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Carter Decision
• A recent court decision in Canada (Carter)
proposed to offer PAD to adults who are
competent, and have “intolerable suffering”,
and suffer from a “grievous and irremediable”
condition (illness, disease, disability).

https://scc-csc.lexum.com/scc-csc/scccsc/en/item/14637/index.do

Report of the Special Joint Committee
on Physician-Assisted Dying
• Recently a Special Committee of the Canadian
parliament have proposed extending this
benefit to patients 18 years or older.
• Psychiatric patients will have access to PAD, as
long as they meet the criteria.

http://www.parl.gc.ca/content/hoc/Committee/421/PD
AM/Reports/RP8120006/pdamrp01/pdamrp01-e.pdf

Physician-Assisted Dying
• Psychiatrists have long been active in
preventing suicide and many psychiatrists are
concerned about their potential role with
PAD, especially involving patients with
psychiatric illness.

Physician-Assisted Dying
• Studies from Oregon and the Netherlands
have shown that between 8 – 47% of patients
requesting PAD have depressive symptoms.

Levene I, Parker M. Prevalence of depression in granted and
refused requests for euthanasia and assisted suicide: a
systematic review J Med Ethics 2011;37(4): 205-211

Potential Roles for Psychiatry
1.
2.

3.

Assessing capacity/competence
Assessing “grievous and irremediable” in the
context of psychiatric illness
Assessing psychiatric symptoms and
potential treatment in patients without a
primary psychiatric disorder, e.g. depression
the context of terminal cancer

Consent: A Guide for Canadian Physicians
https://www.cmpa-acpm.ca

Can Suicide of Physician Assisted
Dying be Rational
• 90% of completed suicides are the result of
psychiatric illness
• Effective treatment of psychiatric conditions
reduces suicide risk
• Some authors argue that in some situations
that suicide can be a rational choice even in
patients with psychiatric illness
1.
2.
3.
4.
5.

American Psychiatric Association (APA) Practice guideline for the assessment and treatment of patients with suicidal behaviors
http://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/
Hewitt, J. Why are people with mental illness excluded from the rational suicide debate? Int J Law Psychiatry 2013; 36(5 - 6) 358-365
Hewitt, J. Rational suicide: philosophical perspectives on schizophrenia. Med Health Care Philos. 2010; 13:25-31
Groenewould J, van der Maas PJ, van der Wal G, et. al. Physician-assisted death in psychiatric practice in the Netherlands N Engl J Med.
1997;336:1795 – 1801
Burgess S, Hawton K. Suicide, euthanasia and the psychiatrist. Philos Psychiatr Psychol. 1998;5:113-126

The Dilemma of Dementia
• Most patients with end stage dementia are not
competent to consent to medical treatment.
• Many citizens (myself included) do not wish to
live in a demented state (severe disorientation,
severe cognitive impairment, fecal and urinary
incontinence).
• The way forward may involve giving legal weight
to advanced directives and the appointment of a
decision making “representative”.

What are the Issues for Psychiatry
1.

Competence and Capacity

2.

Dementia - ? competency

3.

Psychiatric diagnoses especially depression
• As the sole request for PAD
• As part of the clinical picture
• Suicide as a symptom of depression

Competence (Capacity)
1.

Competence is a legal term, is specific to the task at hand, and
includes elements such as capacity, jurisdiction and age.

2.

Mental Capacity assessment is necessary to determine legal
competence.1

3.

Components of capacity.2
a)
Receive, process, hold and understand relevant
information
b)
Appreciate implications for one’s own situation
c)
Reason with the information
d)
Express a treatment choice

1Buchanan, Alec
2Appelbaum,

Mental Capacity, Legal Competence and Consent to Treatment, J R Soc Med. 2004 Sept 97(9) 414-420
P.S. Consent in Impaired Populations, Curr Neurol Neurosci Rep (2010) 10:367-373

Capacity and Informed Consent1

1Neilson,

1.

All persons, including those with psychiatric illness
are presumed to be capable until deemed otherwise.

2.

Capacity may be compromised by psychosis,
dementia, intellectual disability, and severe mood
disorders.

3.

“Inherent mental factors that limit choice should not
deprive a person of access to appropriate medical
treatments ….. that may alleviate suffering.”

4.

May use advanced directives or living wills.

G. et.al. Informed Consent to Treatment in Psychiatry (CPA Position Paper)
The Canadian Journal of Psychiatry, Vol 60 No. 4 2015

Psychiatric Illness
•
•
•
•

•

•

•

½ of patients in the Netherlands requesting PAD have depression1
Most patients with depression are competent
27% of patients receiving PAD in Switzerland had depression
Review of 8 palliative care programs in Canada2
•
12.2% had a genuine desire to die
•
52.2% of these had a mental disorder
58 patients in Oregon with either cancer or ALS who had requests for PAD; 153 were
suffering from depression; 13 were suffering from anxiety
There is no good data that we can successfully treat depression in adults with cancer. 4
Two contradictory views in the literature regarding patients with depression:
1.
Need to be protected from PAD
2.
Are being denied access to PAD

1Levene, I. Prevalence of

depression in granted and refused PAD, J. Med. Ethics 2011: 37: 205-211
et.al. Mental disorders and the desire for death in patients receiving palliative care for cancer,
BMJ Supportive & Palliative Care 2014: 0:1-8
3Ganzini, L. et.al. Prevalence of depression and anxiety in patients requesting physicians’ aid in dying: cross
sectional survey, BMJ 2008, 337
4Williams, S. et.al. The effectiveness of treatment for depression/depressive symptoms in adults with
cancer: a systematic review, British Journal of Cancer (2006) 94, 372-390
2Wilson, K.G.

More Data From The Netherlands
•
•
•
•

Data from 1st year of End of Life Clinic
645 requests
162 granted (25.1%)
124 (19.2%) died before assessment

Requests Granted
1. Somatic condition
2. Cognitive decline
3. Psychological condition

113
21
6

32.8%
37.5%
5.0%

Snijdewind, M. A Study of the First Year Of the End-of-Life Clinic For Physician-Assisted Dying in the Netherlands,
JAMA Internal Medicine , 2015 on Line August

More Data From the Netherlands
Legal Due Care Criteria For Euthanasia
1. The attending physician has come to the conviction that the
request from the patient is voluntary and well considered.
2. The attending physician has come to the conviction that the
suffering of the patient is unbearable and without prospect of
improvement.
3. The physician has informed the patient about his or her situation
and prospects.
4. There are no more reasonable alternatives for the patient.
5. The physician has consulted at least one other, independent
physician.
6. The physician has terminated the patient’s life or provided
assistance with suicide with due medical care and attention.
Snijdewind, M. A Study of the First Year Of the End-of-Life Clinic For Physician-Assisted Dying in the Netherlands,
JAMA Internal Medicine , 2015 on Line August

Data from Belgium
•

•
•

Review of the first 100 patients from Belgium with
request for PAD based solely on psychological
suffering:
•
Depression
58
•
Personality Disorder 50
•
Asperger’s Syndrome 12
48 accepted for PAD
Only 3% of all PAD cases in Belgium had a primary
psychiatric disorder

Thienpont, L. et.al., Euthanasia requests, procedures and outcomes for 100 Belgian patients suffering from psychiatric disorders:
a retrospective, descriptive study, BMJ Open 2015 Accepted May 12, 2015

Data from Oregon
If there is concern about psychiatric illness impairing
judgment in patients requesting PAD they must be
referred to a psychologist or psychiatrist.
•
In 2007, none of the persons who died by lethal
ingestions were refused for psychiatric opinion.
Study: To determine the prevalence of
depression and anxiety in terminally ill
persons seeking in aid in dying.
Subjects:
•
58 persons terminally ill with mostly cancer or ALS
•
15 had depression
•
18 received prescription for lethal ingestion
•

Ganzini, L., et.al., Prevalence of depression and anxiety in patients requesting physicians’ aid in dying: cross sectional survey, BMJ
ONLINE FIRST Accepted August 2, 2008

Report of the Special Joint Committee on
Physician Assisted Dying – February 2016
•
•
•

•

Joint Committee of House of Commons and the Senate
All party representation
Heard testimony and reviewed reports
Proposes a new term:
–

Medical Assistance in Dying (MAID)

•

Has issued 21 recommendations including:

•

Recommendation 3

•

That individuals not be excluded from eligibility for medical
assistance in dying based on the fact that they have a
psychiatric condition.

http://www.parl.gc.ca/Content/HOC/Committee/421/PDAM/Reports/RP8120006/421_PDAM_R
pt01_PDF/421_PDAM_Rpt01-e.pdf

Report of the Special Joint Committee on
Physician Assisted Dying – February 2016
•

Recommendation 4

•

That physical or psychological suffering that is enduring and
intolerable to the person in the circumstances of his or her
condition should be recognized as a criterion to access medical
assistance in dying.

•

Recommendation 6

•

That the Government of Canada implement a two-stage legislative
process, with the first stage applying immediately to competent
adult persons 18 years or older, to be followed by a second stage
applying to competent mature minors, coming into force at a date
no later than three years after the first stage has come into force;
and

http://www.parl.gc.ca/Content/HOC/Committee/421/PDAM/Reports/RP8120006/421_PDAM_R
pt01_PDF/421_PDAM_Rpt01-e.pdf

Report of the Special Joint Committee on
Physician Assisted Dying – February 2016
•

Recommendation 7

•

That the permission to use advance requests for
medical assistance in dying be allowed any time after
one is diagnosed with a condition that is reasonably
likely to cause loss of competence or after a diagnosis
of a grievous or irremediable condition but before the
suffering becomes intolerable. An advance request
may not, however, be made, prior to being diagnosed
with such a condition. The advance request is subject
to the same procedural safeguards as those in place
for contemporaneous requests.

http://www.parl.gc.ca/Content/HOC/Committee/421/PDAM/Reports/RP8120006/421_PDAM_R
pt01_PDF/421_PDAM_Rpt01-e.pdf

Proposed Canadian Legislation
April 12, 2016
Two methods for PAD
1.
2.

Self administration of prescription from doctor
Administration of lethal medication by a doctor

Change in language from “Carter”
–

“grievous and irremediable” becomes “natural death has
become reasonably foreseeable”

Further studies needed before consideration of PAD
1.
2.
3.

Competent minors - age is set at 18
Advanced directives - dementia
PAD where mental illness is the sole underlying medial
condition

