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International BestsellerA transformative and compassionate memoir by a leading pioneer in
medically assisted dyingwho began her career in the maternity ward and now helps patients
who are suffering explore and then fulfill their end of life choices.Dr. Stefanie Green has been
forging new paths in the field of medical assistance in dying since 2016. In her landmark memoir,
Dr. Green reveals the reasons a patient might seek an assisted death, how the process works,
what the event itself can look like, the reactions of those involved, and what it feels like to
oversee proceedings and administer medications that hasten death. She describes the
extraordinary people she meets and the unusual circumstances she encounters as she
navigates the intricacy, intensity, and utter humanity of these powerful interactions.Deeply
authentic and powerfully emotional, This Is Assisted Dying contextualizes the myriad personal,
professional, and practical issues surrounding assisted dying by bringing readers into the room
with Dr. Green, sharing the voices of her patients, her colleagues, and her own narrative. As our
population confronts issues of wellness, integrity, agency and community, and how to live a
connected, meaningful life, this progressive and compassionate book by a physician at the
forefront of medically assisted dying offers comfort and potential relief.This Is Assisted Dying will
change the way people think about their choices at the end of life, and show that assisted dying
is less about death than about how we wish to live.

“Stunning… Green gives a personal voice to a contentious topic, making a memorable case that
death is a “mark of our humanity.” Written with sensitivity, grace, and candor, this is not to be
missed.”—Publishers Weekly, starred“A humane, cleareyed view of how and why one can leave
the world by choice.”—KirkusAbout the AuthorStefanie Green spent ten years in general practice
and another twelve years working exclusively in maternity and newborn care before changing
her focus in 2016 to medical assistance in dying (MAiD). Dr. Green is the cofounder and current
President of the Canadian Association of MAiD Assessors and Providers (CAMAP). She is
medical advisor to the BC Ministry of Health MAiD oversight committee, moderator of CAMAP’s
national online forum, and has hosted three national conferences on the topic. She is clinical
faculty at the University of British Columbia and the University of Victoria, and lives in British
Columbia with her family. Find out more at StefanieGreen.com.
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This Is Assisted DyingA Doctor’s Story of Empowering Patients at the End of LifeStefanie Green,
MD
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For my patients, who have each left an indelible markAnd for all the members of CAMAP, upon
whose shoulders I stand

PROLOGUEWHAT IF YOU COULD DECIDE, at the end of your life, exactly when and where
your death would happen? What if, instead of dying alone, in the middle of the night, in a
hospital bed, you could be at home at a time of your choosing? You could decide who would be
in the room with you, holding your hand or embracing you as you left this Earth. And what if a
doctor could help ensure that your death was comfortable, peaceful, and dignified? What if you
could plan a final conversation with everyone you love? You might never look at death the same
way again.I knew from the first moment I met him that Ed was an eccentric man. When he
opened the door to his apartment, I was struck by the variety of handmade jewelry on his body: a
row of bracelets, several necklaces, and multiple earrings. A small statue of the Buddha
surrounded by various colored crystals sat on the floor behind him, and a strong smell of
incense wafted out of the completely unfurnished space. I had been offering assisted deaths—
providing medication and helping people to end their lives—for several months by then, and I
had met some fascinating individuals, the courageous pioneers and the truly desperate, but still,
Ed stood out.I got to know Ed and his story over several months while visiting him in various
residences, or sometimes in the hospital, in Victoria, British Columbia, Canada. At sixty-eight,
Ed was proud to say he had never held a job and had “lived the life of a free spirit.” He told me he
had seen the world, chased his dreams, and had few, if any, regrets.Like more than 65 percent
of the people I work with, Ed had terminal metastatic cancer. His cancer had developed over four
years, and never once had he consented to active medical treatment, avoiding chemotherapy,
surgery, and radiation. His disease had progressed as expected and now was causing
symptoms he couldn’t avoid. Ed’s pain was reasonably controlled, but his increasing need for
narcotics, his deep fatigue, and his frequent, urgent trips to the restroom were severely limiting
his ability to move around independently, which made it all but impossible for him to venture
outside. Life confined within four walls was not a life for Ed. He was articulate in his explanation
of the loss of meaning in his everyday experience, the dwindling of sand in his hourglass. He
was a true believer in reincarnation, he told me, and was eager to move on to his next life.Ed was
also the first person to tell me he wanted to die alone.When I arrived on the day of his scheduled



death, he was in a small private hospital room, a surprising choice for where he wanted to die,
and we chatted for a while first. He seemed ready, eager to proceed, tired of waiting. After a few
minutes, he excused himself to go to the washroom and returned wearing a full clown suit: tie-
dyed pants and T-shirt, a colorful clown wig, and a red nose. He told me he hadn’t been sure if
he was going to use the nose or not, but in the end, he’d decided to go for it. Despite all our
previous conversations, I’d never realized Ed was an amateur clown. I asked him why he’d
chosen to wear the clown suit on this day, and he told me he wanted to go out laughing. He
figured this was his best bet.I called for the nurse, and as Ed was having his IV started, I
excused myself to go see his friend Maggie, who he had asked to wait in the quiet sitting area
nearby. About ten years his junior, she was sad but coping. I wanted to explain to her what would
be happening even though she wasn’t going to be in the room with us, but before I got started, I
mentioned that Ed had put on his clown suit.“Oh, good,” she said, “he felt sure that would make
him smile.” I saw a small, shy grin. “You should tell him a joke.”I was open to the idea but at a bit
of a loss for content.“He helped me through a tough time a while back,” Maggie explained.
“We’ve known each other over twenty years. He taught me the basics of how to be a clown.” She
smiled broadly at the memory. “We even worked a few events together. I was terrible at it, but it
wasn’t really about the clowning—it was about the friendship.”Then she told me his favorite joke.I
headed back into Ed’s room, where everything was in place. He was resting on top of the
bedsheets, quite colorfully laid out. He was ready, he told me, and the nurse confirmed that all
was in order from his perspective too.The nurse, a middle-aged man dressed in hospital greens,
was a veteran in his profession, and as he finished packing up his IV supplies, he paused to look
me in the eye. These were still early days in assisted dying, and I wasn’t sure what might be
going on in his mind. Across the bed from him, I replanted my feet, lifted my chin ( perhaps only
metaphorically), and readied myself for a possible lecture about how he couldn’t condone the
work I was doing. But the nurse spoke quietly and explained it was the first time he’d been
involved in a case of assisted dying. He wanted to thank me for my work. He believed having this
option was important, that it was long overdue, and he was glad he could contribute in some
way. I exhaled. I suspected he may have witnessed many deaths over the years that he might not
have described as “good,” and his brief, unexpected remarks sparked a feeling in me of relief
and being supported. I thanked him for his words and work, and he left Ed and me alone.“Are
you sure you’re ready?” I asked Ed.“Yes, I am certainly ready,” he replied. He was looking straight
up at the ceiling: not nervous, not sad, but not smiling.“All right, then, I will begin.”I was standing
next to the bed on Ed’s left with the medications neatly lined up on the bedside table. Eight
syringes in all; the middle two were quite large and filled with a milky-white substance. The bright
blue plastic tackle box I carried them in was on the floor next to my foot. I administered the first
dose of medication through the IV catheter in his arm. Often around this time, I will guide my
patient to a cherished memory, if appropriate. On this occasion, however, I leaned over and
spoke close to his ear.I asked, “Ed, why don’t cannibals ever eat clowns?”He turned his face
toward mine with a big smile, and without missing a beat, he delivered his favorite punch



line:“Because they always taste a little funny.”We were nose to nose and both grinning from ear
to ear, and as he turned his head back to a comfortable position, I heard him chuckle. Then he
closed his eyes and fell asleep.Ed’s death—and my ability to legally assist him—was made
possible by a Supreme Court of Canada decision, known as the Carter decision, which struck
down the blanket prohibition of assisted dying and was followed by a change in the law that took
place on June 17, 2016. On that day, the Parliament of Canada legalized what it termed “medical
assistance in dying,” or MAiD, which allows doctors and, uniquely, nurse practitioners to assist
someone in ending their life under certain specific circumstances.Under the new legislation,
patients have a choice of two methods of assistance—either a self-administered drink with a
health care practitioner standing by to make sure all goes smoothly; or, much more commonly,
medication that is delivered by the clinician through an IV, as I had offered Ed. Participants have
to be eligible for government-funded health care (essentially, Canadian residents or citizens);
over eighteen; capable of making their own health care decisions; and suffering from a “grievous
and irremediable condition.” There have since been changes to what this entails, but at the time,
for someone to be eligible for MAiD, their suffering had to be intolerable, their decline
irreversible, and their natural death “reasonably foreseeable.” This did not mean they were
required to have a terminal illness or a prognosis that specified the limited time they had
remaining. There was no need to quantify how much longer a patient might live if they didn’t
receive MAiD; it could be days or weeks for some, months or even years for others. It meant only
that they were on a trajectory toward a natural death due to their serious and incurable illness.
But the person must already be in an advanced state of decline, and they must make their
request voluntarily and under no sense of coercion.Assisted dying in some form or another is
now available in many countries around the world, although it’s known by different names in
different jurisdictions.In the United States, the most common term is “assisted suicide” (or
physician-assisted suicide), in which a person can take his or her own life with a doctor providing
the medications with which to do so. This term is meant to emphasize the essential element that
the death is self-administered. The medication involved exists primarily as a drink, a somewhat
foul-tasting liquid mixture of barbiturates, and in 2016, when I began working in the field, this
form of assisted dying was legal in the Netherlands, Belgium, Luxembourg, Switzerland,
Canada, and five American states.Here in Canada, we offer both the self-administered drink and
another option, which involves a health care professional administering the medications via an
intravenous (IV). Many describe this second option as euthanasia. The term “euthanasia”
originates from the Greek eu, meaning good or well; and thanos, meaning death. The modern
understanding and use of the term define it as the administration of a lethal medication, by a
health care professional, at the explicit request of a competent adult, with the goal of relieving
further pain and suffering. The key difference between assisted suicide and euthanasia, then, is
in who administers the medication—the patient or the health care professional. Euthanasia—
that is, an assisted death carried out by a health care professional—is not available in the U.S.
but is legal in Canada, Belgium, the Netherlands, Luxembourg, and Colombia.Although



“euthanasia” is still the preferred term in Europe for voluntary, legalized, medically assisted
dying, Canada consciously chose to use the term “medical assistance in dying,” or MAiD, in part
to avoid negative connotation. Outdated phrasing, such as someone “committed suicide,”
implies a crime was involved. And the word “euthanasia” was purposely and inaccurately used
by those in the eugenics movement around the turn of the twentieth century to describe the
killing of “unwanted” or “undesirable” persons, including the physically disabled or mentally
impaired, as part of the pursuit of genetic purity. It was then adopted by the Nazis during World
War II and used euphemistically for their killing campaign. Detractors of assisted dying will
sometimes default to this terminology in order to evoke that repugnant history. Not only does the
use of “MAiD” avoid any association with past atrocities, it’s also designed to be an umbrella
term that includes both options, clinician-assisted suicide and voluntary euthanasia. The MAiD
terminology has been written into Canadian law, is used widely, and has been accepted to mean
the legalized, compassionate end-of-life care provided by Canadian physicians and nurse
practitioners in specifically outlined, safeguarded circumstances.When MAiD became law, I
found myself at a crossroads. I had been practicing medicine for over twenty years, trained as a
family physician, and focused on maternity and newborn care. As a maternity doctor, I prepared
women and their families for birth and the profound transition that a new baby would bring to
their lives, and I delivered their babies and helped them through those first chaotic months. But
when the law changed, I changed course with it, learning everything I could about this newly
emerging field so that I could support people with their final wishes and their transition at the
other end of life.At both “deliveries,” as I call them, I am invited into a most intimate moment in
people’s lives. Although Ed chose to die alone, the majority of my patients are surrounded by
loved ones. I’ve been witness to their extraordinary final conversations, the whispered words of
love between husbands and wives, the tearful goodbyes of mothers and children, the final
advice between grandparents and grandchildren. I’ve seen people attend their own living wakes
where friends and family gather to toast them before they go. When a person knows the hour
and date of their death, they can plan their final words and actions with profound intention.

PROLOGUEWHAT IF YOU COULD DECIDE, at the end of your life, exactly when and where
your death would happen? What if, instead of dying alone, in the middle of the night, in a
hospital bed, you could be at home at a time of your choosing? You could decide who would be
in the room with you, holding your hand or embracing you as you left this Earth. And what if a
doctor could help ensure that your death was comfortable, peaceful, and dignified? What if you
could plan a final conversation with everyone you love? You might never look at death the same
way again.I knew from the first moment I met him that Ed was an eccentric man. When he
opened the door to his apartment, I was struck by the variety of handmade jewelry on his body: a
row of bracelets, several necklaces, and multiple earrings. A small statue of the Buddha
surrounded by various colored crystals sat on the floor behind him, and a strong smell of
incense wafted out of the completely unfurnished space. I had been offering assisted deaths—



providing medication and helping people to end their lives—for several months by then, and I
had met some fascinating individuals, the courageous pioneers and the truly desperate, but still,
Ed stood out.I got to know Ed and his story over several months while visiting him in various
residences, or sometimes in the hospital, in Victoria, British Columbia, Canada. At sixty-eight,
Ed was proud to say he had never held a job and had “lived the life of a free spirit.” He told me he
had seen the world, chased his dreams, and had few, if any, regrets.Like more than 65 percent
of the people I work with, Ed had terminal metastatic cancer. His cancer had developed over four
years, and never once had he consented to active medical treatment, avoiding chemotherapy,
surgery, and radiation. His disease had progressed as expected and now was causing
symptoms he couldn’t avoid. Ed’s pain was reasonably controlled, but his increasing need for
narcotics, his deep fatigue, and his frequent, urgent trips to the restroom were severely limiting
his ability to move around independently, which made it all but impossible for him to venture
outside. Life confined within four walls was not a life for Ed. He was articulate in his explanation
of the loss of meaning in his everyday experience, the dwindling of sand in his hourglass. He
was a true believer in reincarnation, he told me, and was eager to move on to his next life.Ed was
also the first person to tell me he wanted to die alone.When I arrived on the day of his scheduled
death, he was in a small private hospital room, a surprising choice for where he wanted to die,
and we chatted for a while first. He seemed ready, eager to proceed, tired of waiting. After a few
minutes, he excused himself to go to the washroom and returned wearing a full clown suit: tie-
dyed pants and T-shirt, a colorful clown wig, and a red nose. He told me he hadn’t been sure if
he was going to use the nose or not, but in the end, he’d decided to go for it. Despite all our
previous conversations, I’d never realized Ed was an amateur clown. I asked him why he’d
chosen to wear the clown suit on this day, and he told me he wanted to go out laughing. He
figured this was his best bet.I called for the nurse, and as Ed was having his IV started, I
excused myself to go see his friend Maggie, who he had asked to wait in the quiet sitting area
nearby. About ten years his junior, she was sad but coping. I wanted to explain to her what would
be happening even though she wasn’t going to be in the room with us, but before I got started, I
mentioned that Ed had put on his clown suit.“Oh, good,” she said, “he felt sure that would make
him smile.” I saw a small, shy grin. “You should tell him a joke.”I was open to the idea but at a bit
of a loss for content.“He helped me through a tough time a while back,” Maggie explained.
“We’ve known each other over twenty years. He taught me the basics of how to be a clown.” She
smiled broadly at the memory. “We even worked a few events together. I was terrible at it, but it
wasn’t really about the clowning—it was about the friendship.”Then she told me his favorite joke.I
headed back into Ed’s room, where everything was in place. He was resting on top of the
bedsheets, quite colorfully laid out. He was ready, he told me, and the nurse confirmed that all
was in order from his perspective too.The nurse, a middle-aged man dressed in hospital greens,
was a veteran in his profession, and as he finished packing up his IV supplies, he paused to look
me in the eye. These were still early days in assisted dying, and I wasn’t sure what might be
going on in his mind. Across the bed from him, I replanted my feet, lifted my chin ( perhaps only



metaphorically), and readied myself for a possible lecture about how he couldn’t condone the
work I was doing. But the nurse spoke quietly and explained it was the first time he’d been
involved in a case of assisted dying. He wanted to thank me for my work. He believed having this
option was important, that it was long overdue, and he was glad he could contribute in some
way. I exhaled. I suspected he may have witnessed many deaths over the years that he might not
have described as “good,” and his brief, unexpected remarks sparked a feeling in me of relief
and being supported. I thanked him for his words and work, and he left Ed and me alone.“Are
you sure you’re ready?” I asked Ed.“Yes, I am certainly ready,” he replied. He was looking straight
up at the ceiling: not nervous, not sad, but not smiling.“All right, then, I will begin.”I was standing
next to the bed on Ed’s left with the medications neatly lined up on the bedside table. Eight
syringes in all; the middle two were quite large and filled with a milky-white substance. The bright
blue plastic tackle box I carried them in was on the floor next to my foot. I administered the first
dose of medication through the IV catheter in his arm. Often around this time, I will guide my
patient to a cherished memory, if appropriate. On this occasion, however, I leaned over and
spoke close to his ear.I asked, “Ed, why don’t cannibals ever eat clowns?”He turned his face
toward mine with a big smile, and without missing a beat, he delivered his favorite punch
line:“Because they always taste a little funny.”We were nose to nose and both grinning from ear
to ear, and as he turned his head back to a comfortable position, I heard him chuckle. Then he
closed his eyes and fell asleep.Ed’s death—and my ability to legally assist him—was made
possible by a Supreme Court of Canada decision, known as the Carter decision, which struck
down the blanket prohibition of assisted dying and was followed by a change in the law that took
place on June 17, 2016. On that day, the Parliament of Canada legalized what it termed “medical
assistance in dying,” or MAiD, which allows doctors and, uniquely, nurse practitioners to assist
someone in ending their life under certain specific circumstances.Under the new legislation,
patients have a choice of two methods of assistance—either a self-administered drink with a
health care practitioner standing by to make sure all goes smoothly; or, much more commonly,
medication that is delivered by the clinician through an IV, as I had offered Ed. Participants have
to be eligible for government-funded health care (essentially, Canadian residents or citizens);
over eighteen; capable of making their own health care decisions; and suffering from a “grievous
and irremediable condition.” There have since been changes to what this entails, but at the time,
for someone to be eligible for MAiD, their suffering had to be intolerable, their decline
irreversible, and their natural death “reasonably foreseeable.” This did not mean they were
required to have a terminal illness or a prognosis that specified the limited time they had
remaining. There was no need to quantify how much longer a patient might live if they didn’t
receive MAiD; it could be days or weeks for some, months or even years for others. It meant only
that they were on a trajectory toward a natural death due to their serious and incurable illness.
But the person must already be in an advanced state of decline, and they must make their
request voluntarily and under no sense of coercion.Assisted dying in some form or another is
now available in many countries around the world, although it’s known by different names in



different jurisdictions.In the United States, the most common term is “assisted suicide” (or
physician-assisted suicide), in which a person can take his or her own life with a doctor providing
the medications with which to do so. This term is meant to emphasize the essential element that
the death is self-administered. The medication involved exists primarily as a drink, a somewhat
foul-tasting liquid mixture of barbiturates, and in 2016, when I began working in the field, this
form of assisted dying was legal in the Netherlands, Belgium, Luxembourg, Switzerland,
Canada, and five American states.Here in Canada, we offer both the self-administered drink and
another option, which involves a health care professional administering the medications via an
intravenous (IV). Many describe this second option as euthanasia. The term “euthanasia”
originates from the Greek eu, meaning good or well; and thanos, meaning death. The modern
understanding and use of the term define it as the administration of a lethal medication, by a
health care professional, at the explicit request of a competent adult, with the goal of relieving
further pain and suffering. The key difference between assisted suicide and euthanasia, then, is
in who administers the medication—the patient or the health care professional. Euthanasia—
that is, an assisted death carried out by a health care professional—is not available in the U.S.
but is legal in Canada, Belgium, the Netherlands, Luxembourg, and Colombia.Although
“euthanasia” is still the preferred term in Europe for voluntary, legalized, medically assisted
dying, Canada consciously chose to use the term “medical assistance in dying,” or MAiD, in part
to avoid negative connotation. Outdated phrasing, such as someone “committed suicide,”
implies a crime was involved. And the word “euthanasia” was purposely and inaccurately used
by those in the eugenics movement around the turn of the twentieth century to describe the
killing of “unwanted” or “undesirable” persons, including the physically disabled or mentally
impaired, as part of the pursuit of genetic purity. It was then adopted by the Nazis during World
War II and used euphemistically for their killing campaign. Detractors of assisted dying will
sometimes default to this terminology in order to evoke that repugnant history. Not only does the
use of “MAiD” avoid any association with past atrocities, it’s also designed to be an umbrella
term that includes both options, clinician-assisted suicide and voluntary euthanasia. The MAiD
terminology has been written into Canadian law, is used widely, and has been accepted to mean
the legalized, compassionate end-of-life care provided by Canadian physicians and nurse
practitioners in specifically outlined, safeguarded circumstances.When MAiD became law, I
found myself at a crossroads. I had been practicing medicine for over twenty years, trained as a
family physician, and focused on maternity and newborn care. As a maternity doctor, I prepared
women and their families for birth and the profound transition that a new baby would bring to
their lives, and I delivered their babies and helped them through those first chaotic months. But
when the law changed, I changed course with it, learning everything I could about this newly
emerging field so that I could support people with their final wishes and their transition at the
other end of life.At both “deliveries,” as I call them, I am invited into a most intimate moment in
people’s lives. Although Ed chose to die alone, the majority of my patients are surrounded by
loved ones. I’ve been witness to their extraordinary final conversations, the whispered words of



love between husbands and wives, the tearful goodbyes of mothers and children, the final
advice between grandparents and grandchildren. I’ve seen people attend their own living wakes
where friends and family gather to toast them before they go. When a person knows the hour
and date of their death, they can plan their final words and actions with profound intention.This
book is a chronicle of my first year providing assisted dying in and around Vancouver Island, BC,
a region that has turned out to have the highest percentage of assisted death, not just in the
province or in the country but worldwide. It’s also the place I call home, along with my husband,
son, and daughter. Through the stories of the patients I have helped, I hope to show what I do,
how it works, what I’ve seen, and what I’ve learned. Time and again, I’ve witnessed the power
that having the right to choose the time and manner of death affords people. Patients are so
grateful that they can have a frank discussion about death and dying. And I have learned that
hearing one is eligible for this care is therapeutic in and of itself: I see the relief on my patients’
faces. The fear of an unknown ending is replaced by a semblance of control. Instead of feeling
helpless, people feel empowered, something their illness may have denied them for months or
even years. For many, it can be a way out of intolerable suffering at the very end of life. For
others, it is a way to reduce some of their fears and fully reclaim the time they have left, to live
their final days with a startling amount of purpose.I also hope to give some insight into how it
feels to do this work—to facilitate a person’s final wishes and to administer the medications that
bring about death. When I began, it was all very new, so new that the ink on the relevant
paperwork was barely dry. A small group of like-minded colleagues and I built a process and
developed protocols as we went along. We figured out how to determine who was eligible for
assisted dying. We learned how to talk with people facing the end of their lives, and we learned
how to talk to their family members. For my part, I stumbled while trying to find the right balance
between personal boundaries, safety, and responsibilities. At the beginning, I had to ask myself:
Was I comfortable providing this care? How public should I be about my work? Would I
encounter any backlash? As time went on and I became more immersed in my new role, I had to
assess, when it was literally a matter of my patient’s life and death, whether I was allowed to
impose some limits on my availability. How about those patients whom I couldn’t assist because
they weren’t eligible under the law? Exactly what was my responsibility to them—and to myself?
My work in MAiD also led me to ask some fundamental questions: Was I devoting the right
amount of time and energy to the people who mattered most to me? Was I having the
conversations I needed to have before it was too late?Most of the time I just hope I helped;
sometimes I simply couldn’t. Much of my work has been to bear witness, often to scenes of
breathtaking poignancy and sorrow. Although my job is to assist in death and dying, I believe
that through this work, I have been privileged to see the best of life and living.

Part 1 BEGINNINGS

CHAPTER 1JUNE IN VICTORIA, BRITISH COLUMBIA, means long days of sunshine. Perched



on the southernmost tip of Vancouver Island, the city lies just southwest of mainland Canada
and north of Washington State. Sometimes referred to as the Garden City, it’s an oasis of lush,
abundant greenery surrounded by the vast Pacific Ocean. The famously mild climate means it is
home to elite athletes and retirees alike: one set rigorously scheduled, the other newly set free,
both sharing the multiple walking and cycling paths that crisscross this city by the sea. On most
June days, while out for a walk, I can look up and spot several bald eagles. I bump into far too
many deer, and often I stop to watch the otters dipping in and out of sight along the water’s
predominantly undeveloped West Coast edges.On this particular day, June 6, 2016, I’m not as
attuned to my natural surroundings. I’m preoccupied with the proposed Canadian legislation
known as Bill C14, which is working its way through the various layers of governmental process
but, as a result of ongoing parliamentary debate, is not yet firmly in place. This technicality
certainly isn’t going to stop suffering patients from asking for help. Despite not yet having a law
to regulate the practice, as of this date, medically assisted dying is no longer criminal in Canada.
Which means that on this momentous Monday morning, I am free to begin my work.My first ever
consultation in my new field of practice is with Peggy, a ninety-four-year-old woman who was
given my name and number by the local chapter of Dying With Dignity Canada (DWDC), a
national advocacy group that is part of the larger right-to-die movement. I’d contacted them a few
weeks earlier to let them know I would be offering this service. When Peggy initially called, she
told my office manager that she was suffering from terrible osteoarthritis and had neurologic
pain in her legs. She’d said she was simply fed up with living like this, that she wanted to die. I
arranged to meet Peggy on the morning of June 6, a few days after that initial phone call, and by
the time I lift the heavy knocker on the door to her condominium, I am pretty certain she is one of
the first legal consultations for MAiD, or medical assistance in dying, in Canada.I have no idea
what to expect as I stand in front of her solid oak door. For the majority of my career, I have been
a family doctor, specializing in maternity and newborn care. I haven’t practiced general medicine
or cared for a patient over the age of fifty in over thirteen years. More to the point, perhaps, I
have never spoken with anyone who has so clearly expressed a wish to die. Would a caregiver
be there too? Would we meet in Peggy’s living room or in her bedroom? Peggy’s voice was fairly
strong when we spoke earlier on the telephone to confirm her appointment, but I can’t quite
picture who or what might await me behind that door. Just how infirm is she going to be? I am
ashamed to realize I’m concerned about how I might react to what I see. Everything feels
unfamiliar; I’m at someone’s home instead of in my office. I’m greeting an elderly person instead
of a newborn. A new bag weighs awkwardly on my back. Even the old photo on my hospital ID
badge looks like someone else. After twenty-one years of medical practice, I feel like a student
once again: eager for experience, fearful of my limitations, and curious as to what I might
encounter next. I let the heavy knocker fall.“Dr. Green, thank you so much for coming. I’m Peggy.
Won’t you please come in?”She is not nearly as unwell as I’d expected. Tall and lean, Peggy is
wearing a comfortable dress and low heels. Though she walks with a distinct limp, she holds the
wall instead of using a cane, and she insists on serving us both tea before settling down on her



living room couch for our meeting.Peggy’s view of the city is spectacular. Her spacious
apartment is high up on a hilltop, and I can see all the way over to the downtown waterfront. The
glass-fronted dining room hutch holds porcelain figurines and pieces of fine bone china, and
three large, rustic wood bookshelves are crammed full of travel guides and novels.Peggy serves
tea and begins telling me about herself. Born in Germany in the early 1920s, Peggy lived with
her family in Hamburg and was in high school by the time World War II began. She shares
detailed stories of chaos and bombings, of family disruption, and of the loss of many close
friends. “My story is long and twisted, but I have no regrets, and despite my share of sadness, I
also have many wonderful memories.”She describes emigrating to Canada at age twenty-two,
marrying a local man, and starting a family of her own, struggling to raise a child with special
needs but fulfilled with a teaching career and a plethora of volunteer activities. Her daughter
grew up to become independent, but I learn her husband died suddenly and unexpectedly after
a small accident seven years ago.“I have outlived everyone I know, my daughter no longer needs
me, and I am in constant, steady pain. I am unable to contribute to society, so I know my time is
over. I am certain I am ready to move on.”Peggy could talk all day, and I would happily listen. But
I have not been summoned here for a social call. Despite the fact that I like Peggy and
understand why she feels ready to die, I realize not long into our conversation that she is likely
ineligible for my services.I am aware that the proposed Canadian law is strict in its definition of
eligibility. Among the requirements for MAiD, a person must have a “grievous and irremediable”
illness—“grievous” meaning extremely serious and causing a significant decline in function;
“irremediable” meaning it cannot be cured. This includes the necessity that the patient’s
suffering is intolerable and that a natural death is reasonably foreseeable. These criteria are
about to become enshrined in our law, and like them or not, they have been put in place in an
attempt to protect the vulnerable.There’s no doubt Peggy is experiencing pain, but she isn’t
exactly dying. I am hard pressed to think of what might ultimately cause her death other than her
advancing age, which means that her death isn’t “reasonably foreseeable,” as the eligibility
criteria demand. And she doesn’t appear to be in an advanced state of decline as she serves me
tea and cookies.I feel an unanticipated burden and wonder how often this will happen, that
someone will ask me to help them but I will find they do not meet all medical or legal criteria. I’m
worried I will disappoint Peggy when I tell her I won’t be able to assist her, but there’s no comfort
in false hope, so I speak frankly and try to explain: “I’m so sorry, Peggy. I understand your
reasons for inviting me here today, but under the current law, you aren’t eligible to have an
assisted death. I see that you are suffering, but your death isn’t ‘reasonably foreseeable,’ as the
law requires, so I can’t move forward with your case.”She takes it well, tells me she isn’t at all
surprised, and after exchanging a few more pleasantries, I get up, say my goodbyes, and go.On
the drive back to my office, I reflect on what has just happened. I’ve learned a lot by listening to
Peggy. In the course of two hours and with very little prompting, she shared with me what was
most important to her in life and why. I learned why she was asking for an assisted death, what
resources might make a difference to her if she had access to them right now, and how she was



or wasn’t coping in the meantime. I was reminded that the act of listening can be therapeutic in
itself. But as I think about future appointments, I realize that unless I assume some control over
the conversation, my visits could easily last a very long time. Moving forward, I’ll need to better
triage my appointments, guide the course of the conversation, and find out more about
community resources for the elderly so that I can direct people to access the help they need, if
they haven’t already done so.“How’d it go?” my office manager, Karen, asks as I walk through
the door.“Enlightening,” I offer.Karen has been my office manager for nearly thirteen years. She
is so much more than a manager, however. She is the voice and the frontline face of my medical
practice. When I switched course from maternity care to assisted dying, there was no question
she would come with me. A few years older than I am, Karen lives in the neighborhood, wants
the job more than she needs it, and is as loyal to the patients and the practice as I am.“I’d
forgotten how interesting older people can be,” I tell her.Karen smiles at me as the phone rings:
It’s a fax coming in on line two. “She was super-chatty with me on the telephone,” Karen says.
“She didn’t sound that sick.”“No, she’s not actually eligible.”I turn my head and watch as my
reliable old fax machine whirs into action. When it falls silent, I walk over and pull off the single
sheet of paper that’s come through. I notice it’s from a colleague’s office.Thanks for seeing this
seventy-four-year-old gentleman with end-stage liver failure. He’s been following the news
carefully and is eager to make a request for an assisted death. I hear you’ll be providing this
service in Victoria—courageous! I look forward to your assessment. Summary of his file is
below.I read it twice to myself before sharing it with Karen. We look at each other for a short
moment before I break the silence. “His name is Harvey. I’m going to need a chart.”While Karen
goes about making one for Harvey—demographics on the front sheet, blank request forms we
might need tucked away in the back—I pick up the phone and dial his number. His wife, Norma,
answers.Since Harvey isn’t mobile, I agree to meet them in a few days at their home. This will
give Harvey the benefit of a planned visit from his palliative care doctor beforehand and give me
enough time to gather and review all of Harvey’s medical records. I spend the rest of the
afternoon speaking with Harvey’s liver specialist and learning how to connect remotely from my
office to the hospital electronic record system.Three days later, I stand in my bathroom brushing
my teeth and practicing what I will say to Harvey. I go over how I want the conversation to begin,
the tone I want to set. My plan for this second consultation is to orchestrate things from the start
rather than letting them randomly progress, as I did with Peggy.As I turn off the water, I hear the
familiar sounds of my home. There’s the drone of the Nespresso machine in the kitchen: My
husband, Jean-Marc, is having his second coffee. Once an astrophysicist, he is now pursuing a
path as an artist and entrepreneur. I hear the clicking nails of our dog, Benji, as he scurries
outside to chase a squirrel. My son, Sam, seventeen, is probably still in bed; he has his music
turned down low, but the steady beat of hip-hop reverberates through the walls. And I can hear
the footsteps of my daughter, Sara, padding down the hallway, then the familiar creak of the
fourth step: She’s heading downstairs for breakfast. She has a final exam this morning, and like
any typical fifteen-year-old, she’s not likely to be particularly chatty.I climb in the car and drive



over to Harvey’s home, continuing to rehearse. When I arrive at the house, I walk up to the
entrance, open the screen, and knock firmly on the wooden door behind. A man in his seventies
with a bushy gray mustache opens the door and offers me a sad smile as he extends his hand.
“Hi, Dr. Green, thanks for coming. I’m Rod, Harvey’s brother-in-law. Come on in.”I cross the
threshold and am ushered directly upstairs to an open dining area and living space, where I see
two people sitting together on a couch, a man in a bathrobe and a woman sitting close beside
him. The woman stands up without moving toward me. “Hello, Doctor, thank you for coming,” she
says, smiling. “We spoke on the phone, I’m Norma.”With short dark hair, a bright blue blouse,
dark slacks, and a long chunky necklace, Norma is clearly of the generation who still dresses for
the doctor. Her hands fidgeting in front of her, she appears slightly nervous, or maybe just
awkward. I can hardly blame her as I recognize traces of the same feeling within myself. I push
my nerves aside and begin. “Good to meet you, Norma, please sit, be comfortable. I’ll come join
you.”“My sister and brother-in-law are here too,” she adds as I walk into their living space. “Patty
might join us in a bit, but Rod will probably stay out in the backyard.”She sits back down, and I
turn my attention to the man I’ve come to see. Dressed in gray pajamas and covered with a
warm fleece blanket, Harvey looks at least fifteen years older than his wife. I notice his
protuberant, fluid-filled abdomen and papery, yellowed skin, signs that his liver failure is
advanced. I see his frail hands and his gaunt, unshaved face. He likely has only weeks left to
live.“Good to meet you,” I say as I reach out to give Harvey’s left hand a short squeeze. It is cool
and bony, mottled with purple, and has little musculature left for support, but he holds on a little
tighter and just a moment longer than I expect, slowly shifting his gaze to look me straight in the
eye before letting go. It’s as if his movements are just a few seconds behind his intentions.
Norma is sitting on his right, holding his other hand. I sit down directly in front of Harvey on a
sturdy dining room chair that someone previously brought over, and I ready myself to begin what
I have been practicing all morning.

this is assisted dying review, this is assisted dying book review, how long does it take for
assisted dying, this is assisted dying, this is assisted dying book, this is a assisted living facility,
this is home assisted living

Conversations with People Who Hate Me: 12 Things I Learned from Talking to Internet
Strangers, Healing: When a Nurse Becomes a Patient, Empire of the Scalpel: The History of
Surgery, In Love: A Memoir of Love and Loss, The Emergency: A Year of Healing and
Heartbreak in a Chicago ER, The Missing Piece: A Novel (Dismas Hardy Book 19), A Sunlit
Weapon: A Novel (Maisie Dobbs Book 17), Scripting Death: Stories of Assisted Dying in
America (California Series in Public Anthropology Book 50), What We Wish Were True:
Reflections on Nurturing Life and Facing Death, Lifelines: A Doctor's Journey in the Fight for
Public Health, That Good Night: Life and Medicine in the Eleventh Hour, Easy Beauty: A Memoir,
Advice for Future Corpses (and Those Who Love Them): A Practical Perspective on Death and



Dying, Floating Feathers: A Doctor's Harrowing Experience as a Patient Within Conventional
Medicine — and an Impassioned Call for the Future of Care in America, Mountains Beyond
Mountains: The Quest of Dr. Paul Farmer, a Man Who Would Cure the World, Us: Getting Past
You and Me to Build a More Loving Relationship (Goop Press), The Pain Gap: How Sexism and
Racism in Healthcare Kill Women, The Day I Die: The Untold Story of Assisted Dying in
America, A Beginner's Guide to the End: Practical Advice for Living Life and Facing Death,
Farewell: Vital End-of-Life Questions with Candid Answers from a Leading Palliative and
Hospice Physician, The Latecomer: A Novel



Lizz A. Belle, “Insightful, heart breaking, beautifully written. This book is fascinating, heart-
wrenching and extremely well written. While this is a polarizing issue, I appreciate this doctor's
take on her practice, what it means to assist in someone's passing and the ability of the patient's
right to choose.This book takes place in Canada. Their law is considerably different than those in
the US. I live in Oregon, one of the first states to offer "death with dignity" as it is referred to in
healthcare circles and the process here is much more complex and considerably more difficult
than the procedure Dr. Green discusses in Canada. It is even a polarizing issue in Oregon,
despite it being legal since 1997. There are providers here who refuse any involvement, even
being a consulting physician does not feel comfortable, as is their right.This book will likely anger
some and encourage others. In the US we have the patient's bill of rights in the hospital but
choosing to die when they are suffering, truly suffering, is not one of the rights. You may disagree
with Dr. Green and her work. However, reading these patients' stories as she helps them die and
the dignity in having their choices about when, where and who will be present, should touch
even the hardest set against the right to die movement.These are not people who are suicidal.
There are strict criteria patients must meet, both in the US and in Canada, though Canada's law
is more liberal. And the patient has the final say. Literally, right before they are given the
medications.This is an insightful eyewitness account of an extremely controversial procedure.
Healthcare providers will appreciate Dr. Green's candidness about her experiences and
navigating the new law. This was a beautiful story, though I got teary several times.”

Joanne Kelly, “A book that highlights the differences between US and Canadian MAiD. An
important book, very readable, very moving. It highlights the difference between US-style
medical aid in dying and Canadian-style medical assistance in dying. While both are designed
to give people some control over their dying days, the Canadian Supreme Court decided it was
a nationwide right for everyone to receive assistance in dying when they choose; the US
Supreme Court decided it was up to the individual states to decide whether people in each state
have the right to choose what their end looks like. This difference means that in Canada, there is
a nationwide system in place, and doctors are usually present to administer the life-ending drugs
via IV for the patient, which helps them die peacefully within minutes. In the US, the states have
to be careful to pass laws that protect against all possible adverse outcomes, so patients who
are approved for medical aid in dying must self-administer the drugs, which means no doctor is
typically present and the orally administered drugs usually take much longer to work. In my
husband's case, it took him 3.5 hours to die after ingesting the cocktail. The information sheet
we were provided said it could take anywhere from 8 minutes to three days. At present, 10 states
and Washington DC have made medical aid in dying legal, with dozens more working on
passing legislation. Green's book makes me wish we could all do it the Canadian way,
especially if all the doctors are as compassionate and caring as Dr. Green.”



Andy McDonald, “At last, an honest perspective on MAiD from a Canadian Physician Provider!. I
like the way Dr. Stefanie Green connects facets of the dying experience and cuts through the
bewilderment: historical court debates leading up to Bill C-7, the way families stuff down
emotions like they're stuffing a toiletbowl and the bowl overflows when confronted with dying,
how the Canadian experience compares with the American practice, Fee Codes, the elligibility
criteria, the foreseable death issue, the pushback from some corners of our right-wing society
and the importance of self-care. Dr. Green's home appointments with her patients challenges
the reader to take up a fly-on-the wall glimpse of what assisted death is wholly about, and to
arrive at their own conclusion. She dedicates her book to her patients "who have each left an
indelible mark" on her. The interface of one human being treating another human being in
excruciating and unrelenting pain that current science and morphine can't erace is, to put it
bluntly, to make most of us uncomfortable. Entering the spaces of her patients Nivin, Harvey,
Louise, Charlie, Katie, Helen, Suzanne, Ray, Gordon, Edna, Joseph, Edwin, Liz, Anne, John and
others, removes my awkwardness and judgmentality surrounding MAiD, and makes me take
pause in an 'honesty is too much' kind of way, that pain is a futile indignity, a good for nothing, a
humane-effacing entity that is cruel, if not the cruellest joke of all to those of us who never ask for
it. Reading about Dr. Green's patients causes me to hear their silent moans of pain as it grips
and rips up along their painful nerve roots and across their silent lips. Dr. Green's book lists
valuable resources, chapter notes, index, and patient's 'last words' (for the really curious
reader). The book is so compelling I've bought several copies to give to friends near and far,
and no doubt will purchase many more. Having worked three decades in the health sector, Dr.
Green's book is a keeper for purely describing how a physician and each of her patients put a
little love in each other's hearts.  Her book shows me more than I thought was imaginable!”

KevinW, “Both the compassion and the analytical side of assisted death. Fascinating book by a
pioneer of the assisted dying approach in Canada. Compassionate stories of real cases as well
as an interesting description of the development of this new approach by one of canadas first
practitioners.”

Bev Gosling, “Unbiased & very informative. Written by one of Canada's first MAiD (Medical
Assistance in Dying) practitioners, this book shows lots of different scenarios. This issue should
be openly discussed.  We talk about birth - why not death?”

barrie Radcliffe, “MAiD. Totally compelling book,couldn’t put it down. So compassionate and
emotionally moving.Should be mandatory reading for all health care professionals and for any
one looking for information on assisted dying”

The book by Stefanie Green has a rating of  5 out of 4.8. 49 people have provided feedback.
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