
What Door Are We Truly Compelled to Open?

Defining our Response to Physician-Assisted 
Death

Multispecialty Grand Rounds – Grey Nuns Hospital
April 22, 2016

Michael L. Demas, MD, FRCP
Gordon Self, VP, DMin

Presenter
Presentation Notes
We have spent considerable energy the past two years in thinking through this issue in developing policy, seeking stakeholder feedback from the various regulatory bodies, our funder, and sponsor and bishops, including submissions and making appearances before provincial and federal governments.The metaphor of the door speaks to the unparalleled and momentous change before us, and what threshold we are crossing.  While Covenant Health will not provide and open that door to PAD, Dr. Demas and I would like to suggest what we are still called to do in response to patients in our care who verbalize a request to hasten their deaths.  If not what we won’t do, then what door will be compelled to do? 



Learning Objectives

• To present and seek input on Covenant Health’s draft policy 
on physician-assisted death

• To explore what impact the Supreme Court of Canada ruling 
has on all allied health care professionals

• To discuss our obligations of compassion and non-
abandonment to the person in our care
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Presentation Notes
As far as leaning objectives, we want to sketch key elements within our draft policy, that is in its final stages of stakeholder consultationBased on the feedback to date, please note it will be going back to “physician-assisted death” in the title or perhaps “medical assistance to dying”  Copies of the policy are available here and on our website.Second, we want to address the impact the SCC ruling and more recently, the tabled draft federal legislation (C-16).  Not only for physicians, but all of all clinicians, including Catholic and other objecting institutionsAnd third, what this calls us to in terms of balancing conscience rights of all, and our obligations of compassion and non-abandonment.  



Disclosure

We have no disclosures to make in relation to this 
presentation
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Presentation Notes
If there is anything to disclose is that it is very personally engaging issue.  It is hard not to be completely dispassionate given the momentous change we face in our country come June 6/16



What has changed?

• Everything

• Nothing

• Full significance likely only realized in time

Presenter
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So what has changed?  Everything and nothing.On one hand everything has changed.  What was once illegal will now be legal, accessible, and sought after  Advocates, media, and some proposed federal committee recommendations calling for it to be made available by all publicly funded institutions, which is still unknown what will be required in ABAnd yet, nothing has changed.  We have and will continue to care for people who will occasionally ask us to terminate their lives.  That is nothing new.In truth, it will likely take time to unpack the significance of this historic turning point, and whether it holds implications for years to come in what it may mean for us personally, for the medical profession in general, for being a provider of palliative care or mental health services.



Redefining roles?

Presenter
Presentation Notes
Ray Bradbury’s character Clarisse asks in Fahrenheit 451, “wasn’t it true firemen used to put out fires?”It has certainly a question people have asked if physician assisted suicide holds the potential of redefining of what it means to be a physician.So much so that some people question if they should enter medicine, especially if it will require compromising their strongly help conscientious beliefs.  Even if not providing PAD themselves, but arranging for an “effective referral.”  Turning on head our commitment to the Hippocratic Oath – “primum non nocere”Not just in terms of harms to patients, but to the provider and profession itselfAn allegory written today inviting a commentary on our own social-political times may pose a similar question…”wasn’t it true that that physicians used to save lives?”



SCC Carter v. Canada decision

• Section 241(b) and s.14 of the Criminal Code unjustifiably 
infringe on s.7 of the Charter “and are of no force or effect”

• …to the extent that they prohibit physician-assisted death

• “For a competent adult person who:
1) clearly consents to the termination of life, and

2) has a grievous and irremediable medical condition 
(including an illness, disease or disability) that causes 
enduring suffering and is intolerable to the individual in 
the circumstances of his or her condition.”
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Putting aside whether these speculative questions are science fiction or not , what did the Supreme Court of Canada ruling of Feb 6/2015 actually say?The historic prohibition on assisted suicide or voluntary euthanasia that was upheld in the previous SCC challenge of Rodriquez of 1993 were deemed  to unjustifiably infringe on the right to life, liberty and security of the person as protected under the Charter of Rights and Freedoms  They were not so much as “struck down” and declared invalid and “are of no force or effect”Declaration of invalidity then initially suspended for 12 monthsThe ruling allowed for a person who clearly consents…Some questions and observations:Consent – capacity assessment and questions raised by psychiatric community – who will do this…will psychiatrics be the final arbiter?Terminology – what is grievous and irremediable?  Does it have to be fatal, irreversible pathology…what about living with chronic depression? Mature minors – are they in or out?What about safeguards? – cooling off periods, coercion or other pressures on vulnerable populations and quality of life argumentsSilent about other disciplines – physicians are afforded a level of protection but what about nurses, pharmacists, chaplains?



Status update – where are we today?

• The need to “reconcile” Charter rights of patients & physicians

• 4 month extension until June 6/16, with remedy through court 
order applications

• April 14/16 – Bill C-14 tabled - “Medical Assistance in Dying”

• Ongoing Covenant policy consultation  - 4th and final draft, 
posting all statements, submissions on our public website

Presenter
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Article 132 of the SCC ruling acknowledged the need to reconcile rights, but did not say how, other than leaving it to the legislative and regulatory bodies to determine.I suggest this focus on “reconciliation” presumes bridges to be built and need for dialogue that is sadly lacking until more recently in media coverage



What is open / closed for debate?

• Recognition of physician rights to conscientiously object

• Bill C-14 now opens door for NPs and pharmacists to be 
involved, and therefore, decision to opt in or out

• Less public support for institutions to do the same

• Draft legislation is restrictive – ø mature minors, advance
requests, and psychiatric illness as only medical condition

• Media coverage uneven – some perpetuating what doors
are open or closed for Catholic health care – myths

Presenter
Presentation Notes
What door is open and closed for debate?Physician rights to consciously object settled, and probably now with C-16, pharmacists and NPs, too, but unknown about other providers, let alone institutions – was a focus of questions during PTEAG appearanceWe do know, for now, what is off the table.  This will be for discussion, probably Charter challenges.  Media attempting to close the door for Catholic and other faith based providers in characterizing our stance; perpetuating myths.  Only now starting to see some more balanced reporting – Nat Post story on Angus Reid Institute reporting 3/5 Canadians support Catholic and other objecting institutions from having to provide PAD.  Need to proactively address myths



5 Myths

1) Obey the law or follow faith and morals

2) Physician-assisted death is part of palliative care continuum

3) Monopoly stranglehold and thus will hold patients hostage

4) Organizations have no consciences

5) It’s a Covenant Health issue only

Presenter
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But the myths endure.  Last week’s CBC online headline – “In Alberta, assisted-dying bill could lead to tough fight with Catholic hospitals”Stories tend to focus on one or the following myths/



Myth 1 – law OR faith?

• Do Catholic health care organizations disobey the law?
• Municipal bylaws 55
• Provincial Acts 104
• Provincial Regs 223
• Federal Acts 23
• Federal Regs 46
• Evolving number of Accreditation Standards/ROPs 

• News flash - the long standing Catholic moral tradition and 
social teaching has not suddenly changed

• So yes, we follow the law – both civil and canon law

Presenter
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Do Catholic health care organizations disobey the law?  You tell me given the hundreds of bylaws, acts, regulations and standards it must be in compliance.  Health care is a heavily regulated industry, with increasing public scrutiny and oversight.   Our reputation as a good corporate citizen is wll demonstrated.  At the same time, for 150 years in AB Catholic health care has been faithful to both its tradition and the laws of the land – the refusal to terminate life is not a new positionShift conversation from “either/or” to “both/and” solution



Myth 2 – it’s part of palliative care

• A difference simply in degree, versus a substantive 
and radical difference?

• “Palliative Care does not include physician-hastened 
death”

• “Palliative Care does not prolong or hasten death”

• “Palliative Care strives to reduce suffering, not end life”

Canadian Society of Palliative Care Physicians, Key Messages, 
Oct, 2015 
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Well, the CSPCP disagree, as does Covenant Health and other opponents of PAD across the country.   The CSPCP statement, which Covenant Health also shares, further reaffirms that palliative care does not prolong nor hasten death, while upholds conscience rights, advocates for increased resources for palliative care, and adopts a lessen harm position Perhaps up to 3 % of Canadians may ask for assistance in hastening their deaths, while all Canadians can benefit from an integrated palliative care approach. To give Canadians true choice, we should ensure a right to palliative care when we create a right to hastened death.”  To prioritize and advocate harm reduction a. Potential harm to patients who choose hastening their death because of inadequate support, including palliative care; b. Potential harm to other individuals who may be negatively impacted, including physicians with strong moral opposition to any form of participation; c. Potential harm to the specialty of palliative care, the medical profession and our allied health colleagues. 



Myth 3 – 90% monopoly

• Given our “monopoly” will we obstruct access?

• We also have a significant Women’s Health program but 
don’t do therapeutic abortions, either

• But the myth also overlooks our experience and 
compassionate approach around certain early induction 
cases

• The option for safe and timely transfer has always existed

Presenter
Presentation Notes
A closely related myth relates to the majority of palliative and hospice beds we hold in the Edmonton Zone…This view was certainly something I was challenged with when presenting before the PTEAG.  I believe I set the record straight and emphasize the safe and timely transfer option that became part of the recommendations. 



Myth 4 – organizations are bricks

• Question - what do you understand by conscience?

Because…if following conscience is not about angels and 
devils on your shoulder…

But rather:

Consistently appealing to a set of appropriated principles 
with the intentional effort to live a coherent, integrated and 
undivided life, in such a way it fosters trust…

Then shouldn’t we expect organizations to do the same 
through its own policies, codes of conduct, mission, etc? 

Presenter
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The 4th myth is that people can have conscience but not institutions.  The myth hinges on an inadequate understanding of what we mean by conscience in the first place.Angels and devils on your shoulder?In fact, its this consistent alignment of what do and acting in light of who we say we are, whether as people or organizations, that fosters public trust.So yes, I say organizations do have consciences, and they must be upheld



Myth 5 – it’s a Covenant issue only

• Only an issue for Catholic and faith based health 
organizations who say “no”

• Question – will not AHS and other organizations face similar 
issues if objecting physicians at their sites all say no?

• Both organizations transfer all the time

• Even from a quality perspective, let alone resource issue, not 
reasonable to expect PAD will be available at every site

Presenter
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AHS actually likes our policy



4th draft– January 4, 2016
Responding to Requests for Hastened Death

Corporate Policy & Procedure Manual

Policy No.
Date Approved

Approved by:
Vice President and Chief Medical Officer
Vice President, Mission, Ethics and Spirituality

Date Effective
Next Review (3 years from 
Effective Date)

Draft Policy
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Please tell us what you think – again emphasize title will changeCopies here, also posted on our website, can leave feedback on our Ethics Centre siteWill finalize at or around the time of the Medical Directors retreat in May 11th



Key elements - focus on “response”

• Most important word is the first word in the title – Responding

• Respond by providing factually relevant information 

• Respond by addressing pain and symptom management and 
other needs

• Respond by transferring, if required, keeping in mind our 
experience with other similar clinical scenarios

• We will build in language around proposed AHS Resource 
Team/Navigator role once clarified as an additional response

Presenter
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The most important word is the 1st word in the title of the draft policy…in fact this response is seen time and time again in rushing to face head on other issues…



Movement towards; not away

Presenter
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This focus on Response is seen often by Catholic health care, who like the Sisters who founded health care in our province are often the first ones on the scene.  Rushing towards needs, often at great personal risk.  Credit this observation to Ron Hamel, former Senior Director, Ethics, Catholic Health Association of the USHeld on third Monday of April (Patriots Day)3 year anniversary of the bombing this April 2013



What are we “compelled” to do? 

• This response comprises an unwavering commitment to:

• Non-abandonment

• Lessening harm

• Compassion (“like in suffering”) – opening the door to mercy

• Not just for patients, but physicians and staff alike

Presenter
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Its this type of response, from a Catholic moral perspective, that is obligatory.  The choice of word in our presentation was intentional.  What are we compelled to do.Do not abandon the person in care; nor provider or institution conscienceLessen harm…if person is exploring it then at least make sure the patient has information to make a free and informed choice so as not to prematurely pursue something that is so gravitas a decisionStay present – do not discriminate or shameBut it is not just towards patients…but also our staff.  The need to protect and affirm conscience



Conscientious objection

“No one may be required to participate in an activity that in 
conscience the person considers to be immoral.  While 
continuing to fulfill its mission, the organization is to provide for 
and to facilitate the exercise of conscientious objection without 
threat of reprisals.

However, the exercise of conscientious objection must not put 
the person receiving care at risk of harm or abandonment.

This may require informing the person receiving care of other 
options for care.”                               

Health Ethics Guide, Article 165, 2012

Presenter
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This commitment to non-abandonment, lessening harm and compassion is no where more evident in the issue of PAD than conscience rights.This position has long been reflected in our statements about conscientious objection.  We have always supported, without fear of reprisalsHowever, not the important caveat about conscientious objection – as worded in both the HEG and our Code of Conduct (Our Commitment to Ethical Integrity) – must not abandon.



Does engagement mean complicity?

• We are already involved – Pope Francis: “taking on the smell 
of the sheep”

• A moral analysis, based on the principle of cooperation, was 
applied to the PTEAG recommendations and supported by 
the Canadian bishops

• Transferring complete care to an individual provider or to a 
3rd party (i.e., AHS Resource Team/Navigator), for ongoing 
assessment/exploratory discussion, does not constitute 
approval or an intent

Presenter
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Does staying engaged with others , and not abandoning a person, perhaps by sharing information, accessing the AHS Resource Team/Navigator make us complicit?The performance of the following actions by conscientiously objecting providers (individual or institutional) does not constitute approval of or an intent for PAS, nor do these actions contribute any essential circumstances for the performance of PAS:  informing patients of all medical options and the legal option of PAS; informing patients of their refusal and its implications; providing ongoing treatment; and transferring general care of a requesting patient to an individual provider or to a third party organization. A specific referral for PAS constitutes approval of PAS and is not licit cooperation.



Year of Mercy

Presenter
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It is significant that Canada’s new law will unfold during the Year of Mercy.As opposed to a stance defined only as “shutting the door on evil” what door are compelled to open instead?At this point, I turn the presentation over to Dr. Demas



Room in this inn?

• "Wow, doesn’t this one  catch a lot of wind! One of my 
neighbours asked me about ‘Physician Assisted Murder’ and I 
was a bit taken aback”.(1)

• "I think it betrays the very essence of a physician and our first 
mandate is to do no harm and to assist the vulnerable" 

• It is "betraying our roots"

• It seriously bothers me that the medical profession seems bent 
on creating a service from a ruling that says nothing about 
creating a service or even creating access. 

(1)Dr. Richard Bergstrom, Letters from the Editor Edmonton Zone Medical Staff Association Newsletter March 2016

Presenter
Presentation Notes
I am quite conscious of the fact that I, as a physician, am representing the medical side of this presentation and therefore I will be injecting the science of the issue into these rounds.I am considering the impact of the decision of the Supreme Court from a Psychiatric perspective on persons with and without known Psychiatric conditions who may or may not have co-morbid conditions and 'adequacy' of treatment issues, the impact on physicians themselves, and the impact on the medical profession (again from a Psychiatric perspective) given my interest in treating physicians and their families.  In preparation I have consulted many physicians, including Psychiatrists, members of the public, including with advanced metastatic disease, the dying, the medical literature, etc.In preparation for these rounds I have heard comments such as the following



Language is important

• "We are in this together, we need each other, and we can 
resolve our differences through mutual respect, mutual 
understanding, and … collaboration…”

• Language is important

Former Utah Supreme Court Justice and current religious leader Elder  Dallin H. Oaks

Presenter
Presentation Notes
We must remember that many physicians are adamantly opposed to physician assisted suicide, do not see this as a medical act,  do not read Carter v. Canada as mandating the creation of any physician assisted suicide services or registries, are very upset about the seeming rush to provide PAD to all, etc, BUT are wanting to be involved in the discussions since they accept that persons, their loved ones, and physicians will use their agency to choose PAD and therefore if it is to happen it should happen in the most acceptable ways. Language is important.  The concept should be opt in not opt out.   Universal principles should be followed.   For example the phrase in one draft of the CPSA proposed policy stated  "Physicians who elect not to participate in physician-assisted death will provide the patient's information to the relevant administrative leader”.  This statement should be adjusted to state "Physicians will provide the patient's information to the relevant administrative leader."  Most powerfully are the crucial patient care issues that seem to be ignored by directives - physicians have a duty to explore and understand all of a person's circumstances, knowledge and understanding when a person requests physician assisted suicide.Can we agree that by definition of the Supreme Court physician assisted suicide deals with persons who are competent persons and nothing prevents a competent person and/or their loved ones from independently seeking information therefore there is no need for physician direction to any information?  Can we agree that it is actually the role of governments, and the regulatory body, to create a registry of information on where to access physician assisted suicide?  Current technology makes such information easily available to persons and their loved ones.   Perhaps we can suggest technology options with/to CPSA registered PAD physicians?  This technology, such as Skype and FaceTime, can already be utilized outside of a facility by competent persons and their loved ones.



Reconciling differences

• I would hate to see competing compassions tear us apart

• In my approach I will review some of the science of suicide

• But first, because of my interest in physician wellbeing, I 
want to clearly state my starting position in the next two 
slides   

Presenter
Presentation Notes
Clearly there is a need for compassionate caring if persons are coming to the point where they feel that their suffering is intolerable and that their life needs to end.  It is our duty to help such persons.  Such persons need to know that they can speak to their physician about this, or any, issue and that they will not be abandoned, that they will be treated with “courtesy, honesty, respect, and dignity” with “respect (for their) autonomy “  and that their physician  will care for them “even when cure is no longer possible, including (providing) physical comfort and spiritual and psychosocial support.“ CMA Code of Ethics 2004/Code of Ethics adopted by the CPSA 2010



What do we mean by duty to care?

• Persons have a right to proper medical care, a right that is 
pre-eminent and a right which risks being put aside

• Duty to Care is really Duty to Compassion

Presenter
Presentation Notes
Since the request for and completion of physician assisted suicide is a rare event even in countries where it has been allowed for some time there is a pre-eminent danger, a greater risk to suffering persons and their loved ones of selecting away from effective treatments, facilities, personnel, etc due to the tainting effects of this issue.  This is an especial harm in areas with limited service and greater distances.  There are serious harms when the general population starts equating medicines, programs, facilities, physicians as lethal.  We as a caring profession cannot take the risks to our patients of painting these necessary agents with added misperceptions. This is serious harm risk that we cannot ignore in the rush to provide PAD to all.  



Non-abandonment

• Physicians on any side of this issue have the right to earn 
an honest living in the profession without abandoning their 
beliefs.

• They should not be subject to ridicule or suppression or 
exclusion from being in or training in the profession or from 
practicing in or training in any particular institution due to 
their or the institutions’ genuinely held beliefs.  

• Religious and secular facilities have the same rights.

Presenter
Presentation Notes
While I am approaching this issue as a physician I do so recognizing that physicians can be considered a prototype/archetype for all those involved in the caring of the person and their loved ones and while I use the word physician I intend to imply all caring persons.  It is the Court who put “physician” into pre-eminence.



Review of the clinical evidence

Do we as a profession remember some of the following facts?

• The ability to provide effective treatment and amelioration of 
suffering is advancing 

• For example research has begun to show that certain 
genetic markers can “provide some information about which 
patients are most likely to respond to certain 
(antidepressants)”

McMahon F, clinically useful genetic markers of antidepressant response: how do we get there from here?, Am J Psychiatry 2015: 172:8,
also Schatzberg, et al ABCB1 genetic effects on antidepressant outcomes: a repot from the iSPOT-D trial. Am J Psychiatry 2015: 172;751-759



Stats Canada

• Leading cause of disability worldwide 

• Important risk factors for other diseases, as well as 
unintentional and intentional injury 

• Increase the risk of getting ill from other diseases 

• Stigma and discrimination against patients and families prevent 
people from seeking mental health care 

• Huge inequity in the distribution of skilled human resources
Statistics Canada 31 May 2012, Health Canada. A Report on Mental Illnesses in Canada. Ottawa, Canada 2002 

Presenter
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According to the World Health Organization Mental and substance use disorders are the leading cause of disability worldwide, mental health disorders are important risk factors for other diseases, as well as unintentional and intentional injury, mental health disorders increase the risk of getting ill from other diseases such as HIV, cardiovascular disease, diabetes, and vice-versa, stigma and discrimination against patients and families prevent people from seeking mental health care which can lead to abuse, rejection and isolation and exclude people from health care, and there is huge inequity in the distribution of skilled human resources for mental health.



Prevalence of depression

• Incidence of Major Depressive Episodes 4.7%

• 37 % of these persons reported that their needs were partially 
met or not at all (1)

• 2-6% of the general population in Canada will experience a 
depression in any 12-month period (2)

• Incidence of Treatment Resistance Depression 21.7% (3)

• Patients with non-melancholic TRD also failed psychotherapy (4)

(1) Canadian Community Health Survey: Mental Health, 2012
(2) Health State Descriptions for Canadians: Mental Illnesses January 2012 & The Human Face of Mental Health and Mental Illness in Canada, 2006
(3) Treatment-Resistant Depression in Primary Care Across Canada, Rizvi et al, 2014
(4) The Treatment of Nonmelancholic Depression: When Antidepressants Fail, Does Psychotherapy Work, Parker, et al 2014

Presenter
Presentation Notes
There is evidence that psychosocial stress interacts with the brain to mediate significant, often permanent lifelong biological changes to the brain.  We must be careful so as to not forget that some persons may request assistance to terminate their lives when their underlying brain is not and does not function within normal operating parameters.The incidence of Major Depressive Episodes in Canada, a highly lethal condition, is 4.7%, and 37 % of these persons reported that their needs were partially met or not at all (1),  Approximately 2-6% of the general population in Canada will experience a depression in any 12-month period. (2)The incidence of Treatment Resistance Depression in Canada is approximately 21.7%.(3)  Patients with non-melancholic Treatment Resistant Depression also failed psychotherapy.(4)



Seniors at greater risk

• “...relatively greater lethality of suicidal behaviour in 
later life”

Van Orden, KA and Conwell, Y.  issues in research on aging and suicide.  Aging Ment Health. 2015 Jul 15:1-12



What are major factors associated with 
suicide?

Presenter
Presentation Notes
Ask the question of the audience - After a few responses move along to the next slide



Major risk factors

“The… risk factors (that) were the most important and frequently 
observed predictors:

Nordentoft, M. prevention of suicide and attempted suicide in Denmark.  epidemiological studies of suicide and intervention studies in selected risk groups.  
Dan Med Bull 2007 Nov:54(4):306-69

• male gender
• young age
• short duration of illness
• many admissions during last year 
• current inpatient
• short time since discharge
• previous and recent suicide 

attempt

• co-morbid depression
• drug abuse
• poor compliance with medication
• poor adherence to treatment
• high IQ
• and suicidal ideations”



Preventive measures

• “Actions identified … to reduce suicide included improving 
referral processes, staff education in suicide assessment, 
and follow-up"

Mills, et al.  systemic vulnerabilities to suicide among veterans from the Iraq and Afghanistan conflicts: review of case reports from a national veterans
affairs database.  Suicide Life Threat Behav. 2001 Feb:41(1)21-32



Root causes

• “The top root causes of parasuicidal behaviour were poor 
assessment and communication of patient risk, patient 
stressors, and need for staff and patients training” (1)

• Other “root causes included problems with communication of 
risk, need for staff education in suicide assessment, and the 
need for better treatment for depressed and suicidal patients 
on medical units.” (2)

(1) Mills, et al.  actions and implementation strategies to reduce suicidal events in the veterans health administration.  Jt Comm J Qual Patient Saf. 
2006 Mar;32(3):130-41
(1) (2)  Mills, et al suicide attempts and completions on  medical-surgical and intensive care units.  J Hosp Med 2014 Mar;9(3):182-5

Presenter
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A review of three decades of efforts in France, considered by the World Health Organization as the best health care system in the world, to reduce the rates of suicide recently concluded that: “Although Age-Standardized Death (ASDR) suicide has decreased in France since 1987, this decline is quite modest when considering its universal access to care, the prevention of depression and suicide public policies.  (As a result the authors conclude that) Suicide prevention public policies should focus on evaluation and improvement of prevention and care in the [35-54] years old population, and in the males aged 75+” Fond, et al.  the world health organization dataset for guiding suicide prevention policies: a 3-decade french national survey.  J Affect Discord. 2015 Sep 8;188:232-238



Triggers

• "the most common stressor  leading up to the suicide 
was medical problems". 

Mills, et al, Helping Elderly Patients to Avoid Suicide A Review of Case Reports From a National Veterans Affairs Database, The Journal of Nervous
And Mental Disease & Volume 201, Number 1, January 2013

Presenter
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Among elderly veterans "the most common stressor  leading up to the suicide was medical problems".  Further "Our finding that most of RCA reports did not mention previous suicide attempts or expressions of suicidal ideation also mirrors other studies of elderly suicide (Pfaff and Almeida, 2005). There is some evidence to suggest that elderly patients may minimize their emotional pain and not seek help for psychological problems (Lynesset al., 1995). A critically important finding is that the last contact before suicide overwhelmingly occurs with a general medical provider(as opposed to a mental health specialist), suggesting that it is more likely that an elderly suicidal veteran will seek help from a general medical provider rather than a mental health provider. This is also consistent with the published literature (Juurlink et al., 2004; Simning et al.,2010; Smith et al., 2011), which emphasizes intervention recommendations within primary care."  "When one considers the relative rarity of an inpatient stay, together with the higher incident of suicide after inpatient stays, these results suggest that this is a high-risk event for suicide in elderly veterans." "consideration must be given to interventions other than screening, for example, helping family members to understand that the time after discharge from the hospital may be a particularly vulnerable time for elderly patients,especially if they are in pain, have decreased mobility or functioning,or may feel they have become a burden to others. Helping to plan activities and get into a routine after discharge may also help. In addition,interventions that assist elderly individuals to better cope with stressors including medical problems would have considerable face validity.The results also indicate that poor documentation and lack of communication between providers are contributing factors for suicide in elderly veterans."  "it is important to check in with medically ill patients, especially those who have had a recent downturn or worsening of their condition, about their level of hopelessness worry about becoming a burden, and other symptoms of depression even if they are not expressing specific suicidal ideation”. Mills, et al, Helping Elderly Patients to Avoid Suicide A Review of Case Reports From a National Veterans Affairs Database, The Journal of Nervous and Mental Disease & Volume 201, Number 1, January 2013



More facts and considerations

• Chronic pain has been found to be an important risk factor 
for suicide (1).  Thus the clear need for effective access to 
adequate analgesia.

• Facing end of life evokes a variety of reactions in human 
emotion, thinking, and behaviours.

• Persons facing intolerable suffering are clearly at risk of 
feeling agitated, angry, having problems with maintaining 
adequate sleep, nutrition, hydration, and so forth.

(1)  For example see Hassett, et al.  the risk of suicide mortality in chronic pain patients.  Curr Pain Headache Rep. 2014;18(8):436, Hooley, et al.  
chronic pain and suicide: understanding the association.  Curr Pain Headache Rep. 2014;18(8):435., Tang, N. and Crane, C.  suicidality in chronic pain:
a review of the prevalence, risk factors and  psychological links.  Psychol Med. 2006 May;36(5):575-86, and others



Overarousal

• “States of heightened arousal (e.g., agitation, sleep 
disturbance) …  repeatedly linked to suicidal thoughts and 
behaviours, including attempts and death… 

• as severity of heightened arousal symptoms increased, the 
likelihood of death by suicide increased”

Ribeiro, et al.  capability for suicide interacts with states of heightened arousal to predict death by suicide beyond the effects of depression hopelessness. 
J Affect Discord 2015 Aug 22;188:53-59

Presenter
Presentation Notes
“States of heightened arousal (e.g., agitation, sleep disturbance) have been repeatedly linked to suicidal thoughts and behaviours, including attempts and death…  heightened arousal interacted with capability for suicide to prospectively predict death by suicide, such that, as severity of heightened arousal symptoms increased, the likelihood of death by suicide increased among individuals high but not low on capability for suicide.”



Overarousal, cont'd

• “Overarousal interacts with a sense of fearlessness about 
death to predict suicide”.

• “These effects were observed beyond the effects of 
depression, anxiety, age, gender, and marital status.”

Ribeiro, et al.  overarousal interacts with a sense of fearlessness about death to predict suicide res in a sample of clinical outpatients.  
Psychiatry Res. 2014 Aug 15;218(1-2):106-12

Presenter
Presentation Notes
The same group has also noted “Overarousal interacts with a sense of fearlessness about death to predict suicide”.  Further “As overarousal increased, suicidal symptoms increased among high capability individuals and decreased among low capability individuals. These effects were observed beyond the effects of depression, anxiety, age, gender, and marital status.”



Called to respond to underlying 
needs

• Let’s be frank, many psychiatric conditions are associated with suicide, and 
with interminable, prolonged suffering.

• Psychiatric patients are ill and they have a mental illness, mental illness, 
please remember that term.  The mental illness affects judgment in many 
cases and in many cases the mental illness can be successfully treated.  

• If a mental illness is present in a person presenting with a request for 
physician assisted suicide then the decision should be deferred until the 
patient’s mental illness is successfully treated.  If a person with a previous 
mental illness presents with a request for physician assisted suicide then 
the physician should be skeptical that the person might have relapsed.

• Many physically ill patients have psychiatric illness and still need to be 
evaluated before the decision is implemented.



Time is indeed a therapeutic option

• The effects of treatments to alleviate physical suffering can 
temporarily cause a depressed mood and a cognitive 
process in line with physician assisted suicide so these 
persons should be given time and may be in need of 
psychiatric help. (1)

(1) Consider the effects of chemotherapy on the brain, of radiation treatments, even of general health decline such as anergia, insomnia, 
or hypersomnia, anorexia, etc.



Other considerations

• Other conditions can affect the brain and some would be 
expected to impair competency

For example see Bergink, et al.  autoimmune encephalitis in postpartum psychosis. Am J Psychiatry 2015; 172:901-908

•
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The human brain is sensitive to the  consequences of conditions in other parts of the body such as adverse autoantibodies produced in certain conditions, particularly cancer, causing limbic encephalitis, delirium and anti-NMDA antibody syndrome, neuropsychiatric symptoms of SLE, and so forth that can affect the brain to the point of creating severe functional impairments that would be expected to impair competency to make treatment decisions, including those involving end of life.



Other considerations, cont'd

• Stressors and abuse can permanently change the brain and it's 
functioning (1)

(1)Severe childhood abuse is associated with abnormally increased activation of dorsomedial frontal error processing regions.
See for example Lim, et al. neural correlates of error processing in young people with a history of severe childhood abuse: an fMRI study.  
Am J Psychiatry 2015 172: 892-900, see also Tone, EB high stakes in small mistakes: abused youths’ brains show hypersensitivity to errors.  
Am J Psychiatry 2015 172:822-823
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Social stressors and abuse can permanently change the underlying physical brain and it's functioning so that the person becomes more sensitive to the future effects of pain, suffering, and psychosocial stressors.For example severe childhood abuse has been shown to result in abnormalities in brain functioning.(1)



Other considerations, cont'd

• Genetic factors affect response to stress.

For example the serotonin transporter 5-HTTLPR genotype has been found to moderate the effect of stress on severity of ADHD in brain regions
involved in social cognitive processing and cognitive control, va der Meer, et al, brain correlates of the interaction between 5-HTTLPR and psychosocial 
stress mediating attention deficit hyperactivity disorder severity. Am J Psychiatry 2015; 172:768-775
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Stigma against effect treatments

• eg: ECT - the best-studied and most effective single 
treatment for advanced TRD” (1),  

• "the most effective acute treatment for severe mood and 
psychotic disorders”. (2)

• “The rapid relief… accompanied by the rapid reduction in 
suicide drive”. (3)

• “Is acknowledged as the most effective acute treatment for 
severe mood and psychotic disorders”. (2)

(1)Prevalence and Management of Treatment-Resistant Depression, Nemeroff, 2007
(2) ECT in Treatment-Resistant Depression, Kellner, Am J Psychiatry 2012
(3) The Role of ECT in Suicide Prevention, Fink, Kellner, & McCall March 2014
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We must also remember that there is stigma against effective treatments for mental health conditions.  For example: “Electroconvulsive therapy is the best-studied and most effective single treatment for advanced Treatment Resistant Depression”(1),  "the most effective acute treatment for severe mood and psychotic disorders”.(2)  “The rapid relief of severe depression, mania, and psychosis by (ECT) is accompanied by the rapid reduction in suicide drive”.(3)  This treatment “Is acknowledged as the most effective acute treatment for severe mood and psychotic disorders”.(2)“Meta-analyses performed over the past 20 years consistently find ECT to have a larger effect size than other classes of antidepressants, including tricyclic antidepressants, MAO inhibitors, and SSRI and SNRI antidepressants.  The few studies that have directly compared the efficacy of ECT to pharmacologic treatment have found higher response rates with ECT” Prevalence and Management of Treatment-Resistant Depression, Nemeroff, 2007Consider a study of older person who had had either ECT or cardioversion which concluded that both groups “did not want to be ill, did not want their specific electric treatment and would have preferred an alternative.  However, both the ECT and cardioversion group would have their treatment again”.  Little, J. attitudes toward electroconvulsive therapy compared with cardioversion, J of ECT. Vol 21, Num 3, Sept 2015



There is hope

• “Recovery (from severe mental illness) is supported by 
scientific evidence”. (1)  

• eg: borderline personality disorder (associated with repetitive, 
and sometime severe self-harming behaviours, and suicide 
attempts)  can have long term functional and symptomatic 
improvements (2)

• New perspectives and understandings of the pathophysiology 
of the condition such as the interactions of oxytocin and the 
cannabinoid systems in the amygdala, superior temporal 
gyrus and the anterior insula. (3)

(1)Whitley, et al. recovery from severe mental illness.)  CMAJ 2015 187 (13), p. 951
(2) see Biskin, R. the lifetime course of borderline personality disorder. Can J Psychiatry 2015: 60(7) 303-308, Black, D. the natural history of 
antisocial personality disorder.  Can J Psychiatry 2015: 60(7) 309-314
(3) For example see Sabine, and Bartsch. a new perspective on the pathophysiology of borderline personality disorder.  a model of the role of oxytocin..  
Am J Psychiatry 2015. 172:840-851
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Mental illnesses are becoming increasingly better characterized, better understood, better treated, and relief of suffering is increasingly being applied, if not that, at a minimum hope is becoming more obvious.Another important point is that “The concept of recovery (from severe mental illness) is supported by scientific evidence”.(1)  Research has show that persons with conditions such as borderline personality disorder, which is associated with repetitive, and sometime severe self-harming behaviours, and suicide attempts,  can have long term functional and symptomatic improvements(2) and there are new perspectives and understandings of the pathophysiology of the condition such as the interactions of oxytocin and the cannabinoid systems in the amygdala, superior temporal gyrus and the anterior insula.(3)



Religiosity 

• 1/3 of Canadians are regular religious attenders;
• just over 1/2 regular engage in religious activities on their 

own. (1)

See Clark, W., and Schellenberg, G.  who’s religious? Statistic Canada 2006, and Turcotte, M. charitable giving by Canadians.  Statistics Canada, 16 April 2012

• Religious persons are not going away.  We must face up to 
their presence and actively support their rights or we will 
introduce a greater harm to Canadians.
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Statistics Canada reports that “about one-third (32%) of adult Canadians attend religious services at least monthly, over one- half (53%) engage in religious activities on their own at least monthly”.  By the way Canadians who are weekly religious attenders contribute almost 3 1/2 times more dollars per year to charitable causes than persons who attend less often or not at all.  So why does this matter?  Firstly because more than half of our patients engage in regular religious activities and may be likely expected to be concerned about how their physicians might approach them if or when they have irremediable suffering.   Harm to the physician patient relationship.  These data are also important because this means that we should expect to find a substantial portion of physicians who identify themselves as religious, who attend religious services weekly, who regularly engage in both public and private religious activities.See Clark, W., and Schellenberg, G.  who’s religious? Statistic Canada 2006, and Turcotte, M. charitable giving by Canadians.  Statistics Canada, 16 April 2012 (In 2010, 93% had given money to one or more charitable or non-profit organizations, and their average annual donation was $1,004. In comparison, 83% of donors who attended less often or not at all had donated, and their average annual donation was $313) Do not forget that the proportion of immigrants who are religious, and who are active attenders/participants in their faith is greater than in the current Canadian population.



Question

• What harms do you anticipate for our patients?
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Ask the questionRemind that the perception of any agonizing death is somewhat of a fallacy.  The failure of the medical, nursing, pharmacy, and other professions to provide adequate end of life care does not mean that any person should suffer in death - treatments are available and physicians are obligated to acquaint themselves with them.Harms:We must remember that many physicians are adamantly opposed to physician assisted suicide, do not see this as a medical act, who do not read Carter v. Canada as mandating the creation of any physician assisted suicide services or registries, are very upset about the seeming rush to provide PAD to all, etc, AND/BUT are wanting to be involved in the discussions since we accept that persons, their loved ones, and physicians will use their agency to choose PAD and therefore if it is to happen it should happen in the most acceptable ways. Since the request for and completion of physician assisted suicide is a rare event even in countries where it has been allowed for some time there is a pre-eminent danger, a greater risk to suffering persons and their loved ones of selecting away from effective treatments, facilities, personnel, etc due to the tainting effects of this issue.  This is an especial harm in areas with limited service and greater distances.  The medical profession is going to have to take active steps to guard against many of the dangers to the profession, for example we risk that otherwise excellent candidates will elect not to go into medicine, or risk being selected out by medical schools and training programs because experience has shown that such selection has occurred against persons opposed to abortion, and because persons opposed to medically induced abortion have self-selected against the medical profession or against certain fields or training and institutions.    We must face up to these issues and stop pretending that this does not happen.  There are serious harms when the general population starts equating medicines, programs, facilities, physicians as lethal.  We as a caring profession cannot take the risks to our patients of painting these necessary agents with added misperceptions. This is serious harm risk that we cannot ignore in the rush to provide PAD to all.  Persons have a right to proper medical care, a right that is pre-eminent and a right which risks being put aside.Take note of the much more dangerous issue of public officials not upholding or defending laws that allow our pluralistic community to flourish because of their claimed beliefs (usually they selectively uphold laws against freedom of belief rather than fail to do so like the recent case in the United States of America of a county clerk refusing to issue marriage licenses).



The impact of mental illness 

• In summary, mental illnesses are the leading causes of disability 
worldwide, suicide is a frequent component of, and companion to 
many mental health conditions, suicide is not unique to so-called 
physical suffering, the human brain is adversely physically, 
biologically affected by traumatic incidents throughout it’s lifespan, 
and by medical conditions, mental illnesses are becoming 
increasingly better understood, better treated, relief of suffering is 
possible, the concept of recovery from mental illness is supported 
by the evidence, the medical profession must become more wise in 
how it deals with the realities of religious beliefs and freedoms, and 
with how persons come into and are selected into, or out of, the 
profession.  The most ideal support systems for the amelioration of 
suffering must become more actively supported and assisted by 
public policy (For example supporting the family).
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Impact on physician 
wellness/profession

• Physicians on any side of this issue have the right to earn an honest 
living in the profession without abandoning their beliefs. They 
should not be subject to ridicule or suppression or exclusion from 
being in or training in the profession or from practicing in or training 
in any particular institution due to their or the institutions’ genuinely 
held beliefs.  Religious and secular facilities have the same rights 
including the exclusion of certain acts.  

• No one need be abandoned in this rare act.

• Law should not dictate, define, or create medicine.

• Surely it can be our united compassion that leads. 
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Demas Final SlideWe must all respect and take great care to protect the opinion that many physicians do not consider physician assisted death as a medical act, judge made medicine, let lawyers and judges do what lawyers and judges do.  Let healthcare providers do what healthcare providers do; provide dignity, compassion and amelioration of suffering.



What gives us confidence?

• We  DO get requests now

• We  DO respond with respect and compassion

• We  DO stay engaged and remain present



What gives us confidence?

• We  DO uphold conscience rights and institutional integrity

• We  DO meet people where they are at

• We  DO risk getting our hands messy



Final questions and a claim

• Are we prepared to stay engaged and respond, and add our 
voice to the conversation, or to keep distance?

• Theologically, are we a pilgrim people, or a people set 
apart?

• We are all migrants on a journey



Summary

• An opportunity to reclaim our language – mercy, 
compassion, dignity, aid, assistance

• “Misericordia derelictus”

• To be merciful in lifting people up/ standing with

• To not lose sight of what we must (am compelled) to do



A shared humanity

Is it not true…

That those requesting assistance, whether to avail 
themselves of quality palliative/hospice end-of-life care, or 
to hasten their death….

Are our brothers and sisters?



On care of our common home

• “The Creator does not abandon us; he never forsakes his 
loving plan or repents of having created us. 

• Humanity still has the ability to work together in building our 
common home.”

Pope Francis, Laudato Si, 13, 2015



Questions?
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