear from listening to you
that it all sounds a bit confusing.

When the term “palliative care” is used, far too many people
think that it is given for a few hours, days or weeks before a patient
dies. Palliative care is not just that. It is indeed end-of-life palliative
care, but it has a different option, which is medical assistance in dy‐
ing. The use of palliative care is a palliative approach and it takes
place for months or even years before the patient dies. The pallia‐
tive approach, which we could call an integrated palliative ap‐
proach, aims to ensure that the patient with an advanced illness,
who begins to have symptoms of discomfort affecting his or her
quality of life, can eventually seek palliative care, knowing what it
can offer. If they don't know, they can't ask for it, and if the patient
feels that it is just end-of-life care, they won't ask for it sooner.

This lack of information results in patients not being identified,
and this lack of early identification is costly to the health system.
The patient, who should not be in intensive care, given his condi‐
tion, ends up undergoing a lot of suffering. Instead, they should be
in a hospice or simply at home, surrounded by their family, with ap‐
propriate care for their condition.

The resources are there, but they are deficient, because the popu‐
lation is aging and the needs are only increasing. So we need to in‐
ject money into the system. Above all, it is important to know that
the patient's condition and the type of care must be matched so that
the patient is in the right place and can access the right resources.
You have to protect the quality of life of patients for two, three,
four or five years, as long as the patient is going to need it. That's
what good palliative care is all about.
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One of you asked what is meant by “having good palliative
care”. I think it is having access to enough resources, both material
and human resources, and having access to all the places that pro‐
vide such care for all diseases, not just cancer. I am thinking in par‐
ticular of patients suffering from heart failure. Take the example of
a heart failure patient whose heart is quietly dying. He may have
two, three or four years to live. If he has symptoms of discomfort,
he should have the option of seeing a palliative care physician.

Will this patient be able to access a specialist palliative care doc‐
tor? It is quite possible that they will not. This is where we see the
need. Indeed, the complexity of cases sometimes requires the abili‐
ty to access a specialist palliative care physician with experience in
this area.
● (1945)

There should be a national awareness campaign about palliative
care. Clearly, in Canada, we don't have a good understanding of
what palliative care is. We rely on some people's interpretation and
say that's what we're doing, when we're kind of misrepresenting
what palliative care is.

The Joint Chair (Hon. Marc Garneau): Dr. Tremblay, I would
invite you to finish your presentation.

Dr. Marjorie Tremblay: In my work, what people tell me most
often is that if they had known what palliative care could offer
them, they would have asked for it much sooner. They wouldn't
have been afraid to do it.

The Joint Chair (Hon. Marc Garneau): Thank you, Dr. Trem‐
blay.

We will now have our question period.

I yield the chair to Senator Martin.
[English]

The Joint Chair (Hon. Yonah Martin): Thank you, Monsieur
Garneau.

The testimonies have all been very insightful. Thank you.

We'll go into questions from both Ms. Vien and MP Gladu.

They're going to split the five minutes, so two and a half minutes
each, starting with Madame Vien.
● (1950)

[Translation]
Mrs. Dominique Vien (Bellechasse—Les Etchemins—Lévis,

CPC): Thank you very much, Madam Chair.

Dr. Tremblay, you just said that if people had known what pallia‐
tive care could offer, they would have gone down that road. How‐
ever, according to data that we have received, many people have
made the decision to request medical assistance in dying, even if
they had access to palliative care.

In your practice, do you provide medical assistance in dying?
Dr. Marjorie Tremblay: No, I do not, but that does not make

me someone who is against medical assistance in dying. It is very
important to mention this.

I am in no way against the person's choice, but, as another wit‐
ness said, to allow for a real choice, the options must be available.

Mrs. Dominique Vien: Clear and comprehensive information
about palliative care is needed, and this also applies to the issue of
medical assistance in dying.

I don't have much time, Dr. Tremblay. So I'm going to move on
to another question.

You mentioned a national awareness campaign on palliative care.
What specifically are you thinking about?

Dr. Marjorie Tremblay: I am thinking of a clear definition of
what palliative sedation is. Earlier, Dr. Viens said that he adminis‐
tered palliative sedation to patients who could not access medical
assistance in dying.

There are very clear criteria that define palliative sedation. There
has to be a vital prognosis of no more than two weeks and refracto‐
ry symptoms that cannot be adequately relieved with medication
without the consent of the person or the family. Continuous pallia‐
tive sedation cannot simply be given because a patient has not
reached a point where they can request medical assistance in dying.

Mrs. Dominique Vien: Would the national campaign you envis‐
age be directed to the medical profession and nursing staff? Would
this campaign also target the general public?

Dr. Marjorie Tremblay: Yes, absolutely.

[English]

The Joint Chair (Hon. Yonah Martin): You have 30 seconds.

[Translation]

Dr. Marjorie Tremblay: The campaign would target the general
public and health professionals, of course, so that everyone could
benefit. The issues covered would not be the same, but it would be
important that the campaign be targeted to both health professionals
and the general public.

Mrs. Dominique Vien: Do you think that a national campaign
on the two options available would be equally beneficial?

Dr. Marjorie Tremblay: It would be very beneficial, but I think
medical assistance in dying has been publicized enough. At the mo‐
ment, it's very important to make the distinction between palliative
care and medical assistance in dying, and just because you make
that distinction doesn't mean you're against medical assistance in
dying.

Mrs. Dominique Vien: Thank you very much.

[English]

The Joint Chair (Hon. Yonah Martin): Thank you.

Ms. Gladu, you are next.

Ms. Marilyn Gladu (Sarnia—Lambton, CPC): Thank you,
Chairs, and thank you to all our witnesses.
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I want to talk about palliative care. As a result of the special
committee that studied the Carter decision and their recommenda‐
tion that in the absence of good quality palliative care, you actually
don't have a choice, I brought forward Bill C-277 to create a pallia‐
tive care framework, which I am very proud of.

The government pledged $6 billion over 10 years in the 2018
budget for palliative care. Sadly, what's happened is that they've
spent only $200,000 of that, and it was bucketed together with
MAID, which was never the intent. The World Health Organization
has been clear that palliative care does not hasten death; that's a to‐
tally different thing from MAID.

My first question is easy and for each of you. We know that the
framework was also looking at addressing the 60,000 missing re‐
sources in terms of palliative care doctors, nurses and other
providers. Would you agree that the government should meet its
commitment of $6 billion over 10 years for palliative care and ad‐
dress the gap of missing resources?

Dr. Buchman, I'll start with you.
Dr. Sandy Buchman: I agree one hundred per cent. It's a shame

that the funding did not follow the framework. That's been the con‐
sistent place in Canada. We have wonderful plans, but they end up
sitting on a shelf because the funding never comes.

When Australia created its assisted dying legislation a couple of
years back, they pledged a very significant amount for palliative
care at the same time. I think it is incredibly important to do that.

Ms. Marilyn Gladu: Very good.

Dr. Chochinov, do you agree?
Dr. Harvey Max Chochinov: Yes, absolutely.

Again, congratulations on the framework. As Dr. Buchman was
saying, the fact is that we don't have the services available for pa‐
tients and their families. I don't think we can take any comfort in
the fact that 15% to 30% of people have access to these resources.
It's shameful that we just don't have better care available.

In preparation for today's presentation, I spoke to the head of our
medical palliative care program, and, for your information, Win‐
nipeg—a city of about a million people—has not seen an increase
for palliative care funding in the last 20 years. We have 16 hospice
beds, all located within the perimeter highway—
● (1955)

The Joint Chair (Hon. Yonah Martin): Thank you.
Dr. Harvey Max Chochinov: —and none beyond that in Mani‐

toba, so we're woefully lacking.
The Joint Chair (Hon. Yonah Martin): Thank you.

Next we'll have Dr. Fry for five minutes.
Hon. Hedy Fry (Vancouver Centre, Lib.): Thank you very

much, Madam Chair.

I want to thank the witnesses for coming and giving their time so
late in the evening.

I listened to the last meeting that we had and this meeting, and I
am hearing different stories about palliative care. As a physician, I

think I know what palliative care is, and I have heard some of our
palliative care physicians explain what it is. It is a part, at the end of
day, of a continuum of care. It is not the same care, and it is not
necessarily parallel care, but it is a continuum of care.

I've also heard that there are competing resources. We had our
Library of Parliament research some of this first, and I have not
necessarily found that to be true.

With regard to money being given by the federal government for
palliative care and a framework, that palliative care money goes to
provinces. The federal government, except for indigenous people
and the armed forces, etc., does not do this itself. It gives it to
provinces, so it all depends on where provinces decide to put their
money and their priorities. I know in some provinces there isn't
enough money for home care within the palliative care system.

However, I would like to understand what happens if—and I'm
going to ask Dr. Buchman this—a patient comes to you.... You
pointed out three very important parts of end-of-life care: the physi‐
cal care, the psychosocial care and the existential issue. Now the
psychosocial care we understand. It's mostly women and a lot of
people who live alone, obviously isolated, etc., but not a lot of peo‐
ple are talking—other than Dr. Viens, who talked about it today—
about the existential care, about the fact that you can take away the
pain, you can make people comfortable, and you can bring people
around them to deal with their loneliness, but at the end of the day,
there is that piece, that spiritual part, of a person considering what
their options are.

If a patient came to you with a chronic disease and chronic pain,
and you went to palliative care with them, and they seemed to be
getting the help in the physical and psychosocial arenas.... After a
while, patients have their needy sides from an existential point of
view that this is not living. This is not quality-of-life care. This is
not really living, and they want more, and they want to make a de‐
cision to probably end their life on their terms. What would you say
to that person? Would you insist that they continue at palliative care
or would you explain the options in a simple way, regardless of lan‐
guage, etc., allow them to make that decision and respect the deci‐
sion of the individual about their person?

The Joint Chair (Hon. Yonah Martin): Two minutes remain.

Dr. Sandy Buchman: We see these patients virtually every day.
What happens is that you do everything possible to address their
suffering in those domains I referred to before, including existential
and spiritual suffering. Part of the frustrations that many of us have
with the system is that, if I want to refer for spiritual care or antici‐
patory grief or even family members for grief and bereavement, the
access to those services is very poor. We have long waiting lists.
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We have to often take it upon ourselves to address that suffering.
I guess I've always worked on the principle that I will do whatever
possible to address their suffering, everything short of MAID, but
ultimately, if that person insisted that everything we have tried was
not acceptable to them, which is consistent with the law, then I
would agree to an eligibility assessment for them with regard to
medical assistance in dying.
● (2000)

Hon. Hedy Fry: Thank you, Dr. Buchman.

I want to go to Dr. Tremblay.

I think you've also expressed that same sort of sense, that it is
about the patient at the end of the day. It's not just about what the
physician thinks; it's always going to be about the patient.

Can you tell me what you would do with that patient who went
through palliative care and then decided that they wanted to end
their suffering?
[Translation]

Dr. Marjorie Tremblay: A patient who requests a treatment op‐
tion that the doctor cannot provide is obliged to go to another
source. For example, if a cardiologist needs the opinion of a
respirologist, he will seek the opinion of a respirologist. It's that
simple.

Some doctors are willing to offer medical assistance in dying and
some patients ask for it. It is not for the doctor to say whether it is
right or wrong. The doctor must assess the patient. All those who
offer medical assistance in dying must do so, and must continue to
do so. One does not exclude the other.
[English]

Hon. Hedy Fry: Thank you.

Thank you for clarifying it, Dr. Buchman and Dr. Tremblay.
The Joint Chair (Hon. Yonah Martin): Thank you.
Hon. Hedy Fry: I am sorry, Dr. Chochinov, that I could not get

to you.
The Joint Chair (Hon. Yonah Martin): We have five minutes.

Next we'll have Monsieur Thériault.
[Translation]

Mr. Luc Thériault: Thank you very much, Madam Chair.

Dr. Tremblay, in another forum we can have a debate on Que‐
bec's legislative intent. I would now like to move on to another
question.

Palliative care, as conceived by Ms. Cicely Saunders, consists of
a holistic approach, accompaniment towards death, relief of pain
and suffering on the psychic and physical levels, as well as accom‐
paniment of the family, and this in the most natural environment
possible.

When palliative care was started, it did not mean leaving the pa‐
tient to die in a corner. Palliative care helps to slow down the pro‐
cess of dying when it has irrevocably set in. Patients feel better and
do better when they are in a palliative care unit. Sometimes they
even have to be taken out of the unit because they cannot stay there

for more than three months. You are right to demand more access to
palliative care.

My next question is for Dr. Buchman and Dr. Tremblay.

If a patient at the end of life, who has received very good pallia‐
tive care, who has been well supported and who feels serene and
ready to let go, asks for medical assistance in dying, do you consid‐
er this a failure of palliative care?

Why should we separate these two approaches when they are
part of a continuum of end-of-life care?

[English]

Dr. Sandy Buchman: I don't think that it's a failure of palliative
care. It's unlikely a person will just wake up one morning.... But the
wish to hasten death is very common in our field. At times, despite
our best efforts...like anything in medicine, there are limitations to
what we can do. It may be that we are just unable to address the
suffering in ways that are acceptable to the patient.

Ultimately, Canadians have that access for eligibility, but it's also
true that the presence of the MAID law allows us to deliver pallia‐
tive care.

I had a patient with HIV and ALS, and he had no use of his up‐
per body or his arms. He was completely dependent on others for
feeding and for personal hygiene. He lived on the 22nd floor of a
high-rise in Toronto, where I cared for him, and he told me it was
the MAID law and his opportunity to choose or to have that choice
when he was ready.... Otherwise, he accepted everything that we
could do in palliative care. It was the MAID law that allowed him
to accept palliative care, or he stated clearly that he would have
jumped. The overall answer is that it doesn't happen immediately.
We have limitations, and the presence of the MAID law often al‐
lows us to deliver excellent palliative care to the best of our ability.

● (2005)

[Translation]

Dr. Marjorie Tremblay: There can be many interpretations, and
they are related to each person's experience. It is a highly emotional
subject. We need to get data and do studies to find out what really
motivates patients to ask for medical aid in dying, to understand
what is going on.

Similarly, we need indicators in palliative care to be able to un‐
derstand the bigger picture and understand the situation. If you de‐
cide to put a policy in place, you need indicators to monitor the sit‐
uation. If there are no indicators, how do you know if it's working,
if it's going well, or if there are failures and collateral effects?

Mr. Luc Thériault: Are you one of those who think that a pa‐
tient who applies for medical aid in dying should be excluded from
a palliative care unit from the outset?

This is done in some institutions.
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Dr. Marjorie Tremblay: In this regard, I would say that patients
who are in a palliative care unit need specialized care. So that
means that their condition is complex. In my opinion, these beds
should be kept. So it's not a question of being for or against, but it's
a question of resources. We need to keep these specialized beds and
the use of these specialist doctors for complex cases, i.e., cases like
these.

Mr. Luc Thériault: If I understood correctly, your answer is
“yes”.
[English]

The Joint Chair (Hon. Yonah Martin): Thank you.

Next we will have Mr. MacGregor for five minutes.
Mr. Alistair MacGregor: Thank you very much, Madam Co-

Chair.

Dr. Buchman, I'd like to direct my questions to you.

You made mention of the fact in your opening statement that you
have provided palliative care for homeless people—a very vulnera‐
ble population. I think you bring a unique perspective, because you
say walk in both lanes. You have also been a MAID assessor and
provider.

In your work with the homeless, you're dealing with a very vul‐
nerable population, where the social determinants of their health are
very obvious and present. They have had housing insecurity, they
often don't know when their next good quality meal will come, and
they live a life, on a daily basis, which is full of uncertainties and
incredible stress on their health.

When someone has an incurable disease, an irremediable medi‐
cal condition, and they're either being assessed for access to pallia‐
tive care or maybe their choice is to go to medical assistance in dy‐
ing, can you talk a little bit about what effect those social determi‐
nants have on their health? Do you often run into conditions where,
if that population had earlier access or better access to health care,
the state they are in when they first see you could have been pre‐
vented?

Dr. Sandy Buchman: I'm going to go right there with the ques‐
tion, and the answer is likely yes.

When an individual's suffering is a conglomeration of their
past—they may have had severe trauma earlier in their life—we
learn very much about performing trauma-informed histories.
There's been a sequence of events, given the social and structural
determinants of their life, everything from systemic racism perhaps,
to mental health issues and addiction issues, that render them in the
situation they are in.

We're working very downstream. I think it's really critically im‐
portant to look at what's happening upstream very early on, not on‐
ly the importance of directing the root causes of the social determi‐
nants, such as racism, sexism, homophobia, transphobia, colonial‐
ism, etc. Those are the roots of the social determinants of health
and why it is key that we begin to address them at the roots. For
those people who have gone through it, that's why it is so critical
that we need equitable access to care, and particularly equitable ac‐
cess to palliative care.

We happen to have a program in downtown Toronto—and there
are a handful of them across the country—but for the most part,
folks don't have access to the palliative care services, or even the
primary care services, the mental health and addiction services that
are necessary to serve them. So we're down the road—we're down‐
stream—and all we can do, then, is our very, very best to address
their suffering, in all of its domains, as I referred to before.
● (2010)

Mr. Alistair MacGregor: Thank you for that.

In general, when you are meeting patients for the first time to
have that very difficult discussion on what their options are, what's
your sense of their familiarity with what palliative care involves or
what medical assistance in dying involves when you first talk to
them? Is that very vulnerable population aware of what those two
types of care involve?

Dr. Sandy Buchman: It's hard to generalize, but as a rule, no.
Most Canadians aren't really aware of palliative care, for example,
until they happen to encounter it themselves or with a family mem‐
ber. The same is true for medical assistance in dying. A lot of the
more vulnerable people haven't had the opportunities to have the
same kind of education in health literacy as many other more fortu‐
nate Canadians. One of the reasons is that it's usually those of high‐
er socio-economic and higher educational status who would opt for
medical assistance in dying.

We have to do our best to educate them about their options, and
if they express this wish to hasten death, then they have that right,
like an option for any medical treatment. In this country they have a
right to know about medical assistance in dying, but it's very im‐
portant that we assess their vulnerability in a comprehensive way.
That's why I stressed earlier that our education and competency in
being able to assess this comprehensively is a critical issue.

The Joint Chair (Hon. Yonah Martin): Thank you.

At this time, I will ask my co-chair to step back in for questions
from the senators.

The Joint Chair (Hon. Marc Garneau): Thank you, Senator
Martin.

We'll start off with Senator Mégie.
[Translation]

Madam Senator, you have the floor for three minutes.
Hon. Marie-Françoise Mégie: Thank you, Mr. Chair.

I thank the witnesses for their testimony.

I also thank my former colleague Dr. Tremblay for being here
with us.

Dr. Tremblay, I know that you worked with the Quebec National
Institute of Public Health on palliative care indicators. We have
heard and we still hear that we need to improve palliative care, that
we need quality palliative care.

Can you tell us about these indicators? What criteria were used
to select them? How can these indicators enable various levels of
government to improve palliative care?

Dr. Marjorie Tremblay: Thank you, Dr. Mégie.
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The latest report is from April 2021. Unfortunately, in Quebec,
data on palliative care are very scarce. In this study, which was con‐
ducted from 2002 to 2016, we collected data on eight palliative care
indicators. These indicators had been used in the past and were re‐
viewed. Of the 10 indicators previously used, we kept eight. In this
report we looked at what was happening to the population that
could benefit from hospice palliative care. This study did not look
at people who were receiving palliative care at home or in settings
such as residential and long-term care centres. These indicators pro‐
vide a lot of information about what is happening in Quebec.

I'll give you an example. Thanks to these indicators, we now
know the place of death in Quebec. The main place of death in
Quebec is the hospital. Four out of 10 patients likely to benefit
from palliative care will visit an emergency room in the last two
weeks of their lives. One in 10 people likely to benefit from pallia‐
tive care will stay in intensive care. These indicators show us that
early identification is not happening and that there is no integrated
palliative approach.

Patients are said to have access to palliative care, but they actual‐
ly have access to end-of-life palliative care when a catastrophe or
complication occurs and the patient did not know they were going
to die. The patient is in shock and distress. That's what it's all about.
The patient is in distress because of their imminent death. They are
transferred to palliative care, because curative care is no longer
possible, and medication is started to relieve their symptoms.

There is a misinterpretation by the general population, and even
by some professionals, that a patient receiving morphine will soon
die. If the patient had been started on morphine five years earlier
for pain or shortness of breath due to heart failure, for example, no
one would say that morphine killed him at the end of his life. The
myths would stop and people would stop being afraid of drugs. In‐
dicators are extremely important because they allow all responsible
authorities to understand the impact of decisions on everyone and
to monitor progress.
● (2015)

The Joint Chair (Hon. Marc Garneau): Thank you very much,
Dr. Tremblay.
[English]

We will now go to Senator Kutcher.

You have three minutes.
Hon. Stanley Kutcher: Thank you very much, Mr. Chair.

My questions are for Dr. Buchman.

We know that palliative care is inadequately funded and that
there are substantial challenges to accessing public palliative care.
We also know that access to MAID can be similarly problematic.
Both areas are underfunded. Is the solution to fund one over the
other by robbing Peter to pay Paul?

The second question is that quality palliative care has been some‐
times characterized as needing to be provided by palliative care
specialists in hospices. Others have noted that home-based pallia‐
tive care can be provided by primary care physicians and it can be
of very high quality.

What are your thoughts on these issues?

Dr. Sandy Buchman: I'm going to start with the second question
first, if I may. I spend most of my time providing home-based pal‐
liative care or, as earlier mentioned, on the streets. I'm a very strong
believer that the palliative care approach can be provided by prima‐
ry care physicians, family physicians, nurse practitioners, etc. Prob‐
ably about 70% of palliative care could be provided by primary
care.

Unfortunately, due to many reasons, everything from a lack of
sufficient training to even just lack of confidence, to payment mod‐
els, etc., very few family physicians continue to provide home-
based care of any sort, let alone palliative care.

I work very much on models that are just-in-time palliative care,
1-800 palliative care, where a family physician could call a pallia‐
tive care specialist for just-in-time supports to manage pain crises
or delirium in the middle of the night. I believe very strongly in
supporting that, and continuing education.

With regard to your second point about inadequate funding, this
is a problem throughout the health care system, of course. There is
a fixed amount of money. We need to be able to support access to
palliative care—hugely. I spend most of my life advocating for that.
At the same time, there's inequitable access to medical assistance in
dying across the country, and it's becoming even more so, after Bill
C-7, and perhaps even in the future, in March 2023, when medical
disorders as an underlying condition will be legal.

Having said that, we need huge amounts to be funded, from the
very basics with regard to primary care, of course.... We advocated
for that prior to the pandemic, with the current Liberal government,
and never really got the funding for primary care that's needed. We
need to be advocating all the time for sufficient training and access
for both palliative care and medical assistance in dying, in my opin‐
ion.

[Translation]

The Joint Chair (Hon. Marc Garneau): Thank you very much.

I now yield the floor to Senator Dalphond.

Hon. Pierre Dalphond: Thank you, Mr. Chair.

[English]

My question is for Dr. Buchman.

You work with the more vulnerable in society, those who are of‐
ten isolated and have been left out by society in general. When they
come to you, it's because they need palliative care or they want to
receive MAID. You are a MAID assessor.
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In your practice, have you noticed that this subgroup of most vul‐
nerable persons are acting differently from the other subgroups of
people, that they are more reliant on MAID than other groups, be‐
cause they feel that their lives are worthless?
● (2020)

Dr. Sandy Buchman: No. That has not been my experience at
all. In fact, it's very interesting. When I work with the more vulner‐
able patients, they very much want aggressive medical care.

Often we talk about goals of care, or have end-of-life discussions
with our patients, and whether they want to go through resuscita‐
tion, more comfort measures. Most of those vulnerable patients
have an extreme lack of trust, for many good reasons, in the health
care system. They become kind of suspicious if you start talking
about maybe proceeding with a “do not resuscitate” or that it might
cause more harm than good, etc. In fact, they want everything pos‐
sible done, even maybe, from another perspective, to their detri‐
ment.

The experience with more vulnerable people asking for medical
assistance in dying is actually quite uncommon. As known from
many data, it's usually those who have a sense of control over their
lives, usually higher socio-economic status, Caucasian, etc. All of
those factors are very clear.

I would have to say there are patients who have asked for that,
and that's when we go into the mode of addressing all of the issues
of suffering, including the psychosocial issues and the mental
health issues they are experiencing.
[Translation]

The Joint Chair (Hon. Marc Garneau): Thank you, Senator.
[English]

Go ahead, Senator Wallin.
Hon. Pamela Wallin: Thank you very much.

I have two questions to Dr. Buchman.

We have heard other testimony from professionals in the field of
palliative care that somehow, when we get to the end of palliative
care, it is not their responsibility to really offer the MAID option or
to even have that discussion at the front end of opting for palliative
care.

I keep coming back to this, and I'm not sure it's the right word,
but do we have to on some level see this as a continuum and have
that conversation at the front end?

You also said something that interested me and that is that the
presence of a MAID option allows people to take on palliative care
because they know there is another option if that doesn't work.

Dr. Sandy Buchman: A very interesting and challenging ques‐
tion is when to introduce the option or bring up the idea of MAID.
In some jurisdictions such as in Australia, where I've spoken with
regard to this, they prohibit physicians from bringing up the option
of medical assistance in dying.

There's a power differential between physicians and our patients.
They can be very influenced by that kind of authority. On the other
hand, of course, it's like talking about cancer and not saying that

there's a chemotherapy option available, so fully informed consent
of what's available to a patient I think becomes critical as is their
moral and ethical right to have all the information that's available.

This is where I go back to competency and skill in how we share
information. Ultimately, yes, I think patients have the right to have
full knowledge and information about it. When that is introduced is
where skill and the best professional judgment come in.

For some patients, as you explore their various options and see
where they're going, and as you work, as I said, towards trying to
address their suffering—I keep coming back to it because it's key—
we find that the majority of patients will accept what you are offer‐
ing, but there's always going to be a subset who absolutely find
whatever treatment you offer unacceptable. At that time, I think it's
incumbent upon us as professionals to let them know that there is
such an option as an eligibility assessment for MAID. I do not say
they have a right to MAID; I say they have an eligibility assessment
option for MAID. I think it's a key difference.

Hon. Pamela Wallin: I went through this process with a friend
recently. It was almost the opposite way. She said to her doctors,
when the diagnosis was terminal, that she wanted the MAID option,
and then they had the discussion with her about using palliative
treatment in the interim to maximize her quality of life until her
chosen date.

● (2025)

Dr. Sandy Buchman: For that patient, it sounds like that was the
best course for them. It sounds very reasonable.

Hon. Pamela Wallin: Thanks very much.

The Joint Chair (Hon. Marc Garneau): We'll now go to Sena‐
tor Martin.

The Joint Chair (Hon. Yonah Martin): Thank you, Mr. Co-
Chair.

My question will be for Dr. Chochinov.

I thought the examples you gave us really help us understand
what true autonomy means and how important it is for patients to
have that real choice.

Dr. Chochinov, can you tell us about the kind of suffering you
see in end-of-life patients? What else could be done to better reme‐
diate suffering in end-of-life patients?

Dr. Harvey Max Chochinov: I've heard several times today and
from various different witnesses the idea that there really is nothing
we can do for existential distress, that there is no effective treat‐
ment and that there's no effective approach. I have to say, I've been
working in palliative care for the last 35 years exclusively in the
area of looking at end-of-life distress, existential distress, psychi‐
atric and psychological distress.
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For 15 years, I've been the co-editor of the Handbook of Psychia‐
try in Palliative Medicine, psychosocial care for the terminally ill.
This is a book that will be coming out in its third edition this com‐
ing September with 45 chapters from various different experts
around the world, so the idea that there is nothing that can be done
is really something that I have to take exception to.

There is a massive literature that is out there looking at ways in
which we can start to mitigate end-of-life distress. I'm also the co-
editor of a regular journal called Palliative & Supportive Care, a
journal that is entirely devoted to addressing end-of-life distress of
the existential kind. This notion that MAID is the only card in our
deck I think is terribly unjustified, and there are various different
approaches that are available.

For instance, one of the things that causes a great deal of suffer‐
ing in patients nearing end of life is an undermining of their sense
of personhood, an assault on their sense of dignity, if you will, so
we find ways to try to affirm personhood. This has us looking at ev‐
erything from the attitudes and disposition of the health care
provider, teaching them and training them that their own outlook
and their own disposition can have a profound influence on the pa‐
tient's sense of well-being and sense of dignity, to more formatted
kinds of interventions.

One intervention we call the patient dignity question, where we
ask about what we would need known about that individual in order
to take the best care of them possible. It's an opportunity to put per‐
sonhood on the radar.

Then there are a number of psychotherapies. I mentioned in my
brief that I've developed dignity therapy, which is based on genera‐
tivity and giving people an opportunity to leave a legacy. Gary

Rodin in Toronto is developing CALM therapy, and Bill Breitbart
at Memorial Sloan Kettering has been looking at meaning-centred
therapy.

I would not want to leave the committee with the impression that
this notion that there is nothing to be done about existential distress.
Unequivocally, obviously, that is being done with some intent or
purpose that I can't claim to understand, but we need to understand.
We need to know that there's a whole cadre of professionals around
the world. This is not just a Winnipeg event or a Canada event; this
is a global effort to try to address, understand and mitigate distress
that is being tested, by the way, with research, including random‐
ized control trials that show its efficacy.

The Joint Chair (Hon. Yonah Martin): That's a good way to
end this panel.

The Joint Chair (Hon. Marc Garneau): Thank you to the pan‐
el.

I'm afraid we're at the end of our hour, but it has been very, very
helpful to hear you, Dr. Chochinov, Dr. Buchman and Dr. Tremblay.
Thank you for taking part of your day to answer our questions. This
will help us in what is a very important and difficult issue, as
you've all clearly pointed out. We very much appreciate it. Thank
you very much for coming.

With that, for the members of the committee, it looks like we
will be meeting two times next week, on Monday night, of course,
and it looks like Thursday as well. We will be focusing on advance
requests.

I would like to adjourn this meeting. Thank you.
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