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How We Die in Canada:
Last Rights and the Quest for Common Ground

Il n'y a qu'un problème philosophique vraiment sérieux: c'est le suicide.1
There is but one truly serious philosophical problem and that is suicide.2

However one chooses to end life before its natural conclusion, it is ultimately because
one has, in that moment, answered with finality what is for Albert Camus ‘the fundamental
question of philosophy’: is this life worth living? When the French Nobel Prize laureate
published his essay The Myth of Sisyphus (1955), the international community was still reeling
from the horrors of World War II. For many, faith in God and the redeeming potential of human
reason had suffered a serious blow upon the discovery of Nazi death camps. With seemingly
nowhere to seek wisdom, wartime had been a period of stark, lonely, anguished choices: To
resist? To collaborate? To escape into exile or indifference?
Camus argued that there is an unbridgeable gap between our desire for meaning and
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Albert Camus, Le Mythe de Sisyphe, (Paris: Gallimard, 1942; repr. as eBook by Université
du Québec à Chicoutimi: Les classiques des sciences sociales, 1985), p. 12,
http://classiques.uqac.ca/classiques/camus_albert/mythe_de_sisyphe/mythe_de_sisyphe.
pdf [accessed August 13 2015].
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Albert Camus, The Myth of Sisyphus, translated by Justin O’Brien, (London: Penguin
Books, 2013), Kindle version for iPad, loc. 88 of 2613.
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guidance, and the inscrutable nature of the universe. This paradox gives rise to the feeling of
the absurd, to which two responses may initially come to mind: hope or suicide. To cope with
existential despair, one can resort to faith, find inspiration in a transcending purpose, or trust
that our reason will eventually piece together the mysteries of the universe. Alternatively, one
may seek death to avoid present or future suffering. Both paths are, for Camus, an escape. He
suggests a third option: to accept our human condition, with its freedom, limits and uncertainty.
We can respond to the absurd by leaning on reason within the confines of our human capacity,
our constrained but authentic perspective, and take deep pleasure in appreciating, moment to
moment, life’s offerings – our only certainty. Existence may be absurd, but since no meaning
imposes itself, we are free to create it. This is, for Camus at least, reason enough to carry on.
What matters is to keep straining mindfully and defiantly against the boulder of existence, and
find our own path up the mountain, over and over again. In this conscious effort, its noble
physicality and persistence, lies the tragic beauty of our existence. Life becomes art, each
human existence an ephemeral mandala.3
These days, the question of suicide is garnering the attention of more than intellectuals
and philosophers. In an ever-increasing number of developed nations, physicians are being
asked by those who suffer or despair to help them end their lives, to spare them the indignities
of unbearable pain, dependent frailty or the unpredictable violence of a lonely, self-orchestrated
death. Medical procedures designed to end life are technically simple, cheap, and, assuming
there is no punishing after-life to consider, guaranteed to end the patient’s suffering. As
physicians or caretakers, how do we respond to such requests? Can we argue with such a

3

Ronald Aronson, ‘Albert Camus: Suicide, Absurdity and Happiness - The Myth of Sisyphus’
(Section 3), in Stanford Encyclopedia of Philosophy (Spring 2012 Edition), Edward
N. Zalta (ed.),
http://plato.stanford.edu/archives/spr2012/entries/camus/#SuiAbsHapMytSis
[accessed 29 July 2015].
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choice? Who can presume to know what is best? The finality of the solution begs for a closer
look at the ways people cope – or fail to cope – with suffering and despair.
In the developed world, the last century has seen rapid change in the way we face death.
The secularisation of Western society, in concert with the rise and success of biomedicine, have
robbed traditional end-of-life rituals of their influence. The script to one’s last moments now
often befalls the responsibility of the individual.4 Our longer lifespan and small nuclear families
mean that when our faltering bodies challenge our ability to direct our care and overwhelm our
caretakers, themselves too few and aging, we are frequently relegated to the hands of more or
less indifferent strangers. More than ever before, perhaps, we face death alone. Consequently,
despite the impressive amount of scholarship, activism and medical expertise dedicated to
death and dying, our fear of suffering a bad death persists. It is in this context that euthanasia
and physician-assisted death (or physician-assisted suicide)5 have, of late, become the focus of
much attention.6 The genie released by recent successive rulings legalising these measures in
numerous developed nations7 is urging Western society to confront and question some of its
core values. The task is daunting. To complicate matters, there seems to be scarce common
ground between those who welcome the legislative changes and those who abhor them.
An evolving approach may provide a way to honour the diversity of voices surrounding
the debate: narrative bioethics. Literary scholar and ethicist Martha Montello explains that
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Tony Walter, The Revival of Death (New York: Routledge, 1994), Questia version, p. 36.

5

See Appendix for definitions.
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Martha Butler, Melissa Tiedemann, Julia Nicol, and Dominique Valiquet, ‘Euthanasia and
Assisted Suicide in Canada’, Parliamentary Information and Research Service of
Canada, 2013, p. 1.

7

Amir Attaran, ‘Unanimity on Death with Dignity: Legalizing Physician-Assisted Dying in
Canada’, New England Journal of Medicine, 372 (2015), 2080–82, (p. 2081).
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narrative competence teaches us to draw each person’s “mattering map”8 to help visualize the
pivotal events and relationships which give rise to one’s moral compass.9 Using tools of literary
criticism, paying close attention to the components of stories, we can gain a deeper
understanding of the complexity of an ethical dilemma, and in this act of attendance, earn each
other’s trust. From our enriched and humbled perspective, we can hope to progress ‘from a
dissonance to a consonance’,10 where consonance does not necessarily mean consensus.11 In
our search for common ground, we may ultimately have to settle for mutual understanding, or
simply agree to disagree while we negotiate a mutually acceptable compromise.
Selecting which of the innumerable narratives to consider in the polemic debate
surrounding euthanasia and physician-assisted suicide is predictably challenging. Heeding the
cautionary advice of humanities scholar Ann Hudson Jones,12 I attempt to cover a wide
spectrum of perspectives, choosing three which strive to illuminate the debate from the points
of view of a health care provider, a patient and a stricken family. I begin by examining Dr
Balfour Mount’s address at a seminar in Montreal, presented by the Physician’s Alliance

8

R. Goldstein, The Mind Body Problem (New York: Random House, 1983), p. 22.
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Martha Montello, ‘Narrative Ethics’, Hastings Center Report, 44:1 Suppl. (2014), S2–6, (p.
S3).
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Montello, p. S5.

11

Montello, p. S6.
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‘Using stories responsibly in narrative ethics requires careful selection of the stories to be
told […] so that competing positions and stories are considered.’
Anne Hudson Jones, ‘Narrative Ethics, Narrative Structure’, Hastings Center Report,
44:1 Suppl., (2014), S32-35 (p. S35).
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against Euthanasia.13 A recipient of the Order of Canada14 and revered by many as the father
of palliative care15 in North America, Dr Mount leads one through the most important points
of the debate. Thereafter, I consider Donald Low’s online video testimony, in which the worldrenowned microbiologist who navigated the Canadian public through the 2003 SARS16 crisis
pleads for the legalization of physician-assisted suicide, shortly before his own death from a
brain stem tumour. I conclude with a close reading of Miriam Toews’ last novel, All My Puny
Sorrows (2014), which explores the impact of suicide on family relations. As much as possible,
I have given priority to Canadian voices. The reason for this is simple: as a general practitioner
working in British Columbia, the Canadian point of view is the most relevant to my work and
to the ongoing dialogue I wish to pursue with my patients and colleagues, as we prepare for the
impact of the recent decriminalisation of physician-assisted suicide in our country. Martha
Montello most succinctly conveys the task at hand: ‘our time is limited and our goal is clear:
to discern what matters, what matters overwhelmingly’.17

13

Protecting the Most Vulnerable from Euthanasia, May 2013,
http://vivredignite.org/en/2013/04/seminar-saturday-may-11th-protecting-the-mostvulnerable-from-euthanasia/ [accessed 24 August 2015].

14

http://archive.gg.ca/honours/search-recherche/honoursdesc.asp?lang=e&TypeID=orc&id=1209 [accessed July 23 2015].

15

Palliative care is a medical specialty that, like hospice care, seeks to improve the quality of
life of patients dealing with a severe, terminal illness. More recently, there has been a
push to distinguish palliative care from hospice care, suggesting that the former
should extend not only to the terminally ill, but to anyone with a higher than average
symptom burden.
Source: Edward W. Campion, Amy S. Kelley, and R. Sean Morrison, ‘Palliative Care
for the Seriously Ill’, New England Journal of Medicine, 373 (2015), 747–55, (p.
747).

16

SARS = Severe Acute Respiratory Syndrome.

17

Montello, p. S4.

Page |7

Minding the slippery slope

One of the highlights of my medical school years in Montreal, in the early 1990s, were
the lectures of Dr Balfour Mount, who founded the very first hospice unit in Canada, and coined
the term “palliative care”.18 A passionate and charismatic speaker, Dr Mount’s eloquent and
thought-provoking lectures bolstered my conviction that I had chosen the right profession.
Perhaps the fact that I had just lost my own father to a prolonged, demeaning illness played
some role in my motivation to learn all that I could about pain, suffering and how one could
attend to despair. During these years, I volunteered weekly at the Palliative Care Unit of the
Victoria General Hospital, the very same that Dr Mount had been running since 1973 and, by
then, a Canadian centre of excellence for patients with terminal conditions. I witnessed the best
care that was then possible for people knowingly navigating the final stages of their lives – the
kind of support I wished my father could have accessed. The unit became a refuge for me
through the gruelling years of medical training, and as a Family Medicine resident and later
practitioner, the teachings of Dr Mount and his colleagues have remained a touchstone, a source
of sustenance on which to draw.
On May 11, 2013, a month before the Quebec National Assembly tabled Bill 52,19 a

18

Anon., ‘A Moral Force: The Story of Dr. Balfour Mount’, Ottawa Citizen, 25 April 2005
http://www.canada.com/ottawacitizen/story.html?id=896d005a-fedd-4f50-a2d983a95fc56464 [accessed 9 August 2015].

19

Anon., ‘Quebec Tables Bill on Medically Assisted Death’, CBC News, 12 June 2013
http://www.cbc.ca/news/canada/montreal/quebec-tables-bill-on-medically-assisteddeath-1.1263943 [accessed 9 August 2015].
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Figure 1 - Dr. Balfour Mount speaking at the Protecting the Most Vulnerable
from Euthanasia Symposium, in Montreal, on May 11, 2013 (screenshot from
YouTube video).

right-to-die legislation which would eventually become law,20 the now retired Mount spoke at
the Protecting the Most Vulnerable from Euthanasia seminar, in Montreal.21 In spite of his
graying hair, tracheostomy and halting, increasingly breathless speech, or perhaps made more
compelling by his vulnerability,22 Dr Mount (Fig. 1) delivered an impassioned plea against
what has since become a fait accompli not only in Quebec, but also throughout Canada. Indeed,
on February 6, 2015, the Supreme Court unanimously struck down the law that prohibited

20

Anon., ‘Quebec Passes Landmark End-of-Life-Care Bill’, CBC News, 5 June 2014
http://www.cbc.ca/news/canada/montreal/quebec-passes-landmark-end-of-life-care-bill1.2665834 [accessed 9 August 2015].

21

Balfour Mount, ‘Euthanasia: A Well-Intentioned but Colossal and Dangerous Mistake’,
Protecting the Most Vulnerable from Euthanasia seminar in Montreal (May 11 2013),
online video posted by Collectifmed on YouTube, 24 May 2013,
https://www.youtube.com/watch?v=GbMhvPT2EfM&list=PLoCDiPx9rBHcgxpf2Cgse8RoCAVrx4-d&index=5 [accessed 15 July 2015]. All
transcriptions mine.

22

Dr Mount’s image evokes the archetype of the Wounded Healer, as investigated by David
Sedgwick, in The Wounded Healer: Countertransference from a Jungian Perspective
(New York: Routledge, 1994), p.26.
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physician-assisted suicide, or “medical aid in dying”.23 Assuming no delays, in one year from
this momentous day, Canadians will be able to request help from their doctors to end their lives,
following guidelines which have yet to be established. For a large number of Canadians, this
is seen as a step towards a more humane kind of society where individuals who suffer without
hope of relief now have the right to decide when “enough is enough”. For many others, as for
Mount, this law raises serious concerns, in particular for the safety of the most vulnerable in
our society.
Dr Mount is no stranger to suffering. Not only has he cared for the dying and their
families for over 40 years, he himself has lived through two serious cancer diagnoses and
endured their heroic treatments.24 His reach is significant in the Canadian palliative world,
having trained or at least crossed paths with most of its established practitioners. Although
Mount’s 2013 address may not have been heard by more than a few hundred Canadians,25 most
of them probably health care providers, it offers a glimpse of his influential perspective and,
from it, succinctly raises the most important issues related to the euthanasia/assisted suicide
debate.
Speaking without notes, Mount begins his plenary session with a clear stance: ‘In my
opinion, what it’s about is the rights of the collective, of society, versus the rights of the
individual.’ Although, in this seminar, Mount may be preaching to the converted, his opening
statements and their tone aim to disrupt, to force the listener to take sides. He elaborates:

23

Tonda MacCharles, ‘Supreme Court Strikes down Assisted Suicide Ban’, Toronto Star, 6
February 2015 http://www.thestar.com/news/canada/2015/02/06/supreme-court-rulesstrikes-down-assisted-suicide-ban.html [accessed 15 August 2015].

24

Anon., ‘A Moral Force: The Story of Dr. Balfour Mount’, Ottawa Citizen, 25 April 2005
http://www.canada.com/ottawacitizen/story.html?id=896d005a-fedd-4f50-a2d983a95fc56464 [accessed 9 August 2015].

25

409 views on YouTube, as of August 12, 2015.
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We have a problem, I would suggest, […] in our culture, in our Western world,
with the feeling that it’s all about me. […] Because Sue Rodriguez thought our
country was about her, and our legal system, we almost had a change in law.26

Ask almost any Canadian who first comes to mind when they consider the issue of
physician-assisted suicide and you are likely to hear “Sue Rodriguez”. In 1991, while suffering
from an advanced, fatal neuro-degenerative disorder, this 42 year old woman from British
Columbia submitted a moving video address to the National Legislature, pleading for the right
to seek help from a physician to end her life, and challenging the existing prohibition of assisted
suicide as contrary to the Canadian Charter of Rights and Freedoms.27 Her story made the
headlines for months, spawning numerous news reports. To this day, those who watched her
speak cannot forget the determination embodied in her frail and barely intelligible voice as she
uttered the now famous words: “If I cannot give consent to my own death, whose body is this?
Who owns my life?”28 Rodriguez took her case to the Supreme Court, losing by only a narrow
margin. She ultimately chose to hasten her death in 1994 with the help of an anonymous doctor.
As Mount’s allusion indicates, even if Rodriguez’s case did not win, her story left a deep
impression on the Canadian legal and ethical landscapes. Although Rodriguez’s televised
testimony generally inspired sympathy, Mount’s tone betrays a contrary feeling. His words
convey the emotion of someone who once narrowly escaped being run over by a speeding car.
Again, we are compelled to declare our allegiance.

26

Mount, 2013.

27

Drake Fenton, ‘“Who Owns My Life?”: Sue Rodriguez Changed How We Think’, Windsor
Star, 28 September 2013 http://blogs.windsorstar.com/life/who-owns-my-life-suerodriguez-changed-how-we-think [accessed 23 August 2015].

28

As quoted by Fenton, 2013.
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The problem with euthanasia and legalizing physician-assisted suicide is that it puts
at risk the most vulnerable among us. […] I’m concerned particularly about the
[…] elderly, […] the people who are vulnerable and no longer of any “use” to
society.29
Dr Mount is alluding here to the infamous “slippery slope”, which, according to
philosophy professor and euthanasia scholar Margaret Battin, is the most frequently cited
argument against legalising medically-assisted suicide.30 It refers to the concern that,
paradoxically, a law that respects Sue Rodriguez’s right to self-determination could threaten
the autonomy of similarly ill patients, who, although not wishing to hasten their death, might
feel coerced into such a decision to spare their family the burden of caring for them. Although
it is too early to draw any causative conclusions, Lerner and Caplan remark that numbers from
countries such as Belgium and the Netherlands where voluntary euthanasia and assisted-suicide
have been legalized since 2002 show a rising trend in the percentage of deaths from these
practices, especially among ‘women, people older than 80 years, those with less educational
attainment, and nursing home residents’.31 When should we start to worry? As Lerner and
Caplan reflect: ‘Part of the problem with the slippery slope is you never know when you are
on it’.32
To illustrate his point, Mount shares an anecdote in which he relates the case of a middle-

29

Mount, 2013.

30

Margaret P. Battin, Ending Life: Ethics and the Way We Die (New York: Oxford
University Press, 2005), Questia version, p. 94.

31

Barron H. Lerner, and Arthur L Caplan, ‘Euthanasia in Belgium and the Netherlands: On a
Slippery Slope?, Journal of the American Medical Association Internal Medicine, 2015,
1–2.

32

Lerner and Caplan, 2015.
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aged accountant presenting to the hospital, accompanied by his wife. He is dying and very frail,
hoping to be admitted to the palliative care unit. Mount recalls the wife’s words: “We’ve had
a great marriage. He’s been through enough. We would like you to help us right now by letting
him die, helping him die. I’ll speak for both of us ‘cause he’s tired. But what we want is
euthanasia.”33 After reassuring the couple that, although intentionally hastening death was not
an option, much could still be done for the quality of his last days, Mount admitted the man to
the unit. He shares that he felt bothered by his interaction with the couple, and later, when the
wife left for home, Mount made a point to visit the dying man privately. He relates their
intimate conversation:
I was touched by your relationship with your wife. You’ve been married so many
years. But I’ll tell you what bothered me. […] You’ve been a contributor to your
wife, your family, your community and as I listened to you, when she says that it’s
time when you want to die, there is a disconnect [sic] for me. What I hear is that
you’re a person who has cared for others and for your community your whole life,
and now when you’re at a time of need, you need a community and a health care
system and a family who will be there for you, and care for you, and accompany
you. You don’t look to me like a man that wants to die. You look like a man who
wants support and accompaniment. And he started to cry. And he nodded his head
and he said: “I don’t want to be a burden... But yeah, if I could live and not be a
burden.” […] I thought of the situation he was in where the direct message from
his loving wife was that he was a burden, and I thought “Boy do we have a
responsibility as a health care system to get our act together, to care for people at

33

Mount, 2013.
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the end of life.34
Although this excerpt cannot do it justice, Mount’s oratory skill is evident as he weaves
together his points with suspense: the coercive potential of familial and social pressures, the
loss of the patient’s agency, and the duty of the health care system to protect those whose voices
falter. He seals his argument with a quote from his mentor, Dame Cicely Saunders, perhaps the
most eminent voice of the modern hospice movement: “I am totally against euthanasia and
physician-assisted suicide, for many reasons, but the most potent is because of the way it places
at risk the most vulnerable.”35
Certain elements in Mount’s narrative are striking. The depiction of the patient’s wife
seems particularly ungenerous; consider the problematic contrast between ‘I was touched by
your relationship with your wife’ followed by the unspoken reflection ‘I thought of the situation
he was in where the direct message from his loving wife was that he was a burden’.36 Equally
unsettling is the paradox between Mount’s implicit concern for the patient’s voice and the fact
that, as he relates the exchange, he seems to have dominated the conversation. In reality, it is
possible that Mount’s intimations were well founded, but we have no sense of the true nature
of this family’s dynamics. To varying degrees, the perspectives of the patient, his wife and his
children are missing. Did Mount accurately perceive the meaning of his patient’s suffering, or
inadvertently impose his own? Maybe I am, in turn, being ungenerous. The crucial nature of
this particular moment in Quebec history could have pushed Mount towards an abridged, more
partisan narrative. The longer version of this story may have been more nuanced and dialogical.
Still, poised as I was to embrace Dr Mount’s message, I reluctantly have to admit that I winced

34

Mount, 2013.

35

Mount, 2013.

36

Mount, 2013.

P a g e | 14

when I heard this particular version of the events. Had I been the dying patient in question, I
wonder if I would have dared to question or contradict Mount’s assessment and treatment plan.
Then again, perhaps it would have been a relief to relinquish my fate to his compassionate
expertise. In any case, this anecdote raises important questions to which I will later return: How
do the personal beliefs of health care providers impact on the care of the dying and their
families? Is such an influence problematic?
In the last half of his talk, Mount addresses one of the most contentious points in this
debate: ‘What about when palliative care fails to control suffering?’37 He offers a step-wise
approach to what is, in his experience, a rare event, granted ‘there is a skilled [and] very
experienced palliative care team’38 available. This is, essentially, a sample of Mount’s own ars
moriendi, or “art of dying”:

[First,] you find out what the nature of the suffering is. You find out who that person
is, who the loved ones are, what are the healing connections that can make a
difference for that person, and over time explore with them where the quality is
hidden, what could bring it out.39
Mount’s use of the second person pronoun is interesting and reminds us that he is speaking to
like-minded caretakers. He is reciting a credo of sorts, one which his audience likely shares. It
is as if his caring advice stands in deliberate, if unspoken, contrast to the simplistic solution
offered by a blunt instrument such as euthanasia.
Mount goes on to mention Viktor Frankl’s influential book Man’s Search for Meaning
(1946) which, as he was told by the Austrian psychiatrist himself, was written in the eight days

37

Mount, 2013.

38

Mount, 2013.

39

Mount, 2013.
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that followed Frankl’s liberation from the Auschwitz concentration camp, at the end of World
War II. Mount paraphrases one particular point in Frankl’s memoir: ‘The last of human
freedoms, when all other freedoms have been taken away, is our ability to choose our response
in a given set of circumstances, to choose our own way.’ I believe that Mount interprets this
statement as an appeal to the human spirit, to endurance and perseverance, which echoes
Frankl’s meaning. In other words, if the latter could preserve his dignity in the hell of
Auschwitz, shouldn’t we all be able to bear our own natural dying experience with equanimity?
‘There is potential there for all of us, it is our task to find the healing connections that help
us’,40 Mount urges. Paradoxically, one cannot help but interpret Frankl’s statement out of its
original context as a strong argument in support of the right to die with assistance. The irony
is painfully hard to ignore. More to the point, however, is the problematic assumption that
Mount makes by offering Frankl’s example as an ideal for all. He takes for granted that an
essential feature of a good death is our ability to find meaning in suffering itself. Again, Mount
appears to make an assumption that not everybody may share.
Dr Mount relates a second case, this time of a man dying of brain cancer. Nothing, no
amount of medication, listening or comforting words, can touch the existential suffering this
man endures. In an intimate moment, he shares with Mount: “I can’t tell you what hell each
moment is.”41 Only one option remains: palliative sedation. It is offered and accepted:
[Sedated into a deep sleep, the patient] was relaxed, and he was comfortable. […]
Within three or four days, he had pneumonia. We treated the pneumonia with
supportive care to make sure the cough and the fever wasn’t a problem. We didn’t
give him intravenous fluids. We kept his mouth moist, because that’s what you do

40

Mount, 2013.

41

Mount, 2013.
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for thirst in palliative care. If you have a clean moist mouth, you’re not thirsty,
you’re comfortable. So we gave him good palliative care and he died within three
or four days.42
To those who would accuse him of performing “slow euthanasia”,43 Mount retorts:

Euthanasia and physician-assisted suicide makes [sic] it necessary for a society to
legalize killing, ending life. [...] It’s a switch in goals. What we did was what
palliative care does, […] it’s the origin of the term to “palliate”. It’s “to improve
the quality of”. And it was the same for him as it was for any of our other patients.
We didn’t have to have legislation. It was just good palliative care.44

For Mount, what matters is the virtuous intention of the act, not its undesired consequences.
Known as the doctrine of double-effect, this belief was first articulated by the Christian
medieval theologian and scholar Thomas Aquinas (1224-1275).45 This doctrine was used to
justify certain well-meaning actions which may unintentionally cause harm. Accordingly,
when sedatives are given with the intention of bringing comfort but not death, those who feel
that legalising killing in this setting is inherently wrong and socially dangerous have found an
ethical way to address extreme suffering. The fact that deep sedation, usually combined with

42

Mount, 2013.

43

J. A. Billings and S. D. Block, ‘Slow Euthanasia’, Journal of Palliative Care, 12 (1996),
21–30.

44

Mount, 2013.

45

Alison McIntyre, ‘Doctrine of Double Effect’, in Stanford Encyclopedia of Philosophy,
2014 http://plato.stanford.edu/archives/win2014/entries/double-effect/ [accessed 13
August 2015].
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cessation of all life-prolonging interventions such as intravenous hydration, will usually lead
to the patient’s demise is secondary. From a pragmatic, consequentialist perspective, this logic
is problematic. Not only is it difficult to distinguish between the effects of palliative sedation
and euthanasia – both generally end in a more or less predictable, imminent death – but it could
be argued that palliative sedation imposes a heavier burden of suffering on the dying patient.
The relatively protracted course of palliative sedation, when compared to euthanasia, may be
undesirable or even unacceptable to some patients, especially for those who do not share
Mount’s scruples. Patients and their loved ones may legitimately ask: How can you be sure that
I will be comfortable, if I can no longer communicate my needs? How will the process affect
my family and close friends?
In my own experience, once palliative sedation is initiated, there is often a great sense
of relief, for both family and health care providers, to see the dying person more relaxed, and
no longer agitated or crying out in pain. After three or four days of constant vigil, this
consolation usually gives way to shy questioning of how much longer the process could last.
Some start to worry about the significance of an occasional knitted brow, or of the more
ominous “death rattle”, which results from secretions that have accumulated in the patient’s
airways, and which the dying person can no longer clear with a good cough. Although many
caretakers still derive great comfort from being able to lovingly tend to the dying in simple,
concrete ways, such as moistening their drying lips or repositioning them in bed, others find
these final days very distressing.46 Likewise, however, those who witness the more predictable
and efficient procedure of assisted suicide are not necessarily sheltered from psychological

46

S. M. Bruinsma, J. Brown, and others, ‘Making Sense of Continuous Sedation in End-ofLife Care for Cancer Patients: An Interview Study with Bereaved Relatives in Three
European Countries’, Supportive Care in Cancer, 22 (2014), 3243–52.
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sequelae.47
Mount concludes his talk with a key question: ‘Why don’t we in Quebec have palliative
care more universally available than we do?’48 Indeed, access to ‘a skilled, very experienced
palliative care team’49 is available to only 16-30% of Canadian citizens in need.50 Moreover,
general apprenticeship in the skills of palliation remains suboptimal,51

52

and most leaving

medical school must seek additional training to hone their skills to a level approximating the
care that Mount offered on his ward. Given these existing barriers to care, once physicianassisted suicide is made available and perhaps even loses some of its polemic force, will we
gradually become more complacent about our current shortcomings the provision of state-ofthe-art palliation for everyone? After all, medically-assisted death is much cheaper and
potentially more accessible, as it requires very little skill and equipment compared to hospice

47

B. Wagner, J. Müller, and A. Maercker, ‘Death by Request in Switzerland: Posttraumatic
Stress Disorder and Complicated Grief after Witnessing Assisted Suicide’, European
Psychiatry, 27 (2012), pp. 542–46 (p. 542).

48

Mount, 2013.

49

Mount, 2013.

50

Canadian Hospice Palliative Care Association, Fact Sheet : Hospice Palliative Care in
Canada, 2014, pp. 1-15 (p. 1)
http://www.chpca.net/media/330558/Fact_Sheet_HPC_in_Canada Spring 2014 Final.pdf
[accessed 13 August 2015].
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'Currently 10 of 17 medical schools have less than 10 hours of palliative care education'.
Anon. participant, online dialogue for members of the Canadian Medical Association,
End-of-Life Care: A National Dialogue, 2014, p. 8.

52

Amy M. Sullivan, Matthew D. Lakoma, and Susan D. Block, ‘The Status of Medical
Education in End-of-Life Care: A National Report’, Journal of General Internal
Medicine, 18 (2003), 685–95, (p. 685).
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care.53 If, as Mount distressingly notes, we have not yet managed to meet palliative care
demand, one cannot help but feel pessimistic about ensuring universal access as our needs for
care increase. Patients most vulnerable are those whose palliative needs are complex, costly,
and remain poorly addressed, such as those embarked on the long and often demeaning journey
of dementia. Considering that, in Canada, the prevalence of this ultimately fatal chronic illness
for people over 65 was 15% in 2011, and that, by 2031, it is estimated that 1.4 million
Canadians will be affected, this is an issue of the gravest concern.54
Dr Mount’s long experience and eminent role in the history of his specialty lend
substantial weight to his input. Although the rhetorical force of his oration may have been
compromised by the partisan context of the conference, what was lost in equanimity was gained
in candour, revealing the core values (charity, self-sacrifice and suffering as opportunity for
growth) which imbue the narratives of many who, like Mount, oppose the legalisation of
medically-assisted death. These beliefs have deep historical roots that I shall investigate later,
while examining the meta-narratives that inform them. Shifting our perspective, let us first give
our undivided attention to the story of a man of Balfour Mount’s generation who, nevertheless,
harbours a diametrically opposed agenda.
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Donald Low’s Dying Wish
Rien n'empêche le bonheur comme le souvenir du bonheur.55
Nothing impedes happiness like the memory of happiness.

In the sea of panic that surrounded the 2003 Canadian experience with SARS, a deadly
respiratory virus that some feared could generate the next global pandemic, Dr Donald Low
bravely left the safety of his laboratory to join his colleagues on the wards where he was
instrumental in devising the logistics of the public health response to the threat. With reasoned
calm and clarity, the eminent Toronto microbiologist made himself regularly available to the
media and kept worried Canadians informed of the evolving facts. Shortly after his death from
cancer in 2013, his colleague Dr Allison McGeer, director of Infectious Disease Control at
Mount Sinai Hospital, stated: "With Don, no problem is ever too large. You simply lay it out,
you put it in its pieces, you figure out how to deal with it and you move on. That may be his
biggest legacy."56
Only a few days after Low succumbed to a brainstem tumor, his family released a video
in which the scientist shared his plea for the legalisation of physician-assisted suicide. His
interview was part of the Canadian Partnership against Cancer’s Truth of It series, which
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features unscripted testimonies of patients living with cancer.57 By July 2015, the YouTube
version reported 96,778 views. Dr Low’s testimony was also highlighted as an influential event
by the Canadian Medical Association, in its 2014 report on End-of-Life Care.58
In the video made eight days before his death, Donald Low sits and speaks alone.
Occasionally, a silent question appears on the screen, in white letters against a black
background. These questions orient the viewer to the narrative’s structure, but they also have
an eerie effect. It is as if Low was reading the mind of his viewers and responding to telepathic
prompts, candidly answering our unuttered questions. The recording begins suddenly, without
opening credits or preamble, with Dr Low resting on what we assume to be his living room

Figure 3 - Donald Low before his diagnosis.

Figure 2 - Donald Low eight days before his death.
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sofa. For those who remember his previous television appearances during the SARS crisis,59
the effect is striking (Fig. 2 & 3, previous page). A visibly weakened Low speaks to the camera,
one eye closed and the other taped open. Despite the evidence of his progressing disease which
the viewer knows will shortly take his life, he appears calm as ever, casually dignified. In a
slightly winded, uncharacteristically high-pitched voice, he begins by introducing himself as
“Dr Donald Low, Infectious Disease, Internal Medicine” and proceeds to share the experience
of his predicament, voicing over a slide show of his former self. Recent photographs from his
work setting show him in action and full form. Inevitably, these trigger in the viewer a deep
sympathy for the sudden turn in Low’s life. That he chooses to introduce himself foremost as
a physician is telling of the importance this role had in his life. Although we later learn that he
is happily married with loving children and grandchildren, his identity as a scientist and mentor
evidently takes precedence in this narrative. Even as he goes on to describe his personal
tragedy, he leans on his professional identity with a defensive, distancing effect: ‘Obviously, it
was a terrible thing to hear because, as an internist, we know the prognosis of this type of
tumour is bad’.60 Why “we” and not simply “I”? The “we” is significant, highlighting yet again
the fundamental value of Low’s professional relations. ‘But surprisingly, I took it pretty well.
The hardest part was to call my family, and have them come down to the hospital that day, and
break the news to them’.61 Just as Dr Low’s broad shoulders selflessly carried Canadians
through the SARS crisis, he wished to bear the weight of his prognosis for the sake of his loved
ones – but, of course, Low could do nothing to spare his family. This was, he insists, “the
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hardest part”. As we contemplate a picture of Low holding his newborn grandchild, the first in
a series of family photographs, his voice suddenly loses some of its composure: ‘I’m worried
about how it’s gonna end. […] Am I going to end up being paralysed and, you know, have to
be carried from the bathroom to the bed? […] That’s what’s bothering me the most’.62 While
he acknowledges that palliative care will help ease his suffering, he does not think it will be
sufficient to make it bearable, for it will not give him control over his body and it will not, in
his mind, spare his family from his dependency. Although Low counts himself lucky to have
no physical pain, he is nevertheless suffering unbearably for the loss of his former self-reliance.
Photographs of happier times dramatize the narrative rupture that his disease inflicted, and seek
to convey the depth of his loss. One wonders to what extent he may also be magnifying his
torment by projecting his suffering onto his family. During an interview following Low’s death,
his wife, Maureen Taylor, shared how distressed he was by the thought of his family having to
care for him if he became physically or mentally helpless. She commented:
“We wanted it that way. We’re very lucky that we have a strong family and we
cared for him,” said Taylor. “But just stop and think about that for a minute — your
children and what they’re going to have to see and do, who would want that? That’s
the loss of dignity that people talk about.”63
Her words, as quoted in the article, are difficult to interpret. One is not exactly sure what Low’s
family wanted. It is unclear if they were as disturbed by the possibility of caring for an
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increasingly debilitated Low as he was by the anticipation that they might have to, leading him
to decry:
I’m just frustrated by not being able to have control with my own life, not being
able to make the decision for myself when “enough is enough”. Why make people
suffer for no reason when there’s an alternative?64
This leads us to the main purpose of Low’s recording: his bid for physician-assisted suicide.
He expresses his dismay that in Canada there is still no support ‘to have dying with dignity’.65
While a moving picture of a healthy, beaming Low embraced by his loving wife appears on
the screen, he shares that he has discussed his preference for choosing the moment of his death
with his family, and ‘they’re all accepting to this’.66
Both Low and his wife repeatedly refer to “dignity” in the context of dying. Clearly, it is
a concept of importance. In fact, it has been appropriated in Canada by both the pro-euthanasia
lobby (Dying with Dignity)67 and by those who oppose all death-hastening measures (Living
with Dignity).68 It is also noteworthy that words like “killing” and “suicide” are usually avoided
by those who support the cause, while they are often used more liberally by those who wish to
oppose it.69 On occasion, euphemisms can lead to confusion. For example, “dying with dignity”
could arguably be applied to any end-of-life strategy, whether it includes actions to hasten
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death or dismisses such options. McGill University ethicist Margaret Somerville stresses how
such confusion can render surveys inaccurate, by misleading people to agree to concepts they
do not support.70 She also identifies two possible meanings for the term “dignity”. In the first,
dignity is an extrinsic characteristic; it lies ‘in the eye of the beholder’.71 In the second, it is an
intrinsic characteristic, such that ‘people are dignified whether or not others attribute it to
them.’72 In the first instance, dignity is something vulnerable, that can be damaged or lost, or
which must be restored or bestowed. In the second instance, dignity simply belongs to the
living, no matter what happens to them. It is their inviolable property.
An illustrative anecdote of the concept of dignity comes to mind from Philip Roth’s
memoir, Patrimony (1992), which relates his father’s last months. Dying of a brain stem cancer
like Donald Low, Roth’s weakened father soils himself in the bathroom. Roth finds him in the
shower, desperately trying to clean up. Everything is smeared with stool and the smell is
overpowering. His father is naked and distraught. Without hesitation, Roth moves with great
tact and gentleness to help him back to bed. As he cleans the mess, he reflects:
You clean up your father’s shit because it has to be cleaned up, but in the aftermath
of cleaning it up, everything that’s there to feel is felt as it never was before. […]
Once you sidestep disgust and ignore nausea and plunge past those phobias that are
fortified like taboos, there’s an awful lot of life to cherish. […] So that was the
patrimony.73
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At first blush, this scene could be offered as the paradigmatic example of “the loss of dignity”
that Low and many of us fear. Roth’s reflection, however, surprises: He is grateful. Beyond the
smell and mortification, there is an unexpected and most precious gift: his father’s very need
and vulnerability. The latter seem to give Roth a rare opportunity to convey the reaches of his
affection and respect. One could argue that this gift, Roth’s new depth of feeling, is the dying
man’s parting wisdom, a manifestation of his intrinsic dignity which calls forth what is most
precious and noble in his son. On the other hand, such dignity is also vulnerable to being
ignored. To exists, it had to be acknowledged and beheld. Dignity is, therefore, both intrinsic
and extrinsic. It is always there, waiting to be recognized, but it can only become meaningful
in relation to others. How this is accomplished can be problematic, as Roth’s novel conveys. Is
the son honouring his father, or using him to feel purposeful and virtuous? Does the father’s
sense of being loved and cared for help him transcend his suffering, or does it painfully
highlight his dependency? The author leaves us guessing who benefits most from the charitable
act. As Anne Hunsaker Hawkins reflects: ‘Patrimony beautifully delineates the mythic
expectations of how one ought to act when confronting the death of a parent – and then
explodes them.’74
For Low, “loss of dignity” clearly refers to the extrinsic kind. It relates to the loss of
control one inevitably experiences as death approaches. Although excellent palliative care can
almost always relieve pain and ease anxiety, it cannot restore one’s control over the body as it
loses its mental and physical capacities. For Donald Low, as for Sue Rodriguez and many
others, there is no dignity beyond this control. He cannot understand why people should suffer
this loss when one could humanely pre-empt it. ‘I just don’t want to be a long protracted out
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process where I am unable to carry out my normal bodily functions and talk with my family
and enjoy the last few days of my life’.75 Notice the missing “it” after the word “want” in Low’s
comment. This omission, although perhaps unintentional, suggests a materialistic view of the
self that is vulnerable to the breakdown of the dying body, and that cannot transcend its
deterioration or find meaning in suffering. Low would have agreed with Seneca:

Living is not the good, but living well. The wise man therefore lives as long as he
should, not as long as he can. […] To die well is to escape the danger of living ill.76
Lamenting the lack of options to hasten one’s death in Canada, Low exclaims: ‘It’ll be
a long time before we mature to a level where we accept dying with dignity’.77 Low’s statement
betrays his belief that there is a certain backwardness to those who oppose physician-assisted
suicide. Implicit is the idea that, in certain instances, death is the most responsible choice. Is
this a helpful statement? How could one who does not agree with Low respond? Its effect is
silencing and discourages any further dialogue. It is instructive to the extent that it demonstrates
how we can create impasses for ourselves in this debate, and points to how we might avoid
them.
The recording ends with the following postscript: ‘Don passed away on September 18,
2013, 8 days after taking part in this video. He did not have the death he had hoped for, but he
died in his wife’s arms and he was not in pain’.78 What did Donald Low hope for that was not
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granted? After all, he did have a painless death and, by all appearances, it was not a protracted
process. He was surrounded by a loving family. He left behind a heroic legacy and will be
remembered gratefully by all for decades to come. Apparently, we are to understand that it was
not a good death because it came on its own terms. He did not have the chance to pre-empt
death’s arrival, to get ready for the journey as he would have if there existed a legal means to
do so. He had to suffer the uncertainty of what his last days might bring, and for him such
suffering was unbearable and unnecessary.
The postscript evokes a sense of loneliness, of defeated sadness which may have tainted
Donald Low’s final moments. These are feelings one is tempted to project onto his wife, who
witnessed his frustrations and held him close as he expired. Her silence in this story is
deafening. It urges us to step away from the bedside and look at the wider implications of
suicidal desire, the collateral suffering and disenfranchised grief it can impose on those who
must bear witness to its imperatives and consequences. Let us turn, then, to one who is no
stranger to such travails, and whose words bid us to acknowledge her plight.
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A Sister’s Lament
I too a Sister had, an only Sister—She lov'd me dearly,
and I doted on her! To her I pour'd forth all my puny sorrows79

Miriam Toews is a well-known and loved voice on the Canadian literary scene. All My
Puny Sorrows,80 winner of the 2014 Rogers Writer’s Trust Fiction Prize and short-listed for
both the 2014 Giller and the 2015 Wellcome Book prizes, is her sixth novel. It draws heavily
from her own life experience, as do many of her previous works. Like the fictional narrator
Yolanda Von Riesen (Yoli), the author had an older sister, her only sibling, whose life ended
in a violent suicide four years before the novel was released. Twelve years earlier, their father
suffered a similar fate. In Swing Low: A Life,81 Toews wrote his unusual biography in the first
person, conveying what she surmised was her father’s internal dialogue in the months that led
up to his death. Evidently, Toews is no stranger to emotional trauma. At least twice in her life,
she intimately witnessed the ravages of depression, ‘a clinical, profoundly inadequate word for
deep despair’.82 Writing, for Toews, has been a powerful way to make sense of the upheavals
in her life. As she concludes in her prologue to Swing Low, ‘by dragging some of the awful
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details into the light of day, they became much less frightening’.83
Her latest novel, as suggested by the title borrowed from a Coleridge poem, is foremost
about the unique bonds of sisterhood. Yoli’s sister, Elfrieda (Elf), is six years older. She is
Yoli’s role model and her source of wisdom, a beacon of freedom lighting the way out of the
confines of their ultra-conservative Mennonite community. Elf is passionate, intent on leaving
her mark in the world. As a teenager, inspired by ancient Aboriginal rock paintings, she
rebelliously drew the letters AMPS (an acronym for “all my puny sorrows”) in small graffiti
all over their small town, seeking refuge in the words of Romantic poets like Coleridge “who
would definitely have been her boyfriend if she’d been born when she should have been
born”.84 The allusion to the Romantic period is meaningful in the greater context of Toews’
life. According to French scholar Phillipe Ariès, this era ushered in the cult of “thy death”,
highlighting the particular despair one feels at the loss of a loved one.85 Elf shares her father’s
emerald green eyes, and, like him, she believes in the redeeming and civilizing power of books
and libraries. Sadly, she also inherited his emotional burden, his inexplicable silences, and
ultimately his unbearable despair. This is alluded to metaphorically by Yoli in a conversation
with Elf, who is planning to accompany their father to a lecture on black matter:
You can’t see it, she said, but you can feel its effects, or something. Is it evil? I
asked her. She laughed, […] her burst of laughter like a volley of warning shots, a
challenge to the world to come and get her if it dared.86
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Yoli muses repeatedly about what could have transformed her vibrant, defiant sister into the
wan, tragic waif she later became, after 30 years of emotional struggle. What was this black
matter, this invisible force? Can the answer be traced to her genes, drawn from the deep well
of her green irises? Their paternal grandfather, who had survived a pogrom before he fled
Russia, at the beginning of the 20th century, also had shared this trait: ‘My grandfather had big
green eyes, and dimly lit scenes of slaughter, blood on snow, played out behind them all the
time, even when he smiled’.87 Could it be that, as Yoli’s mother later learned while studying to
become a therapist, ‘suffering, even though it may have happened a long time ago, is something
that is passed from one generation to the next to the next, like flexibility or grace or dyslexia’?88
The silencing effect of despair is another dominant thread in the novel. Elf’s voice, at
first rebellious and precocious, becomes gradually less articulate and cryptic as her mental
illness takes over. In the beginning, she relies on her mastery of the piano to express her inner
turmoil and passions, reaching heights that earn her international recognition. When her mental
condition worsens, and she loses this ability to cope with her suffering, she also surrenders her
will to live. Through a richly metaphoric image (or delusion?) near the end of her life, Elf
confides that she has a fragile, glass piano ‘squeezed right up against the lower right side of
her stomach, […] that she’s afraid it will push through and she’ll bleed to death. But mostly
she’s terrified that it will break inside her’.89 Also symbolically significant is Elf’s penultimate
suicide attempt, during which she drinks bleach and damages her vocal cords, thus embodying
the silencing effects of her mental anguish. In this self-punishing manner, heartbreakingly, she
legitimizes her mutism to those who would dismiss it as merely manipulative.
Leavening our reading of AMPS is Toews’ characteristic humour. Light-hearted
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anecdotes worthy of a seasoned stand-up comic stealthily deliver profoundly tragic existential
musings and tackle the most delicate matters. It leads us to discover and appreciate Yoli’s own
philosophy, her ars vivendi, the secret to the resilience she shares with her mother: ‘Living with
my mother is like living with Winnie the Pooh.[…] There’s always a little bit more to learn
every time you get your head stuck in a honey pot’.90 It could also be said that Toews draws
on the tradition of the wise fool. Yoli is a modern Stultitia,91 a self-proclaimed failure, a
struggling writer who self-consciously overindulges in sex and alcohol, while doing her best
to raise two kids by two different and equally absent fathers. As the story is told from her ironic
perspective, she repeatedly warns us that we should probably not rely on her for guidance in
serious matters. In this claim precisely lies her satiric and iconoclastic powers, for the fool can
speak with impunity, hiding behind the ambivalence of her word. She can thus safely tackle
even the most polemic questions, such as, in this case, suicide within a Mennonite community.
Furthermore, it is worth noting that Toews’ choice of fiction (instead of autobiography) also
provides her with an attractive alibi, a permission to air her deepest musings and frustrations
through her characters, without having to claim them openly.
It is with her typically ironic humour that Yoli introduces us to the close members of
the Von Riesen family. A camping trip scene playfully highlights each character’s key
attributes and their relationship to each other. In a classic incident, their propane stove leaks
and catches fire. The young Elfrieda dances around rebelliously as her father is mesmerized
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into inaction. ‘Our father swore for the first recorded time (What in the Sam Hills!) and stood
close to the fire poised to do something but what, what, and our mother stood there shaking,
laughing, unable to speak’.92 Yoli, the youngest, finally tries to tame the flames with a bucket
of diluted ice cream. Before the fragrant fire leaps completely out of control, a sudden hail
storm arrives to save the day. This slapstick scene is metaphoric for what is to come. Elf and
her father are both like moths to a flame that will eventually singe their wings. In counter-point
to their tragedy, Yoli and her joyfully resilient mother embody the life matter that opposes the
annihilating dark forces which eventually overtake their kin. All their destinies are subject to
the inscrutable will of a greater power, sometimes benevolent, sometimes cruel. Each responds
to it in their own way: revolt, resignation, or can-do perseverance.
Another pivotal event that sets the Von Riesen’s tragedy in motion is when they receive
a surprise visit from the town’s Mennonite elders who disapprove of the family’s plan to send
Elf away to music school. ‘Public enemy number one for these men was a girl with a book’.93
As the men sit silently in the family’s living room, Elf plays the piano out of sight, but within
earshot of the unwelcomed guests. It is a turning point for the Von Riesen’s: ‘It was the moment
Elf left us. And it was the moment my father lost everything all at once: approval from the
elders, his authority as head of the household, and his daughter, who was now free and therefore
dangerous’.94 We are left wondering if Elf’s brave act of defiance, of self-liberation, may have
set in motion (or added momentum) to the undertow of despair which would eventually sweep
her father under, leaving her with a legacy of guilt. This, in turn, strengthened the gravitational
pull of her own sadness. Elf’s moment of triumph was perhaps also the seed of her own undoing
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— her beautiful and fragile glass piano.
As Elf yields to the darkness within, Yoli eloquently sums up their struggle: ‘She
wanted to die and I wanted her to live and we were enemies who loved each other’. 95 We are
reminded of Camus’s dilemma: how does one respond to the apparent absurdity of existence?
In a sentiment echoing both Romantic sensibilities and Sartre’s nausea, Elf compares herself
to a man born blind who recovers his vision only to discover that the world is an awful place.
‘She’d never developed a tolerance for the world, her inoculation hadn’t taken’.96 Yoli, not
unlike Camus, manages to find meaning in the small things. The sisters seem caught in a
Manichean battle between life and death, light and darkness, hopeful optimism and inescapable
despair. Their deep mutual affection serves only to heighten their suffering, as each gradually
realises that neither can ultimately compromise her position. Yoli answers the absurdity of
existence with joyful doggedness, while Elf, now battle weary, wishes to escape into the
soothing arms of oblivion. Yoli wants Elf to live so they can continue to brave life’s chaos
together, and Elf wants Yoli to secretly accompany her to Switzerland where she can access
medical help to commit suicide. Victory for one means heartbreak and loneliness for the other,
whether in life or at the moment of death.
Although Elf’s violent suicide is the climax of the novel, even more compelling is
Yoli’s preceding testimony to how her sister survived for 30 years with her ever-present
existential turmoil: Elf’s ars vivendi. Evoking Sisyphus’ toil, the story draws our attention to
the valiant struggle that preceded the suicide, to the multitude of occasions in which Elf’s wit
and prodigious talent defeated despair along the way. In response to a pre-teen Yoli’s flippant
question ‘what’s so hot about playing the piano?’, the young Elf replies in words that belie her
17 years:
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She told me that the most important thing was to establish the tenderness right off
the bat, or at least close to the top of the piece, just a hint of it, a whisper, but a deep
whisper because the tension will mount, the excitement and the drama will build
[…] and when the action rises the audience might remember the earlier moment of
tenderness, and remembering will make them long to return to infancy, to safety,
to pure love, then you might move away from that, put the violence and agony of
life into every note, building, building still, until there is an important decision to
make: return to tenderness, even briefly, glancingly, or continue on with the truth,
the violence, the pain, the tragedy, to the very end.97

Again, the familiar dilemma: escape or courageous acceptance? Perhaps one wavers between
these two poles, in a to-and-fro that echoes the movements of a musical score. Elf’s talent is
her uncanny and life-sustaining ability to express her inner turmoil with such feeling and clarity
that her listeners suddenly recognize themselves in contemplation of this essential human
quandary. Unlike Camus, however, she does not seek to judge their answer.
Beyond its existential musings, Toews’ narrative also raises awareness for the
shortcomings of the institutionalized mental health care system. In contrast to the rich and
endearing depictions of her friends and family, Yoli’s rendering of the medical and nursing
professions is neither subtle nor generous. Although Toews herself admittedly felt a bit
sheepish about the depictions, her mother encouraged her:
“When I asked her if she thought I was being too harsh on the mental health system,
she said, no, I could have been a lot harsher. She knows, she’s been there with my
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father and sister.98

Yoli bemoans that the kind of caring and compassion lavished on patients with heart
attacks and tumors is not standard when it comes to caring for people with a serious mental
illness: ‘If you have to end up in the hospital, try to focus all your pain in your heart rather than
your head’.99 With notable exceptions (such as the considerate, if at times infantilizing, nurse
Janice), most of the providers that interact with Elf seem uncaring and minimize her
vulnerability. All too often, suicidal gestures are seen as the distasteful manoeuvres of a selfish
character as opposed to the tragic last resort of a person jumping off a burning building. On a
couple of occasions, even Yoli accuses her sister of being self-absorbed and inconsiderate,
although she immediately regrets her outbursts. Yoli’s iconoclastic representations of mental
health care providers intimate that, as much as genetics, our culture’s attitude towards suicidal
depression is responsible for the victory of despair. But how much should we be prepared to
do? As her sister Elf fades away on the psychiatric ward, Yoli fantasizes:

Imagine a psychiatrist sitting down with a broken human being saying, I am here
for you, I am committed to your care, I want to make you feel better, I want to
return your joy to you, I don’t know how I will do it but I will find out and then I
will apply one hundred percent of my abilities, my training, my compassion and
my curiosity to your health, to your well-being, to your joy. […] I promise. If I fail
it will be my failure, not yours. I am the professional. I am the expert. 100
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The exaggerated pathos and lyricism of Yoli’s musings speak to the depth of her own desire to
rescue her sister. Some of the vilification of the professionals involved in Elf’s care may reflect
their inevitable failure to meet this ideal, leaving Yoli angry, scared and alone in her
predicament, forced to consider the unthinkable: grant Elf her suicidal wish. In the midst of
one of her agonizing inner conversations about this predicament, Yoli exclaims: ‘Why are
doctors so uncomfortable with helplessness’.101 Why should she have to risk everything — her
conscience, her family, her freedom — to help her sister? Why aren’t there more humane
options?
Toews echoes these haunting questions in an interview with the Canadian
Broadcasting Corporation (CBC): ‘What do you try to do for somebody you love when they
want to die’?

102

Although one spontaneous answer may be that “you do everything you

possibly can to save them”, could there be times when this assumption must be questioned,
when unconditional love and compassion dictate otherwise? Despite her frustrations with
mental health care providers who do not seem to meet even reasonable expectations, Toews
realizes this: it can never be perfect. However small the cracks, someone will fall through them.

If I think of my own sister and other people dying violently and alone, when you
almost know for a fact that […] it’s gonna happen anyway, […] then there are
things that we need to think about and assisted suicide is one of them.103
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Yoli is tortured by ambivalence. In the end, before she can make up her mind or set in
motion any plan, Elf steps fatally in front of a moving train. In a final letter addressed to her
deceased sister, Yoli asks for Elf’s forgiveness — ‘I wish I had taken you to Zurich. I’m
sorry’.104 She also admits that she probably would never have been brave enough to go through
with the deed. And yet, in a somewhat surprising epilogue, Yoli has an eerily peaceful dream
where she is traveling with Elf to Zurich, both enjoying each other’s company and sharing a
last dinner before Elf’s morning appointment at the assisted dying clinic.105
Toews’ novel leaves us with terrible quandaries: Is it ethical to prevent a chronically
and severely suicidal person from giving up when, after all treatment options fail, their only
choices are indefinite close surveillance or the lonely and terrifying prospect of an unassisted,
unreliable and potentially violent suicide? Then again, just as it is problematic to offer assisted
suicide to terminal patients without access to competent palliative care, it is alarming to
consider such measures for so-called intractable depression when, as Toews’ novel suggests,
our current treatment options for mental illness leave much to be desired. Nevertheless, one
senses that Toews’ personal experience has led her to see assisted suicide as a possible, if
extreme, option in the context of resistant depression. However, to her credit, she does not paint
a black and white picture of death hastening measures, nor try to impose her views in this
debate. Balancing the individualistic leanings implicit in Elf’s teenage rebellion and infatuation
with the Romantics, as well as in Yoli’s foolish and irreverent nature, are the more socially
mindful and self-sacrificing Christian values embraced by their endearing parents and extended
family. Neither are clearly championed nor dismissed.
In its brave attempt to tackle depression’s shadows, AMPS also hopes to dispel the
prejudices that still surround mental illness and contribute to the suffering it inflicts. It spurs
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an open, honest dialogue about suicide in all its forms. That said, the ubiquitous, sarcastic
depictions of health care professionals, while serving to arouse righteous indignation and a
much needed call to action, also risk alienating some important voices in the debate. Such a
strategy could potentially backfire on the novel’s dialogical ambitions. Arthur Frank’s
exhortation may help us avoid this pitfall:

Clinicians and patients are fairly good at making each other characters in their own
stories [...]. The dialogical task — and the profoundly ethical task — is for people
to see themselves as characters in others’ stories.106
Furthermore, much depends on how we react once we project ourselves in the other’s narrative.
Frank argues that the appropriate response hinges on the power dynamics of the exchange. In
other words, those who possess the advantage – usually the clinicians – should strive to be the
most gracious.107 Sarcasm and humour are coping strategies for injustice, and as such their
presence is a red flag for deeper inquiry. Toews’ exaggerated depictions are precious clues to
where lie some of the cracks in our mental health care system. They are like wet patches that,
traced to their sources, can help us repair the leaks in the foundations, and address the very
problems which may be, in part, responsible for the occasional intractability of mental despair.
This is of vital importance to the groundwork needed for responsibly enacting the legalisation
of physician-assisted suicide.
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The Quest for Common Ground
The euthanasia debate might be a surrogate for an even deeper one over which of two
conflicting, irreconcilable, world views will inform the emerging paradigm on which
societies of the twenty-first century will be based.108

Although close readings of diverse narratives can help broaden our understanding of
the issue at hand, they may also leave us confused and bewildered. Quoting Toni Morrison,
Martha Montello captures the essence of our predicament: ‘There is really nothing more to say
— except why. But since why is difficult to handle, one must take refuge in how’.109 Faced
with seemingly unbridgeable ethical and moral differences, one is easily entrenched in
principles, the “why” of one’s actions. In the hope of shedding more light on our quandary, let
us therefore heed Morrison’s words and seek wisdom in how we got here.
Margaret Somerville believes this debate pits those who adopt a “pure science” position
against those who espouse a “science spirit” position.110 According to the first view, life is
“merely a scientific phenomenon”,111 whose mysteries can potentially be laid bare by human
reasoning. The second perspective, while also celebrating the achievements of human reason,
allows for other ways of knowing such as intuition. According to Somerville, those who adhere
to the “science spirit” position harbour a sense of the “secular sacred” which leads them to
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‘respect the mystery of human life and death’.112 Consequently, while a “pure science” position
may allow one to accept the idea of hastening death in certain circumstances, those who
advocate a “science spirit” perspective would tend to reject this option, arguing that it
encroaches upon the domain of the sacred.
Somerville’s two positions seem to parallel what philosophy scholar Margaret Battin
calls the Stoic/Christian divide.113 History reveals that attitudes regarding suicide have varied
greatly in the Western world in which, according to Battin, the most influential epistemes are
those of Stoicism and Christianity.
For disciples of the Hellenistic philosophy,114 life and health are certainly valuable but
only in relation to a virtuous existence, and not as ends in themselves. What is considered
virtuous is to align oneself with the apparent purpose of Nature, which Stoics consider ‘a
perfectly rational agent’.115 Nature is equated with the divine, but its mysteries are not out of
reach for those who have the chance and the will to exercise their reason. Given the opportunity
to mature, human reason can become an extension of Nature’s reason, a trusted guide to a
virtuous life. More than survival, conformity or homologia with Nature is considered as “the
Good”, and the only possible path to equanimity and human fulfillment.116 Consequently,
suicide is acceptable under certain circumstances, when a wise man’s reason dictates it.117 It
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would seem that, in his life-long dedication to science and trust in the powers of reason, Donald
Low borrowed much from Stoicism. Seen from this perspective, his comments regarding
society’s lack of maturity seem less intentionally provocative. His statement rather betrays a
deep, Stoic trust in the reasoning powers that he toiled to perfect, and that helped him choose
an action which he believed most consistent with a good and virtuous life. I speculate that Low
expected, or at least hoped, that society would eventually agree with him, guided to maturity
by the same natural enlightenment.
To practicing Christians, the Stoic’s pretense to uncover God’s will is deemed arrogant.
They believe that hastening one’s death is akin to losing faith in God’s benevolence and

Figure 4 - Illustration of the temptations
awaiting faith, from the Ars Moriendi
(facsimile of original block printed work
found at the British Museum, available via
the Wellcome Library); the excerpt below is
from the commentary that accompanies
this illustration, as translated by Jeffrey
Campbell in The Ars Moriendi (University of
Ottawa, 1995), p. 24.
‘Thirdly he persuades him: “Alas, alas why
do you suffer so many great horrors in this
miserable life. You should kill yourself and
you will be freed from every distress, misery
and vexation.”’
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superior, if unfathomable, wisdom.118 Historically, taking one’s life usually precluded a church
burial.119 Suicide was featured among the gravest temptations (Fig. 4, previous page) in one of
the earliest and most popular block printed books in Europe: the Christian Ars Moriendi (c.
1450).120 Written while England and France were still in the throes of the Hundred Years' War
(1337–1453), only a few decades after the ravages of the Black Death, this work offered 15th
century ordained and lay believers the first didactic, accessible, step-by-step handbook to the
orchestration of their last days. It was a welcome guide in uncertain times when death seemed
ever present. Medieval Christian ideology remains influential today, even in secular circles.
Contemporary beliefs borrow substantially from the four fundamental values articulated by
Thomas Aquinas, namely: the preservation of life, the freedom to seek knowledge, the
importance of human relationships and procreation.121 Indeed, a close reading of Dr Mount’s
address reveals how some of these values find their full expression in his narrative, reminding
us of the medieval religious roots of the hospice movement. Consider Mount’s categorical
opposition to intentionally hastening death, his appeal to the Thomist doctrine of double-effect,
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and his commendation of self-sacrifice and altruism. In The Revival of Death,122 the British
sociologist Tony Walter remarks on the quasi-missionary tenor of the modern hospice
movement whose founder, Dame Cicely Saunders, was a devout Christian.123 Contemporary
palliative care in Canada, while non-denominational, still endorses Saunders’ Christian ethic
as evidenced by Mount’s address.
In contrast to Low and Mount, the protagonists in Toews’ novel seem torn between the
Stoic and Christian values, exemplified by Yoli’s agonizing ambivalence regarding how she
should respond to her sister’s desperate request. She is anxious for guidance, but can neither
embrace the teachings of her Mennonite ancestors nor trust the medical experts involved in
Elf’s care. Walter would describe Yoli’s perspective as typically “neo-modern”, in that it
rejects the edicts of religious and secular authorities while simultaneously searching for its
authentic voice.124 Walter suggests three idealized models for how Western society has dealt
with death over the past 200 years: the traditional, the modern and the neo-modern (or postmodern) approach. All three persist and, more or less obligingly, co-exist to this day.125 While
our great grandparents often experienced death as a sudden event and coped in communal
fashion guided by shared religious rituals, our grandparents, who were the first to benefit from
medicine’s major breakthroughs and who witnessed two world wars and the Great Depression,
came to rely on the authorities of experts, doctors and politicians. As a result of medicine’s
technological progress, dying has been transformed for many into a prolonged process, one
that requires new supports that the old authorities and fragmented nuclear families fail to
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provide. Consequently, Walter observes, control over how we die has been wrested from the
Church and, to a degree, from the hands of medical experts, and placed squarely on the
shoulders of individuals.126 The good death has become the bespoke death. Seeking guidance,
bewildered neo-modern individuals turn to countless books, illness narratives and online
forums, or attend Death Cafés127 where the subject is debated at length with a community of
peers. The emerging reality is perhaps that, as Anne Hunsaker Hawkins already noted over 20
years ago, ‘there can be no art of dying […] in a culture that values individuality and
emphasizes pluralism.’128
Walter and Hunsaker Hawkins’ views are underscored by the disparity of perspectives
encountered in the narratives of Mount, Low and Toews. Each story defends particular
fundamental values that inform the debate, among them: the sanctity of life, the control over
one’s destiny, and the importance of human relationships. These values cannot be induced or
deduced from experience – they are what philosophers call a priori concepts. For their
proponents, they are simply “self-evident” and absolute, true for everyone, in all times and
places. However, not everyone agrees that such a priori values actually exist.129 Furthermore,
even if one believes in universal values, there remains the difficult and unenviable task of
having to prioritize them. Logically, if people reason from different starting a priori concepts,
they are likely to end up with incompatible conclusions. As in this debate: if protection of life
is paramount, then one cannot control the timing of one’s death; if autonomy is the dominant
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value, then freedom of choice and what benefits the individual should generally take
precedence over the interests of the community. Recent rulings to legalize physician-assisted
suicide indicate that autonomy appears to be gaining the upper hand as the primary value of
influence. But how can we determine which values should take precedence? Although science
can yield highly probable predictions, it can never claim to generate absolute truths, contrary
to ancient Stoic belief. Scientific methods of inquiry are necessarily flawed by the limitations
of our human perception and experience. Other ways of knowing such as intuition, feelings or
mystical experiences, espoused by Christians and those who advocate a “science spirit”
position, may bolster attachment to some societal values, but they do not confer them
indisputable dominion. Lest we find all this uncertainty frustrating, Chris Ann Moore reminds
us that both our cherished free will and our faith depend on the presence of doubt.130 Choice
and belief would be meaningless if we possessed the ultimate Truth – omniscience does not
leave much to the imagination.
Even if we cannot prove the validity or superiority of our most cherished beliefs, it does
not mean that guiding principles are not necessary. Acknowledging our lack of certainty may,
however, humble us enough to engage more earnestly and fruitfully with each other. As
Somerville points out, ‘we must start from agreement, not disagreement’ 131 if we want to find
a way to consonance.
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It may be useful here to consider John Rawls’ famous thought experiment. In his Theory
of Justice,132 the American political philosopher invites us to imagine an idealized original
position where we are asked to agree on a certain number of principles upon which to build a
just society. For the purposes of this experiment, we are assumed to be all self-interested,
rational human beings, but we do not know who we will become in this new society, nor what
advantages or disadvantages await us. This “veil of ignorance”133 aims to ensure that the
principles chosen are fair to all. Given this starting point, Rawls contends that:
The persons in the initial situation would choose two […] principles: the first
requires equality in the assignment of basic rights and duties, while the second
holds that social and economic inequalities, for example inequalities of wealth and
authority, are just only if they result in compensating benefits for everyone, and in
particular for the least advantaged members of society.134
In some ways, we all share a “veil of ignorance” with regards to our own death. Although we
can hardly claim a neutral, unbiased perspective, for we face death with variable socioeconomic means, Rawls’ principles seem nevertheless relevant to the euthanasia and physicianassisted suicide debate. For one, we would probably agree that we deserve equal right to a good
death, however we may wish to define it. Such a right would imply, of course, certain duties.
Indeed, one person’s pursuit of a good death may negate another’s. As much as Christian ethics
may interfere with the Stoic ideal of a self-willed death, the latter may paradoxically jeopardize
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the autonomy of the vulnerable, especially in times of economic hardship. The duty to protect
equal rights means accepting some degree of compromise, such as permitting assisted suicide
but with clear, limiting safeguards in place.135 Physical, mental and economic inequalities that
impact one’s ability to choose a course of care would need societal compensation in a truly fair
system. Ensuring universal access to palliative care and establishing a strong social safety-net
that values, encourages and supports informal caretaking activities are two examples of the role
society could play.
Of course, it is one thing to fantasize about solutions, it is another to translate this into
consensus and action. For the Russian philosopher Mikhail Bakhtin (1875-1975), our only hope
for building genuine common ground is in authentic relation to the other:
Truth is not […] to be found inside the head of an individual person, it is born
between people collectively searching for truth, in the process of their dialogic
interaction.136
Bakhtin’s theory could help us in our quest for consonance on the issue of physician-assisted
suicide. What matters is not only to speak and be acknowledged, but to listen and respond to
the other, from our particular point of view. It is our responsibility to share what Bakhtin calls
our “surplus of seeing”, that which is unique to our perspective and that others cannot see. To

135

What constitutes ideal safeguards is the subject of much debate. Although one society’s
experience may not necessarily apply to another’s situation, accumulated evidence
from countries and states that were the first to enact voluntary euthanasia legislation
(Belgium, Netherlands, Switzerland, Oregon, and Washington) can help us make
more informed decisions. An analysis of the evidence available is, however, beyond
the scope of this exploration.

136

Mikhail M. Bakhtin, Problems of Dostoevsky’s Poetics, edited and translated by Caryl
Emerson, (Minneapolis: University of Michigan Press, 1984), p. 110
http://pubpages.unh.edu/~jds/Bakhtinquotes.htm [accessed on 15 May 2015].

P a g e | 49

perceive the self, one must ‘appropriate the vision of others. […] It is only the other’s categories
that will let [it] be an object of [its] own perception’.137 A new truth emerges as we ‘[co-]author
a unified version of the event of our joint existence’.138 Such a truth, Bakhtin cautions, is always
provisional, for dialogue implies that no one ever has the final word. Moreover, there is no
hierarchy or teleological nature to the truths discovered, for unlike Plato and his followers,
Bakhtin did not believe in the existence of an ultimate Truth. As a youth in Russia at the turn
of the 20th century, he had learned to be suspicious of totalising ideologies. His was a more
Darwinian vision of evolving truth, always re-inventing itself in adaptation to its
circumstances, fed by the never-to-be repeated perspectives of those who happen to cross paths,
in a certain space and time. Successful dialogue implies a shared goal of mutual respect, a
concern for justice as well as the recognition of the limits of our perceptions and our reciprocal
need for each other’s “surplus of seeing”.
Of course, critics have foreseen the pitfalls of dialogic idealism.139 After all, some voices
are more imposing and eloquent than others, and may unfairly dominate the conversation. All
co-authorship is fraught with such dangers. Part of making dialogue work is to acknowledge
such perils and, seeking fairness, attempt to mitigate them. This is precisely where narrative
competence can help, and what, ultimately, I have striven to achieve in this exploration. In the
process of learning how to approach a text critically, of proceeding to carefully analyse its
contribution and potential biases, I have gained an appreciation of how difficult it is to maintain
what Sayantani DasGupta calls “narrative humility”, the realisation that 'we cannot ever claim
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to comprehend the totality of another’s story, which is only ever an approximation for the
totality of another’s self’. 140 I can only hope that I have been thoughtful and generous enough
to invite a gracious response, should the opportunity arise.
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Concluding Reflections
Savoir se libérer n'est rien; l'ardu, c'est savoir être libre.141
To free oneself is nothing; what is arduous is to be free.

While making compelling arguments from highly divergent perspectives, each of the
three narratives also betrays a righteous undercurrent evoking Ernest Becker’s theory, as
articulated in his Pulitzer-prize winning opus, The Denial of Death.142 As human beings,
Becker argues, we struggle with a fundamental fear of death.143 We cope by either relegating
our dread to the unconscious, or by transcending it, seeking immortality through secular or
religious ideals.144 Consequently, we tend to react with hostility to anything that threatens to
undermine our core values, especially when we are reminded of our mortality.145 In an attempt
to get the upper hand and maintain our equanimity, we naturally seek our advantage in making
our stories more persuasive and compelling than others. As Susan Sontag notes in one of her
later monographs, images of suffering are particularly rhetorically powerful, ‘[providing] a
quick way of apprehending something and a compact form for memorizing it’.146 Indeed,
Donald Low, just like Sue Rodriguez, made good use of this strategy, one that Margaret

141

Gide, p. 15 (translation mine).

142

Ernest Becker, The Denial of Death (New York: Free Press, 1973; repr. London: Souvenir
Press, 2014), Kindle version for iPad, loc. 58-96 of 6599.

143

In this claim, Becker openly leans on the writings of Soren Kierkegaard and Otto Rank.

144

Becker, loc. 71.

145

Becker, loc. 79.

146

Susan Sontag, Regarding the Pain of Others (London: Penguin Books, 2004), p. 19.

P a g e | 52

Somerville bemoans:

The arguments against euthanasia, based on the harm it would do to society in both
the present and the future, are much more difficult to present in the mass media
than arguments for euthanasia. […] Society cannot be interviewed on television
and become a familiar, empathy-evoking figure to the viewing public.147

Narrative bioethics can train us to become more attentive to these biases and seek out
the missing or misrepresented voices. Stories complement each other: Donald Low may well
be speaking to the silenced man in Balfour Mount’s first anecdote, and Miriam Toews explores
issues which encourage us to ponder the plight of Low’s family.
For all its breadth and complexity, the emerging picture in this exploration is also
regrettably incomplete. For instance, we have not heard directly from those that Dr Mount fears
most at risk, namely persons with severe disabilities and the frail elderly, or individuals from
other potentially marginalized groups in Canada, such as First Nations communities and new
immigrants. Their narratives need to be sought as well before any claim to consonance can be
contemplated.
Given these crucial omissions, is it still possible, at this juncture, to draw any
conclusions? Perhaps I can speak only to where the selected narratives have taken me so far.
‘To listen to a story, to enter into dialogue with the storyteller, is to decide to open oneself to
the other’s way of seeing the world’.148 Stories have the power to expand our horizons, but they
can also entrench our views. I have come to discover for myself what has been said before:
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delving deeply into stories can be a risky enterprise. They can change and unsettle us, for better
or for worse. As the French writer Victor Joseph Etienne de Jouy once said: “Tell me what you
read, I'll tell you who you are".149 To this, Martin Heidegger replied: “Tell me how you read,
and I’ll tell you who you are”.150 This is, as I understand it, the very purpose of narrative
bioethics – to teach us how to read, how to critically appraise not only the context of the story,
the narrator’s point of view, but also to reflect on our personal response to the narrative as it is
unfolds. Although narrative bioethics invites us to step back with “willing suspension of
disbelief”151 and be moved by each other’s plight, it also allows for a modicum of distance
from which to survey with greater equanimity the human drama that surrounds most ethical
dilemmas. From our unique vantage point, we can explore stories with genuine curiosity, using
our own reactivity as a guide for further inquiry, rather than letting it close the door to further
dialogue. Indeed, no matter how open and engaged we may wish to be, we all join the
conversation with our unique biases. These do not necessarily invalidate our input – in fact,
they arguably make it precious – as long as these biases are acknowledged and defined. This
assumes, of course, that we are aware of our position. Dialogue and the other’s “surplus of
seeing” may come in handy here as well.
Admittedly, I have failed my unspoken ambition to clarify and settle my own
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Victor Joseph Etienne de Jouy, L’hermite de la Chaussee-D' Antin, ou observations sur les
moeurs et les usages Parisiens au commencement du XIXe siècle (Paris: Pillet, 1817), p.
289.
https://play.google.com/books/reader?id=O_wTAAAAQAAJ&printsec=frontcover&out
put=reader&hl=en_GB&pg=GBS.PA289 [accessed 6 August 2015]. Translation mine.
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Unfortunately, I could not find the original source, but only an online quote:
Anon., ‘Martin Heidegger Quotes’, Good Reads
http://www.goodreads.com/author/quotes/6191.Martin_Heidegger [accessed 23 August
2015]. Emphasis mine.
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Samuel Taylor Coleridge, ‘Chapter XIV’, in Biographia Literaria, (London, 1817; repr.
Project Gutenberg eBook, 2004), loc. 2512 of 6125
http://www.gutenberg.org/ebooks/6081 [accessed 23 August 2015].
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convictions in this debate, but perhaps this bodes well for the purposes of ongoing dialogue.
The emerging complexity of this debate has left me humbled and accordingly suspicious of
any totalising claims to what is morally correct. It seems that, no matter what our point of view
entails, we will not achieve much by dismissing each other with words such as “selfish”,
“immature” or “faith motivated”. At the same time, choices must be made, for we cannot live
and function in suspended disbelief. Sooner or later, we too must answer Camus’ question: Is
this life worth living? Whether we find our answer in faith, reason, an ideal or a final escape,
the key – and what is arduous – is to respond for ourselves. Therein lies the essence of human
dignity. Whatever our answer, we may then be tempted, with the best of intentions, to impose
it on others. This is arguably the main pitfall. As Montello cautions:

Some of the most damaging moral errors in medicine and bioethics happen when
the physician’s story replaces the patient’s or family’s story or when a family
member’s story replaces that of the patient.152

But to what extent can such influence really be mitigated? Even with the greatest diligence and
respect for another’s autonomy, our mere presence, our caring, our unspoken needs and
judgements have repercussions. For Bakhtin, ‘the very capacity to have consciousness is based
on otherness’.153 Our beliefs and our choices are necessarily the fruit of dialogic interactions.
We are constantly weaving the threads of our existence, spun from our desires and duties, into
the larger fabric of our relations. ‘The minds we use in judging stories have been in part
constituted by the stories we judge; there is no control group of untouched souls who have lived

152

Montello, p. S4.
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Holquist, p. 18. Emphasis in the original text.
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without narrative.’154 Margaret Battin herself stands humbled before the difficulties that she
encountered in her efforts to respect her beloved husband Brooke’s choices, after he suddenly
became paralysed and ventilator-dependent in 2008:

She still believes that, whenever possible, people have the right to choose when
and how to die. But she now better understands how vast and terrifying that choice
really is. “What has changed,” she told me, “is my sense of how extremely
complex, how extremely textured, any particular case is.” This realization is
infinitely more fraught when you’re inextricably invested in the outcome and when
the signals your loved one sends are not only hard to read but also are constantly
in flux.155

Fortunately, Brooke had the social and financial means to support his choice to live with his
significant limitations, and to do so meaningfully. Sadly, such a privilege eludes many. Instead
of trying to manipulate each other into moral submission, our energies would do well to be
invested urgently in assuring that we all have access to the basic care we need and desire,
without being made to feel that our existence is an unmanageable burden. This ideal is our
common ground. And if the best care available falls short, let us hope that, as we persevere
towards our ideal, no one is left to suffer or face death alone.
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Carol Donley (annotator), from her summary of: ‘The Company We Keep: An Ethics of
Fiction’, by Wayne Booth, New York University School of Medicine: Literature, Arts,
Medicine Database, 1998 http://medhum.med.nyu.edu/view/1355 [accessed 11 August
2015].
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Robin Marantz Henig, ‘A Life-or-Death Situation’, New York Times, 17 July 2013
http://www.nytimes.com/2013/07/21/magazine/a-life-or-deathsituation.html?pagewanted... [accessed 11 August 2015].
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Appendix

According to the Canadian Medical Association:156

Euthanasia means knowingly and intentionally performing an act, with or without consent,
that is explicitly intended to end another person's life and that includes the following
elements: the subject has an incurable illness; the agent knows about the person's condition;
commits the act with the primary intention of ending the life of that person; and the act is
undertaken with empathy and compassion and without personal gain.

Physician assisted death means that a physician knowingly and intentionally provides a
person with the knowledge or means or both required to end their own lives, including
counseling about lethal doses of drugs, prescribing such lethal doses or supplying the drugs.
This is sometimes referred to as physician assisted suicide.

156

CMA Policy: Euthanasia and Assisted Death (Ottawa, 2014)
https://www.cma.ca/Assets/assetslibrary/document/en/advocacy/EOL/CMA_Policy_Euthanasia_Assisted Death_PD1502-e.pdf [accessed August 14 2015].

