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 Part I: Description of Euthanasia in Canada
         
     Part I A) The Nature of the Beast

1. Canadian euthanasia: a cautionary tale1   

For a little while, it seemed the assisted death question had been settled; that dying patients with 
unbearable suffering would be allowed to end their lives; that medical professionals would be legally 
free to help them. And as long as euthanasia was presented in that way --as a free choice affecting no 
one else-- Canadians seemed willing to accept, if not to approve. 

Recently, however, so-called "Medical Assistance in Dying", has returned to public attention 2 with 
stories of horrible unintended consequences: 3 4 Canadian soldiers offered MAID for PTSD;5 patients 
bullied to accept MAID;6 7 people seeking MAID to avoid disabled homelessness.8

In short, the reality of euthanasia has turned out to be very different from what we were led to expect. 
But worse still, behind these terrible anecdotes lies a more fundamental story: which is nothing less 
than the transition of our entire public healthcare system, to a new utilitarian model where death is 
prescribed as "care"; where patient liquidation becomes the cure.

In this article, I would like to examine how this has happened, what it means, and what we can do 
about it.

2. Death defined as Medical Care9

That which sets Canada apart from nearly all the world, including those jurisdictions permitting some 
form of assisted death, is that our country has explicitly defined euthanasia as medical care, and indeed, 
as essential medical care guaranteed by the State.10

That is the crucial point. Unlike other countries, we are no longer merely talking about the right of 
people to choose death. That most thorny issue remains, of course11, but completely apart from choice 
(and in fact largely foreign to it) is this much more devastating concept of euthanasia presented as 
objectively indicated treatment. For when euthanasia is defined in that way, it becomes possible for 
doctors to treat death like any other tool in their medical kit. And that, in turn, enables utilitarians12 to 
promote euthanasia, systematically, in what amounts to a vast collective cost reduction scheme13; akin 
to a sort of veterinary herd-management; practised at the expense of individual patients, and indeed, at 
the expense of patient-centred medicine itself.

Therefore, much as I would like to confess to the abuse of over-heated language, the phrase "utilitarian 
death-medicine" would seem to be no more than a plain literal statement of fact.

3. A quantitative comparison: Oregon versus Quebec14

A first indication of the radical difference between assisted-suicide (justified by choice), and euthanasia 
(justified as medical care), appears in the relative size of their respective footprints.
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Oregon, for instance, decriminalized assisted suicide in 199415. Twenty-seven years later (2021), we 
notice 238 reported deaths.16 By way of comparison, during the same year, in the Canadian province of 
Quebec (only seven years after legalization) three thousand six hundred and sixty-three people died 
(3,663)17. For 2022 these numbers are expected to be 278 and 5,000, respectively18.19 Admittedly, the 
Oregon population20 is roughly half that of Quebec,21 however Canadian numbers continue to rise 
rapidly.22 It would appear therefore, that Quebec rates are soon to be ten times those of Oregon: one full 
order of magnitude greater.

3. b) Canada vs the State of California23
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A second, dramatic comparison can be made between Canada and the State of California. Both have 
populations of about 40 million. Both legalized assisted death in 2016. But whereas California notes 
five hundred  deaths in 2021 (486),24 Canada shows no less than ten thousand (10,064),21 twenty times 
the California rate.

Clearly, in comparison with the choice-based assisted-suicide of Oregon and California, medically 
justified euthanasia represents, not a difference in degree, but a difference in kind. How may we 
explain this astounding numerical discrepancy?

4. Medicine vs Choice: a crucial ethical distinction

To make a long story short: When assisted death is justified only by choice, its objective moral status is 
simply undefined.25 Neither individuals, nor society itself are obliged to approve or facilitate such 
deaths. They are permitted merely.

When euthanasia is defined as an objectively essential medical treatment, however (as blood 
transfusion is so defined), we are actually obliged to accept euthanasia as categorically good in all 
places and at all times! For that is the meaning of medical care defined in this way: euthanasia becomes 
a positive (medical) good. Moreover, it is no longer the suicidal patient who bears chief responsibility 
for his, or her, own death. For it is always the doctor who is responsible for medical treatment 
prescribed.26 While the patient's "choice", is clinically replaced with the much more ambiguous term 
"consent".

5. Professional and social obligations thus created27

From this first definition of euthanasia as medical care (and from the moral responsibility derived), all 
sorts of professional and social obligations are logically created, which do not exist with regards to a 
morally undefined subjective choice28. For just as doctors and institutions must provide blood 
transfusion. So also must they now provide euthanasia. (And to the extent that other treatments are 
guaranteed by the State, so must it be with euthanasia also.)

6. Professional permissions granted29

Further, while rebellious doctors come under pressure to provide euthanasia, those physicians who 
willingly embrace the practice are free to professionally propagate this new "treatment" as they please. 
For doctors may suggest and prescribe appropriate care as they see fit. They do not wait for a patient's 
request. They are ethically required to proactively prescribe optimal treatment, to which the patient will 
normally consent, deferring to expert opinion.

In fact consent itself is no longer a firm boundary in this area, for it would clearly be unethical to 
deprive incapable persons of a positive benefit available to others.30 Hence, the door is immediately 
opened, as in Canada, to a volume of euthanasia whose scale depends only upon eligibility 
requirements and the discretion of those doctors inclined to its use.

7. Resulting Canadian policy31

As a matter of principle, euthanasia must now be practised in all Canadian medical facilities (with 
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extremely limited exceptions, many of which are the subject of litigation32). This includes hospitals, 
community clinics, long-term care facilities, home care programs, and hospices.33

As concerns doctors and nurses: there exists an assumed "Duty to Perform" euthanasia. Limited 
conscience exemptions apply, but no professional objections are possible34; all professional (that is, 
medical and scientific) opposition to the practice of euthanasia in Canada is now officially disallowed. 
Practically speaking, euthanasia compliance has become a condition of employment, advancement, and 
increasingly: even of training and certification35 36. Effective referrals are mandatory, and a most 
insidious "Duty to Inform" whereby all eligible patients are "informed" of their "right" to euthanasia; 
and thus, whereby previously criminal suicidal suggestion has become part of the doctor's normal duty 
to discuss treatment options 37 38 (as, for instance, at admission to long-term care where patients are 
universally subject to direct institutional steering towards doctor-proposed euthanasia, even before 
other treatment has been envisaged).39 

It would be impossible, I submit, to design a system better adapted to maximize the practice of 
euthanasia.

8. Eligibility for MAID: politics and compromise

Who, then, will ultimately be eligible for (or rather subject to) this new practice of medical homicide?

Considering the serious consequences of defining euthanasia as medical care, we would expect an 
equally serious definition of exactly what clinical indications demand its use. However, there is no such 
rigorous medical foundation for the practice of euthanasia. That is the Naked Emperor at the heart of 
MAID: It remains an essentially political exercise, driven by ideal notions of personal choice. And the 
limits of choice are not definite, but subject to litigation and compromise. In MAID, however, choice 
and medicine are joined at the hip.

9. Choice-driven expansion: medical obligations and permissions40
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As eligibility proceeds upon the choice axis (as in Canada)41 from intolerable suffering at the end of life 
--to viable patients of all kinds-- it is not the limits of choice alone which are altered. For If all legal 
euthanasia is deemed to be medically justified (which it is by definition), then the limits of what is 
considered a clinically indicated death must be adjusted accordingly. Hence, the non-suicidal majority, 
within this ever-increasing pool of eligible patients, becomes automatically subject to all of the 
institutional assumptions, and pressures which are inseparable from a corresponding inclusion along 
the medical axis, whether that inclusion be desired, or no.

Incredibly, therefore, it is the most marginal suicidal wishes, legally admissible, which ultimately 
determine standard clinical indications for the practice of medical homicide. And this objectively: not 
for request alone, but for prescription as well.

10. Ideal claims of patient autonomy42

Ironically, even at this late date, it is glibly affirmed,  that all depends upon patient "choice". But of 
what choice are we speaking, when the non-compliant dependent patient must now live in an 
objectively hostile institutional environment; where his or her death is openly promoted as the most 
desirable clinical outcome?

Moreover, as earlier intimated: all of the above noted enlargements, obligations and permissions are 
also logically transported to the incapable zone, through the most rigorous application of medical 
ethics. Nor is this a speculative warning of some hypothetical "slippery slope". Canada is already 
skating around the consent requirement, even for viable patients: in the very young43; in those with 
mental illness44 45; in those having made advance requests46. In fact, all that now remains to enable a 
full application of euthanasia to the incapable (and perhaps, even for the treatment of incapacity itself), 
is to authorize the standard protocols of shared and substituted consent, which are already applied in all 
other life-critical decision-making; in other words: nothing but a small and logically inevitable 
formality.

 table of contents                                                      7



11. The final irony of incapable "choice"

Apparently then, the ultimate destination of a regime supposedly founded upon unconditional respect 
of patient autonomy may well be the evacuation of an entire class of dependent persons possessing no 
autonomous capacity at all. Admittedly, these conclusions may seem absurd, but they are also perfectly 
real.

And that is what is meant by "utilitarian death-medicine piggy-backing on the power of choice".

Part I B) The economic cause

12. Enormous, impersonal, economic interests

Without doubt, what has been described thus far is a complete transformation of medicine as we 
understand it; and indeed, of the way which we care for one another more generally. Neither should we 
be in any doubt about the force with which this transition will proceed: for this is not a question of 
philosophy alone. The main impetus behind medically justified euthanasia is provided by enormous 
economic forces.

13. A shift of consumer power from patient to system47

Until very recently, individuals were entirely responsible for their own medical expenses, while 
collective action was limited to public health only. With modern ideals of group responsibility, 
however, these categories have become increasingly blurred: first with private insurance48, but 
ultimately, with public medical systems, of which the monopoly in Canada provides a supreme 
example.49

As a result, the evolution of modern healthcare financing has been characterized by a shift of consumer 
power from the individual to the collective sphere; while the former patient/client/payer has been 
increasingly demoted to a lessor status of mere "beneficiary".50 For to put it simply: "He who pays the 
piper has the right to call the tune".

Unfortunately, this change has also been characterized by the emergence of inherent conflicts, between 
the interests of individual patients, and those of the system in its entirety.51

14. Conflicting patient and system interest52

Traditionally, a typical patient, desirous of surviving as long as possible, would hire a doctor to that 
end. The doctor, financially dependent upon the patient, would have no reason to refuse resource-
intensive treatment, and certainly no advantage in literally "killing the goose" providing him with 
"golden eggs".

If it is a major insurance company however (managed care network, or government agency) that is 
actually paying the doctor or hospital, the situation is different. In that case, faithfully responding to the 
interests of the collective buyer (supposedly to do the most good with limited resources), it is obvious 
that doctors will attempt to strategically withhold care from expensive cases;53 and given an option to 
prescribe euthanasia, there can be no doubt that maximum recourse will result.54

 table of contents                                                      8



15. Death medicine does not require a deliberate plan55

Nor do these motives need to be explicitly stated, or even understood, in order to work their formidable 
effect. For economic forces have an impersonal power like that of water running down hill. To the 
extent that doctors juggling budgets in the public system come to believe that euthanasia can be 
represented as an objectively desirable, and fully ethical medical treatment, they will increasingly 
employ it, with or without admission to themselves, or to others, of the pervasive economic forces 
influencing their acts.56

16. The dam of moral certitude removed57

In past days, these dangers were commonly recognized and the equivalent of moral sea-walls were 
maintained to restrain them.58 The invasive effect of utilitarian motives was at least partially offset by 
powerful traditional assumptions, of which the most important, without doubt, was the assumption that 
doctors would never be allowed to actually kill their patients.59 But that, of course, is exactly the 
prohibition which has now been removed.

In summary, then, the medical justification of euthanasia provides a conceptual and ethical framework 
for potentially eliminating huge numbers of economically embarrassing persons; whereas the basic 
economics of modern collective medical delivery systems provides the most powerful of motivations to 
achieve precisely that effect.

In a word, this is the proverbial Perfect Storm. The desirability of such sudden and sweeping changes 
demand the greatest scrutiny.
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Part II: An alternative to medical euthanasia: justification by choice

          Part II A) Duality of justification

                               1) Distinguishing medicine from choice

17.  Moral relativity, and coherent policy

In the first part of this text, I described the extraordinary effects of defining euthanasia as essential 
medical care. Reaction to that description will depend upon the attitude of each individual reader.

It will come as no surprise that my own bias is to the side of life in all circumstances. I do understand 
the logic of rational suicide, but I also suspect that it has no fixed limit short of complete annihilation. 
For life itself is a complication from which death alone promises escape. Or, as I remember one clever 
epigram (without remembering its author): "The Earth would be a perfectly clean rock... if it wasn't for 
all this green slime."

More pragmatically, if there is to be a policy argument which divides those who have chosen life, from 
those who prefer to die, I believe that the only legitimate choice must be that of the intentional 
survivors, for they alone are arguing for the conditions in which they themselves will continue to live.

Others, of course, may have very different ideas; And yet, even if no agreement exists on moral 
principle, there are two areas where a common objective policy understanding may still be sought: first, 
on the quantitative measure of who actually desires what; and second, on whether or not the organizing 
principles chosen will logically lead to the results desired. In other words: will proposed policy really 
give people what they want?

18. Medical Aid in Dying: An incoherent conceptual construct60

Apart from any other consideration, the proper evolution of policy depends upon a coherent conceptual 
foundation.

Unfortunately, the extraordinary conceptual hybrid that we call Medical Assistance in Dying, is 
founded upon a reassuring fallacy, that purely subjective personal choice might be rigorously justified 
by objective medical science; that suicide and homicide might both disappear, beneath the wings of a 
magical medical construct, where those eternal enemies, subjective and objective, might figuratively lie 
down together, like the lion and the lamb.

Loosely invoked in this scheme, medicine and choice provide a circular succession of two claims, 
where the alleged truth of each is used to excuse the weakness of the other.

First,  because there is no agreement on a voluntary right to die, it has been argued (with tragic effect)61 
62 that exceptions be made for medical circumstances.
                             
                                      But,

Because there is no agreement on the medical legitimacy of euthanasia, it is argued that exceptions be 
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made for choice. (And so on)

Hidden in the operation of this logical merry-go-round, lies the fact that defining euthanasia as medical 
care absolutely makes a mockery of choice (as shown in Part I), both by ethically guaranteeing the 
euthanasia of those who are incapable even of consent, and by placing an enormous coercive burden 
upon those capable patients who obstinately refuse to die. Moreover, choice makes a mockery of 
objective science also, by subjugating medical judgment to the arbitrary operation of subjective desire 
(even where resulting suicides are motivated by factors other than the medical criteria which guarantee 
their satisfaction).63

It is of the greatest possible importance, therefore, to recognize that these two justifications of 
euthanasia --medicine and choice-- although mischievously juxtaposed in the idea of Medical 
Assistance in Dying, are entirely distinct, and that they logically lead to very different practical 
outcomes. In particular, it is the unwitting tolerance of this conceptual confusion which has allowed 
medically standardized euthanasia to be established on the coat-tails of death-by-choice.

19. We must pick one or the other

It is the present thesis that coherence demands we consider choice and medicine separately; that we 
decide to what extent we will permit the influence of each, and hence: that we deliberately decide to 
which pole --either choice or medicine-- our implementation of assisted death will be primarily 
moored. I say "primarily", because in many jurisdictions it may now be practically impossible to 
entirely separate these two. Nonetheless, in view of the policy implications of unbridled confusion, I 
believe we must decide (at least) which justification will be dominant, and thus, to the limits of which 
justification our policies shall adhere.

Happily, there are two principal indicators which, I submit, may usefully inform our judgment in this 
matter. These are: a) expert opinion, and b) popular desire; while popular desire can itself be separately 
considered as i) democratic support, and ii) direct economic demand.

                        2) Suggested indicators of legitimate justification

                                           a) Expert opinion

20.  Traditional doctor opinion largely opposed to all medical homicide64

If we are to respect the organic tradition of medicine, as a self-defining ethical and scientific enterprise, 
then expert opinion should be taken, in this case, to mean medical opinion.

As of this writing, and after extensive formal consultation on all continents, the World Medical 
Association remains "firmly opposed" to euthanasia and assisted suicide (2018).65  The American 
Medical Association (despite legal status in eleven States) considers assisted death as "fundamentally 
opposed to the physician's role as healer" (2022).66 The American Psychiatric Association specifically 
opposes assisted death for mental illness alone (2016).67 In the Netherlands, "There is no right to 
euthanasia" (2017).68  And in Switzerland (long considered the assisted suicide capital of the world), 
the Swiss Academy of Medical Sciences states that "even if it is a legal activity, assisted suicide is not a 
medical action to which patients might claim to be entitled", and euthanasia remains a "criminal 
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offence". (2022).69 As for Canada, the state of doctor opinion immediately preceding legalization 
(2016),was described by a key representative of the Canadian Medical Association: "Infrequent polling 
had consistently demonstrated that physicians, by a large majority, were not in favour of legalizing 
these activities".70 

Contrary to radical Canadian doctrine, therefore, euthanasia remains a highly controversial act in the 
medical realm.71 In no case has this lethal mandate ever been accorded in response to organic, internal 
demand amongst medical professionals. Quite the contrary, where decriminalization has occurred, it 
has always been imposed from without, by judicial fiat and legislative decree. Most certainly: expert 
(doctor) opinion does not support an objective justification of euthanasia as essential medical care.72

                                b) Popular desire expressed as democratic support

21. when medicine is trumped by choice

Without doubt, it is democratic support for personal freedom which has most powerfully favoured the 
legalization of assisted death. Again and again, objective arguments of medical ethics (and the larger 
social good) have been waived away with appeals to the apparently unquestionable principle of 
personal choice. It appears, therefore, that many people are willing to set aside their own feelings in a 
generous desire to validate the experience of others. And where physician opposition had so long kept 
medical homicide at bay, it is now vigorously asserted that paternalistic doctors have no right to deny 
patients' autonomous wishes. However, we must not confuse this support of death-by-choice with that 
of death-as-care.

As a practical matter, the regulation of Death-by-choice is about deciding which patients should be 
allowed to ask for death. Objectively justified Death-as-care, more simply, requires us to decide --quite 
apart from choice-- which patients should die. Unfortunately, this question has yet to be frankly 
considered as such. And most significantly: the observed transformation of our entire medical industry 
(to prioritize euthanasia-as-care), has never been presented for public debate, let alone for informed 
democratic decision.

Nor does popular support predict voluntary individual behaviour; a vote for the ideal freedom to choose 
death, does not imply any eventual euthanasia request (or consent) on the part of the voter.

In short:  democratic support extends only to an ideal respect of personal autonomy, and provides no 
indication of legitimate scale for actual practice. In consequence, I would submit that beyond ideal 
principle, the best measure of popular support for assisted death lies in the quantitative demonstration 
of real demand.

                                 c) Popular desire expressed as real economic demand

22. Economic balance as a substitute for moral truth

In applying direct measures of economic demand, we have the advantage of avoiding any judgment on 
the value of euthanasia itself, either in the general or in the particular case. This is true with regards to 
both common morality and medical ethics. The central question of this paper, concerning whether or 
not euthanasia should be defined as medical care, is thus presented economically as one of number, not 
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of philosophy. It is simply assumed that the scope of euthanasia practice (if legal), should be 
determined by the number of people actually seeking that service, and by the number of people willing 
to provide it.

23. Real patient demand for euthanasia: those who wish to die73

Admittedly, it is an indisputable fact that some apparently capable people really do wish to die. And it 
is the poignantly described desire of these persons that has resulted in the legalization and expansion of 
assisted death.74  However,  it is extremely important to provide a faithful proportional portrait of this 
phenomenon. For contrary to common perception (and regardless of any medical circumstance): very 
few people, indeed, will ever consent to die.

Among victims of catastrophic injury, for instance (such as para- and quadriplegics), only one percent 
will actually commit suicide above normal expectation75. And so also for degenerative diseases such as 
A.L.S.,76 or AIDS (before the arrival of effective therapy in the mid-nineties).77 Even among terminal 
cancer patients (according to twenty years of Dutch experience) only one in ten will consent to die by 
euthanasia.78

Categorically then (from the dispassionate perspective of commercial market share): potential 
customers for euthanasia are never more than one to ten percent. And quite obviously: one does not 
rationally design any industry to prioritize the satisfaction of a one to ten percent market share.

24. Real patient demand for euthanasia: Hippocrates and majority consumer choice79 

Beyond public attention to the needs and rights of competing minorities, what we have little seen to this 
point --and what I suggest we most urgently need-- is a lucid appreciation of what is required to protect 
majority needs, and majority rights, especially in an environment where assisted death is legal. What 
(we must ask) do patients of the non-suicidal majority want?
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Nor do we have far to look in answering this question. For medical tradition is not the result of some 
arbitrary moral dogma or corporatist design. On the contrary: previously established doctrine 
prohibiting medical homicide reflects a long and symbiotic evolution of mutual trust between patients 
and their doctors; an evolution which has organically coalesced in the extraordinarily successful, multi-
millennial medical paradigm, whose origins reputedly date to the influence of Hippocrates of Cos, 2400 
years ago.80 

At a time when many doctors mercilessly exploited the hopes of their clients (and frequently catered to 
darker motives still): Hippocrates explored the boundaries of a true healing profession, developing a 
doctrine later expressed as Primum non Nocere, or, First do no Harm.81

As we are well aware, the ethical standards of Hippocrates have been severely attacked in recent 
years.82 What is less generally understood, however, is that questioning the moral hegemony of Primum 
non Nocere does nothing to diminish its phenomenal commercial importance. For patients as 
consumers, following their own natural instinct, immediately embraced these Hippocratic doctors; and 
cemented their professional supremacy, not only in Christian Europe, but also in the more permissive 
moral antiquity of Greece and Rome.

In other words, it is a historically proven fact that --when free to do so-- patients, as consumers, will 
overwhelmingly choose to trust doctors who have promised not to kill. And that, to be clear, is the 
objective client demand whose satisfaction should logically dominate the medical marketplace.

25. Specialization versus inclusion: maintaining an exclusively life-affirming clinical space 83

Considering the coexistence of these radically different medical paradigms, there exists a most 
pernicious assumption that one clinical model might serve for both; that assisted-death might simply be 
added to standard medical practice without depriving typical patients of the service which they seek. 
However, the entire notion of euthanasia inclusion flies in the face of elementary economic experience, 
where detailed market specialization has always provided the royal road to satisfaction.84 This is true 
even of complementary services, but much more so in the present case. For the exact same doctors so 
bitterly denounced as paternalistic moral zealots (by the advocates of assisted death), are precisely 
those whose professional tradition responds, most faithfully, to majority patient needs and desires.

Indeed, one cannot be all things to all people. Doctors are not robots. It is impossible to imagine that 
the same doctor might pass from one patient to the next (presenting medically in precisely the same 
manner), but to change between-times so radically, in his opinions, as to promote the death of one but 
not the other. And the same can be said, even more confidently, of entire care teams. For how can 
nurses and auxiliary staff be expected to care, differently, for patients in the same circumstances? 

(Yet even were carers able to behave with such mechanical indifference of purpose, patients observe 
them passing from bed to bed. And perception, formed in the fertile tumult of patient imagination, is 
just as important as fact.)

To be clear then: Euthanasia and traditional medicine cannot properly share the same clinical space.85  
These two visions are not only different, but mutually exclusive. Euthanasia cannot be added to 
Hippocratic medicine any more than meat can be "added" to a vegetarian diet. The non-suicidal 
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majority of patients today, just as in ages past, simply cannot place their trust in doctors (and nurses) 
who are known to kill.

Expressed in economic terms: standard medical practice should be structured (by default) to cater 
exclusively to life-affirming care. And most certainly, the justification of euthanasia as essential 
medical care is incompatible with that conclusion.

                    3) A Gross discrepancy between theoretical expectation and real policy

26.  All indicators align on death-by-choice; But implementation is based on death-as-care

I believe we may now confidently judge of the coherence and legitimacy of euthanasia policy, justified 
only by choice, and that justified as medical care.

As we have seen, medical opinion is historically opposed to any form of homicide whatsoever; whereas 
public support depends almost entirely upon a purely subjective justification by choice; and lastly (but 
perhaps most importantly) impartial quantitative analysis, of real patient demand, heavily favours the 
primacy of a euthanasia-free clinical practice (which practice would be impossible under a true medical 
interpretation). In other words, of the three indicators originally chosen to validate euthanasia policy: 
two are fundamentally incompatible with the medical justification of euthanasia (expert opinion and 
real demand); while the third positively endorses a justification by choice alone (democratic support). 

And yet our institutional implementation of Medical Assistance in Dying has been built upon the 
logically rejected objective justification of euthanasia as medical care!

This is a monumental conceptual mismatch. It has nothing to do with whether euthanasia is right or 

 table of contents                                                      15



wrong. It has nothing to do with whether or not we choose to allow assisted death. It is a simple 
conceptual incoherence, resulting in gross policy distortions.

27.  The scale of harms created86

As presented through the lens of choice, opposition to assisted death has focused almost entirely on the 
interests of specific groups, such as the "conscience rights" of objecting doctors, or special "risks" to 
the "most vulnerable". Aside from these, it has been comfortably assumed that that no one else would 
be negatively impacted. And when weighed against the supreme value of personal liberty, specific 
harms to these populations have been largely discounted as regrettable (but manageable) sacrifices to a 
higher good. For such is the logic of choice.

Death-as-care, on the other hand, has no such limits. Despite socialization, Canadian healthcare 
remains a form of insurance. Active people are contributing, now, for care that they expect to receive in 
the future. To substitute death for care, is to STEAL untold yearly contributions paid in premiums and 
in taxes.87 The entire active population is thus directly affected, as both immediate purchaser, and 
eventual recipient, of medical euthanasia.

Nor is the compromised service one of trivial proportions. Canadian healthcare represents over 32% of 
combined government spending.88 Yet it is the one charge that taxpayers do not resent. Along with 
social security, monopoly public healthcare forms the core of our Canadian welfare system, and 
critically supports the federal State which is now built upon it. Indeed, the weight of healthcare, in 
Canadian politics, cannot be over-stated. It is simply impossible to gauge what consequences might 
attend a general loss of citizen faith in this institution, not over chronic questions of inefficiency and 
incompetence, but over a more fundamental perception: that the system itself has been deliberately 
structured --not to sustain and to protect-- but to bury its clientele, at the lowest possible cost.

Wisdom and prudence, therefore, would have us reconsider the offending justification of euthanasia as 
medical care. 

Part II B) The rational accommodation of a choice-based right to die

28. author disclaimer

In what follows, it is not to be inferred that this author approves of any form of euthanasia. However, it 
is the present thesis that death-by-choice is infinitely less harmful than medical homicide defined as 
care.

29. Respecting the limits of arbitrary choice

It is the essence of all liberties, justified only by choice, that the objective "value" of those choices 
remains undefined. To teach that people might, of their own free will, be allowed to seek assistance in 
death, is a completely different proposition from saying that human life should be ended according to 
objective (medical) criteria.

In the first case, there is no assumption that the person exercising such a liberty is behaving "correctly" 
in doing so. And therefore, just as the suicidal subject has the right to determine his (or her) own 
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actions, so also do those people who are asked to assist him.

In consequence, euthanasia-by-choice entails none of the mandates and obligations which are required 
by euthanasia-as-care, whether these be professional, institutional, or societal. In accordance with a 
justification by choice (for greater certainty) there could be: no barriers to the creation and maintenance 
of euthanasia-free clinical environments; no tacit coercion of non-compliant patients; no persecution of 
non-participating professionals; and no euthanasia of the incapable. Nor could society be expected to 
guarantee access, or provide funding, for any form of medical homicide.

In sum, justification by choice is self-limiting. For opposing choices enjoy equal ideal status, while 
practical dominance depends solely on quantitative demonstration. Hence, the eventual scope of 
euthanasia, justified by choice, can only be determined by the number of people who seek it out; and by 
the number of those willing to provide it.

30. what economic structure for delivering such a service?

One may well ask how access to euthanasia should be provided under these conditions. And although it 
is not my role to design a functioning system for that which I find personally undesirable, I will at least 
remark that it is not at all evident that we need to answer such a question in advance. For it is the 
genius of commercial markets to address the satisfaction of diverse market segments, in the greatest 
detail, and with the greatest accuracy.

Public administration, therefore, need have no further role in the provision of choice-based assisted 
death, beyond the declaration of that practice as a legal activity.

31. To what extent can euthanasia be removed from medicine?89

It would clearly be desirable (ideally speaking) to separate death-by-choice from medicine entirely. 
This would ensure the continued clinical presence of life-affirming medicine, prevent the liquidation of 
incapable persons, and remove the discriminatory dangers suffered by all persons medically eligible for 
assisted death. Let us admit, however, that nothing is perfect: that we live in a world of precedent and 
compromise; that antecedent facts cannot be entirely ignored in the accommodation of ideal principle; 
and that just as "assisted death" is commonly assumed to signify "physician assisted death", so also, 
medical criteria will certainly be used (in many jurisdictions) to determine eligibility.

There is, however, no reason to agree that such politically imposed criteria actually justify suicide in a 
medical sense. Mere legality does not confer medical status. Many disputed procedures, are legally 
performed. But that does not make them medically necessary.90 It is the present view that euthanasia 
should be treated likewise: as a choice-based, morally neutral, quantitatively marginal service, of a 
merely para-medical nature, bearing none of the obligations and mandates demanded by euthanasia as 
medical care.

Or to borrow the Swiss formulation: "even if it is a legal activity, assisted suicide (and euthanasia) are 
not medical actions to which patients might claim entitlement".

It is true that the ill and disabled are inevitably subjected to grave discriminatory danger from the 
moment that any medical eligibility criteria are employed. However this danger will be considerably 
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less in jurisdictions where the objective medical "good" of euthanasia has been explicitly rejected, as 
will be the total volume of assisted death.

 32. A final word of caution91

In this paper, I have attempted to show how the question of death-by-choice has been used as a stalking 
horse to introduce something infinitely worse: a complete paradigm of utilitarian medicine based on 
death as care.

The simplicity of the observations, and prescriptions provided above, is both reassuring and unsettling: 
reassuring because we clearly possess effective precautions to prevent the worst of outcomes; but 
unsettling, because little or nothing is actually being done to that effect.

Incredibly, current policy discussion barely touches on the crucial distinction between death-by-choice, 
and death-as-care (which are so disingenuously confused in the MAID construct). Public perception 
remains years behind actual events, while debate is typically limited to life-centred morality, disabled 
oppression theory, and the mantra of personal choice. The more revealing influence of some modern 
bioethics92 is largely omitted, as is the relevance of generally repudiated 20th century ideological 
strains (due to Post-War taboos governing the permissible context of their consideration)93 94

With regards to the utilitarian transformation of medicine described here, it would seem that the entire 
euthanasia program is now flying on operational auto-pilot. Euthanasia has been politically defined as 
fully ethical medical treatment; and in the absence of any counter-instructions, the system itself is 
retooling to apply that definition literally: following its own economic imperatives --like a rogue 
Artificial Intelligence-- preferentially killing the patients it was created to protect.

It thus becomes an unavoidable conclusion, that (for whatever reason), our decisional and managerial 
class has espoused policies (passively or deliberately), which are objectively aligned with radically 
impersonal political views: that medical opinion, democratic support, and even real organic economic 
demand, are not deemed to be the legitimate standards by which the nature of medical practice should 
be determined. It has rather been decided (or at least allowed) that such practice shall be aligned with 
very different ethical and economic interests, effectively linking individual survival to medically 
determined utilitarian value.

Naturally, this conclusion will be deeply disturbing to those who believe that human social systems 
should be moulded to reflect the desires of the persons inhabiting them, rather than the reverse.

33. A truly global question95

In previous versions of this text, I was able to speak of the Canadian medical interpretation of 
euthanasia as a unique exception. Sadly, that is no longer the case. For Spain has since enacted a 
similar law (2021)96 which espouses the objective medical paradigm in even more explicit fashion. 
Moreover, multiple US States have bills, either in force or under discussion, which do not actually 
claim full medical status (for assisted death) but which nonetheless seek to impose mandates which 
might only be coherently justified in that way.97 Plainly, the juggernaut of utilitarian euthanasia is now 
gaining momentum, globally, without any general understanding of how, or why.
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It is of the greatest importance, therefore: that a clear distinction be established, between the 
justification of death-by-choice, and that of death-as-care; that the social implications of each be 
publicly debated; and that we choose our course accordingly.

My personal recommendation (in jurisdictions where assisted death is legally practiced) lies with a 
coherent justification by choice.

Gordon Friesen, Montreal
April 4, 2023
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