
PJ McGrath lay in a hospital bed, his back and bony knees 
propped up as much as the bed would allow. His head tilted 
to the left and rolled forward so that his chin, with its scrag-

gly ghost of  a goatee, almost rested on his chest. 
McGrath was tired, nauseated, joyful. When anyone asked how 

he was, those were the three words he used. It was July 28, 2016, 
a lucky day, according to the Chinese zodiac, for someone born in 
the Year of  the Monkey. This fact pleased McGrath; he was happy 
to die on a lucky day. 

The room had been cleared of  most of  the belongings he’d collected 
over the 10 months he’d been in the Peter Lougheed Centre receiving 
treatment for throat cancer. The jars of  spices that he’d used to add fla-
vour to the hospital food when he could still eat, the bright yellow emoji 
pillow that he kept at the end of  his bed, the boxes of  digestive cook-
ies and stacks of  adult diapers—all had been removed to make space 
for family and friends. They sat in chairs around the room, alternating 
between silence and reminiscing about old times before McGrath had 
cancer, before he decided today was the day.

Three of  his paintings rested against the window. Two were in-
tended for friends who sat near his bed. The third was for staff  of  
Unit 52 who’d looked after McGrath since he arrived. Standing at 
the end of  his bed, his doctor, whom we are calling Dr. H, crossed 
one grey-heeled foot in front of  the other and bent over to rest her 
elbows on the metal footboard of  his bed.

“How’d it go?” she asked, putting a hand on his leg. She made 
a point of  touching him in a non-clinical way on every visit. It was 
a promise she made to herself  the first time they met, when she 
realized this was going to be a patient-doctor relationship unlike any 
she’d ever experienced. 

Last June, the federal government legalized medically 
assisted death. A few days later, PJ McGrath asked his 
doctor to help him end his life. McGrath’s mind was made 
up, but his conviction was not shared by some of his 
friends, family and caregivers. By Christina Frangou
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McGrath had to lift his head a few centimetres to speak and the ef-
fort easily winded him. “I didn’t smoke a whole cigarette but it was nice 
to go outside,” he said.

“I’m glad you got to go outside,” Dr. H said, and smiled. “We’ll do 
the consent now if  that’s okay with you.” 

“I’m ready,” he said.
She explained the medications that McGrath would receive for the 

procedure that his chart listed as “MAID”—shorthand for medical assist-
ance in dying.  “The first and second will put you to sleep. The third one 
will paralyze your muscles.” When she finished, she handed McGrath a 
clipboard. He signed his name on the Alberta Health Services form. 

A nurse wheeled in a cart topped with 10 needles, laid across a white 
sheet and set out in the order they were to be administered. Four had 
the circumference of  a loonie. The smaller needles were filled with sa-
line, to be pushed through McGrath’s IV after each medication to clear 
the tube and prevent adverse reactions. 

With the arrival of  the cart, one of  his daughters walked out into 
the hallway. She’d already told her dad that she did not want to witness 
what was about to transpire. 

“We’re making history,” said one nurse to another, standing near the 
back of  the room.

McGrath first noticed the lump in his throat in 2011. He 
was working as the night kitchen manager at a 1,200-person camp 

in northern Alberta. Most shifts, he was responsible for up to 40 em-
ployees as they readied breakfast and lunch. His staff  called him “Chef ” 
and teased him that they would one day steal his beloved Japanese knife. 

Seth Winters was the “whatever needed to be done guy” around 
the kitchen. He noticed the lump on his boss’s neck. It seemed to grow 
bigger by the day. Winters mentioned it twice but McGrath passed it off, 
saying it was no big deal. 

Cancer had ripped a hole in his life once before. Now, he’d finally 
settled into a place where he was happy. He feared getting stuck in a 
maze of  hospitals and doctors’ offices to treat a disease he suspected 
was probably fatal.  

He was born in Toronto in 1956 with a rare extra artery that branched 
off  the aorta and ended in his left lung. He developed pneumonia six 
times between the ages of  two and eight before doctors removed the low-
er lobe of  his left lung. Those were his first memories of  a hospital.

His father, McGrath said, was a drunk who beat his mother often. 
The son swore he would never become an alcoholic. Maybe, he said, 
that’s why he later relied on marijuana heavily—too heavily, by his own 
admission. By 17, he was smoking a pack of  cigarettes and as many as 
10 joints a day. He dropped out of  high school and worked a series of  
jobs: a low-level role in an ice factory, then a brief  stint trafficking and 
dealing hash before joining the shipping department of  Sears. When he 
was 22, he took a job selling radio advertising. He was personable, witty, 
good with names and always had a story to tell; for a while he made a 
good living.

In 1981, McGrath walked into the bar of  an Ottawa hotel and saw 
Michelle, a civil servant, who was drinking with her friends. He told the 
bartender to put their drinks on his tab. That was the beginning of  the 
love of  his life, he said. He and Michelle married in 1982 and had two 
daughters: the first in 1984 and the second, weighing only 600 grams 
after a premature birth, in 1986. At McGrath’s request, their names are 

withheld from this story. “My God, we were proud parents,” he said. 
The family settled in the Bells Corners neighbourhood in Ottawa. 

McGrath and Michelle were regulars at bridge games. She was known 
for her chocolate mousse, he for his pranks. Behind the laughs, they 
fought a lot. McGrath jumped between jobs, with little success. Money 
was often tight. By his account, the weed “stood in the way every year 
we were married and I denied that the whole time.” She nearly left him 
more than once.

In 2002, on their eldest daughter’s birthday, Michelle was diagnosed 
with advanced liver cancer. She died 54 days later, leaving McGrath 
and their two daughters shocked and broken. McGrath took a two-year 
holiday from work, intending to focus on his daughters. Instead, he fo-
cused on pot. “I smoked my brains out, literally. I neglected my children 
in a very big way, something I would regret for the rest of  my life.”

His eldest daughter moved to Alberta. In 2005, McGrath fol-
lowed her west. He tried his hand at a few jobs in Calgary before 
moving onto the oilfields of  northern Alberta. That’s where he 
watched the lump thicken and stretch his throat for two years. When 
it reached the size of  a baseball and started to impede his breathing, 
McGrath went to see a doctor. He was diagnosed with metastatic 
throat cancer in October 2013. 

There was no discussion of doctor-assisted death during 
Dr. H’s medical training, although the issue had already stirred 

controversy. In 1994, Sue Rodriguez of  Victoria, who had Lou 
Gehrig’s disease, underwent a doctor-assisted death at home in the 
presence of  her MP after the Supreme Court of  Canada dismissed 
her appeal to have a physician help her die. 

Dr. H studied the ethics of  physician-assisted death in a course she 
took as an undergraduate. She was interested in the concept of  pa-
tient autonomy—“the idea that everyone should have a choice in their 
own health and body.” After graduation, she worked in various Calgary 
hospitals, caring for adult patients who didn’t require a specialist. Her 
patients had pneumonia, cancer, behavioural problems with dementia. 
They tended to be among the poorer residents of  the city, with a high 
proportion of  immigrants; most were geriatric patients. 

Over her career, she watched many patients die—such is the na-
ture of  the patient population she works with. Often, it’s an unexpected 
death; it’s rare, she said, for a patient to drift away peacefully in hospital 
while waiting for a place in long-term care. Normally, it’s a “rather ur-
gent situation,” she said. “We call those a Code 66, when a patient gets 
unstable, and you realize that if  you don’t intervene quickly, they could 
die. It’s always really stressful for families but also, frankly, for doctors.” 

In her role, she sometimes stands by as patients make difficult de-
cisions about their care. Two years ago, she watched as a woman with 
metastatic ovarian cancer, a temporary foreign worker, walked away 
from the hospital and returned to work. She needed to send money 
home to her family. Dr. H disagreed with that decision but felt it was 
important to honour the woman’s request. Patients have a right to make 
their own decisions about their treatment, she said. “That sense of  pa-
tient autonomy and their ability to make their own decisions for their 
own bodies and to value the things they are going to value—that’s im-
portant to me as a doctor.” 

In February 2016, a few months before the federal government 
introduced its medical assistance in dying law, Dr. H received a ques-

tionnaire from Alberta Health Services, looking for physicians and nurs-
es who would be interested in providing medically assisted death once 
the bill passed. She submitted her name.

McGrath initially didn’t want any treatment for his 
cancer, but agreed to undergo an intense 26-day regimen of  

chemotherapy and radiation after a doctor told him he’d be able to 
work again. McGrath started looking for a second-hand food truck, 
planning to sell gourmet burgers topped with sauces he’d cooked up 
in the oil camps. But his condition worsened. Within weeks of  his 
last radiation treatment, his spine began to weaken and he developed 
kyphosis, an extreme curvature in the upper vertebrae. Moving be-
came difficult. He required a cane, then a walker; one morning in 

October 2015, he woke up and could not stand. 
He was admitted to the Peter Lougheed Centre later that month 

after it became impossible for him to live at home. He could no longer 
swallow properly because of  the damage to his neck. Doctors inserted 
a feeding tube into his stomach, which McGrath kept pulling out. He 
refused to be fed by tube.

Dr. Mark Evans looked after McGrath when he was admitted, but 
did not expect his new patient to survive very long. McGrath, who’d al-
ways been thin, was emaciated, his neck distorted. “I thought he would 
die any moment. He was quite distressed and dishevelled but kind of  
buoyant and bubbly all at the same time,” Evans said. He ordered scans 
to assess the spread of  McGrath’s cancer. To his surprise, the cancer was 
relatively stable. It would kill his 60-year-old patient slowly.

McGrath’s request set off a chain of events both medical and personal. The drugs used in the procedure are wheeled into his room, above 
left. McGrath specified that his landscapes painted in hospital, above right, be given to friends and to the staff of Unit 52.  
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He added McGrath’s name to the queue of  Calgarians waiting 
for a spot in long-term care, but it wasn’t clear McGrath would find 
a suitable place. He fell into an awkward category: too sick to be at 
home, too complicated to be in a regular long-term facility, and too 
young for many seniors’ homes. “He was in the system. I’m not sure 
you could say he was on a waiting list,” Evans said.

For the next 10 months, the fifth floor of  the hospital became  
McGrath’s home. He was put on a puréed diet to reduce the risk of  
inhaling food or liquids and developing pneumonia. The former chef  
tried to make his meals palatable by seasoning his dishes with the 
spices he kept on his hospital table—lemon pepper, garlic powder, 

vanilla extract. Even normal water was deemed too dangerous. He 
drank a thickened version with a consistency like honey. 

He started painting—a hobby he’d liked as a teenager but dropped 
because his father thought it effeminate. Winters, his friend from the 
camp, brought acrylic paints and canvases. Working from memory, 
McGrath painted landscapes. 

Over the course of  the winter of  2016, his eyesight began to fail. By 
spring, he could no longer see well enough to paint. He couldn’t sit up on 
his own. His nurses pushed the foot of  his bed to the window, a spot that 
offered a bit of  sunlight and, because he was unable to move his neck, the 
only place in the room where he could see the television. His skin dried 

out, forming cracks along his arms and face. Black scabs marked his arms 
where he’d scratched himself  in his sleep. When visitors came to see him, 
he’d ask them to pull a chair right up to the bed on his left side, and sit 
near his shoulder. It was the only way he could see them.

He missed lasagna and spaghetti, painting and the outdoors. He 
thought about asking a friend to help him end his life and hid two 
bottles of  morphine in a bag. On a whim, in June 2016, he broached 
the subject with his doctor. “I’m only going to get worse and I can’t 
live this way,” he said. “I can’t lie in bed watching this s---, excuse my 
language, all day every day. I need much more to my life than that.” 

From the beginning, he felt at peace with his decision. Joyful, he 
said again and again. 

Sixteen months before McGrath’s request, the Supreme 
Court of  Canada unanimously struck down the prohibition on 

physician-assisted dying in Canada, ruling that it violated the Canadian 
Charter of  Rights and Freedoms. In response, in June 2016, Parliament 
passed Bill C-14, which gave Canadians the right to seek an assisted 
death, provided they met certain criteria. It’s sometimes called MAID, a 
rather elegant acronym that describes the act of  one human being using 
medicine to help end another’s life. McGrath asked his doctor to help 
end his life a few days after the law came into effect.

McGrath was among the first in the province to apply for MAID. His 
case was unique—he was dying, certainly, but slowly. Although he was in 
an advanced state of  irreversible decline, there was debate initially about 
whether his natural death was “reasonably foreseeable,” as required by 
the assisted dying law.  And then, there was the fact that he lived at the 
Lougheed Centre. If  he died with medical assistance, he would be the first 
to do so in the Calgary hospital, a facility heretofore solely dedicated to 
saving and extending the lives of  patients. 

Matt Cloutier, a 28-year-old doctor who started working 
at the hospital that summer, took over McGrath’s care a 

few days after his MAID request. Cloutier had never been involved in 
a case of  medically assisted death and wasn’t entirely sure where he 
stood on the issue. He was given the option to pass McGrath’s care 
onto another physician, but felt strongly about supporting his patient. 
“The reality for me is I’m his doctor. I said an oath when I finished 
medical school that I would take care of  my patients no matter what, 
and that’s what I live by in my career.”

Cloutier set out to ensure that it was the unyielding process of  can-
cer that was destroying McGrath and not a failure somewhere in the 
healthcare system. He burrowed deep into McGrath’s history, asking 
about his past, his symptoms, his values. “I dug down through depres-
sion and every symptom when it came to the physical,” he said. He 
tried everything to get McGrath’s pain under control, help him eat, 
increase his mobility but to no avail. It “made no bearing at all on his 
day-to-day because there really wasn’t a modifiable factor that was 
making his life crappy,” Cloutier recalled. “His life was what it was 
because that is where his diseases had progressed to.” 

Not everyone was comfortable with McGrath’s decision. His chil-
dren, McGrath said, “were having a bit of  a hard time accepting that 
I am going to do this, but they also understand that I am suffering, so 
they are okay.” He announced it to his friends on Facebook without 
warning, angering many. Some reached out privately. An old workmate 

from the camp apologized for staying quiet after McGrath’s Facebook 
announcement and said she’d been in deep thought about his decision. 
“I respect it, as much as I’m going to miss you. I know it’s for the best.”

Laura Poulter, who’d been one of  Michelle’s closest friends in  
Ottawa and had been like an aunt to their daughters, said she hated the 
way he told people about his plan, even though she felt he had suffered 
enough. “Michelle would be furious with you,” she told him. 

A nurse told McGrath that she would not work with him on that 
day because it went against her religious beliefs. “I said to her, ‘Don’t 
worry about it. It’s your own belief.’” 

He said he believed in a God, but not in the institution of  religion. 
“I don’t know what happens when you die. It’s all speculation. 

“(Medically assisted death) is not an easy way out. It is a defined 
way out. I know when I am going, how I am going and I am not going 
to stop it. I don’t think anybody would want to live knowing that every 
day they are going to decline.” 

In June, less than two weeks after the Senate passed 
Canada’s doctor-assisted dying law, Dr. H was in the emer-

gency room when the medical director of  the Calgary health zone 
tapped her on the shoulder. “I want to talk to you about medical 
assistance in dying,” she recalled him saying. “We have a case. I’m 
hoping you can help us out.” 

The health zone had received many requests for MAID, but this 
was among the first in a Calgary hospital that met the eligibility criteria.  
Dr. H had to learn the policies set out by the Alberta College of  Phys-
icians and Surgeons and Alberta Health Services, and study the medi-
cation protocol developed by the Alberta College of  Pharmacists, which 
employed drugs she had limited experience with. She participated in all 
aspects of  McGrath’s care related to MAID, ensuring that McGrath 
met the criteria and helping to plan the agenda for his last day. But his 
day-to-day care remained Cloutier’s responsibility.

Dr. H would later describe these weeks as some of  the toughest of  her 
career. She read pages of  documents from professional organizations. 
She felt some of  the recommendations were contradictory: Physicians 
who have a conscientious objection to the procedure are permitted to 
step aside from the care of  the patient, but professional organizations 
make clear that physicians must not abandon their patients.

The province’s program is designed so physicians may opt in if  they 
are willing to provide a medically assisted death. But Dr. H worried that 
that approach might lead to stigmatization of  the act; she wished the 
program functioned in the opposite way—physicians could opt out if  
they objected to participating in a medically assisted death. 

Dr. H didn’t know who among her colleagues was supportive of  
MAID. She broached the topic casually with colleagues and friends, 
asking them broadly how they felt about it without letting them know 
she was about to become a practitioner. Speaking a few days before 
the procedure, she said, “I’m scared on some level that people will find 
out. I’m carefully choosing the friends and colleagues that I share this 
information with. I don’t want people to look at me different, for them 
to think that I would ever impose this kind of  practice on somebody.” 

She started grinding her teeth in her sleep and woke up with head-
aches from tension in her shoulders. She called a death doula to talk 
about creating wellness in dying. Dr. H felt frustrated by a colleague 
who suggested that the physician providing the first medically assisted 

McGrath’s last day included a trip to the roof of the Lougheed Centre for a final cigarette and, after an anti-nausea drug was administered, 
a Funky Monkey smoothie from Booster Juice.
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death in the hospital should be the attending physician for all patients 
who request the procedure, and accept any consequences. She feared 
there would be picketers on the ward. 

“There is so much fear and misunderstanding around how this 
works, and, of  course, the cultural and religious implications are 
huge,” she said. “Part of  me doesn’t want to be the poster child for the 
procedure. For one thing, obviously, there’s a huge security risk. Not 
just for me, but for my family.”

And there were other considerations. “First do not harm—that is 
one of  the first phrases we learn around the ethics of  our profession,” 
she said. “It feels counterintuitive to be asked to end a person’s life. We 
are supposed to cure them. But what if  the harm comes from daily 
suffering, and prolonging life adds to that? It’s not so clear then.”

On the morning of July 28, McGrath woke up tired and 
unable to eat. His nurses moved him to a larger room on the 

other side of  the unit to accommodate the family members and friends 
expected to come. They changed his blood-spotted grown and rubbed 
moisturizer into his cracked skin. 

Cloutier had ordered an IV so McGrath could receive an anti-nau-
sea medication that would help him enjoy his last lunch: a Funky Mon-
key smoothie from Booster Juice. But nurses didn’t start the IV, fearing it 
would be used to administer fatal medications. Throughout the morning, 
McGrath’s daughters carried his smoothie back and forth from his room 
to the fridge in the unit kitchen as their dad toyed with eating it. 

His trio of  doctors—Cloutier, Dr. H and another physician who 
asked not to be identified—was surprised when they arrived at noon 
and found that McGrath felt too ill to drink his smoothie or to go 
outside for a last cigarette as planned. “I’m sorry, boss,” Cloutier said, 
resting his elbows on the bed and his chin on his arms. 

The team decided to start an IV to give Zofran, an anti-nausea 
medication. They would wait to see if  he felt well enough to go outside 
before he died. 

“If  you don’t have to be anywhere else?” asked McGrath. 
“I have all day,” Dr. H said.
A nurse who’d come from the Foothills Medical Centre to partici-

pate in the procedure placed an IV in each of  McGrath’s arms, above 
the elbow, where his veins were best. “I remember you have lovely 
veins,” she said to him as she wiped his arm with an alcohol swab. 
She’d met McGrath the previous week, when she’d come to introduce 
herself  because she wanted him to see familiar and caring faces on his 
last day. She’d come, too, she said, because she needed to see for her-
self  that his quality of  life was so poor that he was not “truly living.”

The room was tense as the Zofran dripped into McGrath’s IV. It 
was a complicated, uncomfortable mix: daughters, extended family, 
friends from the oilfields who’d never met his family, a journalist and a 
photographer. Some made small talk as they waited for the medication 
to kick in. McGrath gave his daughters his cellphone; Winters got the 
chef ’s knife that he’d admired in the camp kitchen. His daughters chid-
ed him that he needed a manicure for his long nails. Poulter reminded  
McGrath of  his habit of  lobbing the bowling ball in Bells Corners. 

“You’re going out with a blaze, Mister,” she said. 
“I always do,” he responded. “I had to blaze my own trail. This will 

be another one.”
Porters came to wheel McGrath in his bed down to the second-

floor patio. He planned to smoke a final cigarette, his first since being 
admitted. His daughters trailed behind, arms around each other. On 
the patio, they moved out of  sight of  hospital employees. Winters lit a 
cigarette and passed it to McGrath, who held it between a thumb and 
forefinger. “Tastes like my first cigarette,” he grinned. 

He smoked very little of  it before being wheeled back upstairs. 

At 2:15 p.m., the three physicians returned to Room 16. 
They had decided to all be present so that those outside the room 

wouldn’t know who had given the medications to make him die. They 
lined up along the wall beside the bed. McGrath’s youngest daughter 
held his hand, standing on his left side where he could see her. Her older 
sister left the room. She’d already told her dad that she couldn’t watch.

The first medication was an anti-anxiety drug that acts as a sedative 
and muscle relaxant. Dr. H pushed the plunger of  the needle slowly, as 
another doctor, consulting the clock on her cellphone, read out the time. 
“Thirty seconds,” she said. “One minute.” 

“I love you,” said his daughter. McGrath looked at her and she 
exhaled heavily. “I love you, too.”

The medication was pushed through the needle, as required, over 
two minutes. It was followed by the saline flush. McGrath closed his 
eyes. His daughter closed hers and rubbed his hand.

“I can feel that already,” McGrath said. Soon, his head dropped to 
the left like someone nodding off  to sleep, and his chin came to rest fully 
on his chest. His legs twitched as his muscles relaxed.

“He might not be able to talk to you but he can still hear you,”  
Dr. H told his daughter. 

After a nurse passed her another needle, Dr. H injected a local anes-
thetic into his IV over 30 seconds so he wouldn’t feel the next injection, 
the coma-inducing agent propofol. When the anesthetic had been ad-
ministered, she slowly injected the propofol, pushing the needle plunger 
for two minutes and thirty seconds. 

“This is going to put him in a coma. Again, he might still be able 
to hear you. But also, for someone as tiny as your dad, this may do it,” 
Dr. H told his daughter. But it did not. She administered a second dose 
of  propofol, as another doctor counted out time in 30-second intervals. 

Dr. H opened McGrath’s eyelids to check for movement. When she 
finished, one remained open slightly. His daughter asked her to close it. 

A nurse passed a needle to Dr. H with the next medication, which 
would stop McGrath’s muscles but not his heart. After paralyzing some-
one’s muscles, the heart stops beating on its own, Dr. H explained. It is 
difficult to know how long that will take. 

Dr. H administered this medication by a rapid push. 
The next minutes passed slowly, anxiously, the sound of  machines 

and the hospital intercom broken by the sniffs of  people crying.  
McGrath’s daughter spoke to him every few minutes. 

Cloutier bent over and put his stethoscope to McGrath’s chest. He 
stayed there for several seconds, listening, then nodded to the room 
to indicate the heart was still beating. He did this several times. The 
pharmacist was paged, as a precautionary measure. A third dose of  
propofol was administered. 

Nineteen minutes after the first medication was pushed into the IV, 
Cloutier moved his stethoscope back to McGrath’s chest. The doctor 
kept his head up, a hand on McGrath’s arm, listening. He nodded to the 
room to say that McGrath had gone. 

The final moments: Friends and family gather to say goodbye. McGrath’s 
older daughter did not want to be in the room during the procedure, but 
his other daughter, below, held his hand as the drugs were administered.
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