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Brief Case: Mrs. S.

e 84-year-old married woman.
* Severe MDD, chronic for 65 years.

* In constant mental agony. Multiple medically i
unexplained physical symptoms. s 3 -

* Has failed all available treatments (over 30)
including ECT x 2.

* Husband cannot care for her anymore.
e Capable, not cognitively impaired.

* Only prospect is chronic institutionalization.

Artwork: “Melencolia” engraving, Albrecht Durer. Available at:
http://www.mustdobrisbane.com/archives/five-centuries-melancholia-ug-art-museum



But:* What kinds of treatments? How many? What
duration? Time frame?

* Definitions in > , (Trevi ., etal. De
depression: A review o terature s of Clini atry. 2014, 26(3):222-32)



And With Respect to
Carter:

“Treatments acceptable to the
patient” is problematic, because we
can’t deem mentalillness “refractory’
without attempting a sufficient
number, or sufficient types, of
treatment.

4




PANIC DisoReR
4 NICTORER.

CSUIL O DIMVISICo —.'UV.O. U

disability occur as a result of mental illness.

e Eg. “Trying to cut my heart out because it hurts too
much.”
e Eg. Patient E.F. in Alberta (conversion disorder)

* Her request for MAID was granted, for physical symptoms
due to a mentalillness.*
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ness-related experiences; threats to sense of self; fears about the future.

* Oregon 2016 Data:3 Loss of autonomy 89.5%, decreased ability to participate in activities that
make life enjoyable 89.5%, and loss of dignity 65.4%.

e Carter, and C-14 refer to “physical or psychological” suffering as legitimate
reasons for MAID requests.
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* Demoralization due to failed treatment attempts

e However:

* Aren’t these factors present in both groups of patients?
e Shouldn’t we then consider requests on a case by case basis rather than denying MAID to an

entire population of patients? s

* Physical pain, like psychic pain, can compromise decision making and true informed consent; é
end of life desperation can do the same. In both situations, it is the individual that needs to Y
be assessed. T -
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 What about comorbid mental and physical illness?

* Those with both are considered for MAID, and are required to undergo
capacity assessment.

* This discriminates against those with sole mental illness — should they not
receive the same due process? $




“Suicide prevention and MAID are irreconcilable.”

Suicide can be rational, in capable patients who

3. Psychiatrists cannot differentiate between face a very poor prognosis and enduring poor
impulsive and rational suicide. QOL.1?

4. There would be no requirement for the 3. Psychiatrists differentiate between this already
request to be “enduring” for patients with for MAID in somaticillness and in the ER. Trust
mental illness. UG, ;

IN devalue Iif 4. Criteria for MAID already require that the request
5. MAID means we devalue lite. be enduring. We can create different/more &
stringent criteria in the case of mental iIIneQ. &1 4

MAID§ ans :
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Addressing

We abandon our patients by considering MAID (by even allowingit to be
a possibility).”?

futility. Acknowledgment of futility can
strengthen the therapeutic alliance (protective
against suicide).?

2. Therole of psychiatristsis to never give up
hope, no matter what.

3. Allpatients with severe, refractory mental 5 The role of psychiatrists is much more broad:
illness should be expected to accept their accompany patients no matter what the
current QOL even if no hope of journey; provide a connection, caring 4
improvement. therapeutic alliance. Also hope can be harmful
when false. ‘ /

This relates to the “recovery model.” B
asin som |IIne$pat|e'§ shouldbe able
choose r accep if the are capable and

w...
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Addressiis
“The desireto die is a symptom of depression; thereforeit is always
irrational in patients with depression.”

e Denying MAID because the symptom that
causes the request for MAID is part of the
illness fails to recognize situations in which:

e . = . St _I

* The patient is capable and rational. S :/

* The MAID request originates due to the fact that v, \ 7 { oA _ e
this exact symptom is refractory to treatment, SRR o . - ¢

and that the illness causing the symptom is
refractory to treatment.



 Consistency of this requests with patient’s narrative and values.?
 Number of assessments and health care professionals involved.
* Detailed capacity assessments (as with somatic illness).

* Accountability.




Conclusions:

* We cannot necessarily differentiate between “pure
physical” and “pure mental” illness.

* All requests for MAID derive from psychological distress.

* All requests for MAID are complex, and should be
considered on an individual basis — not categorically denied
to an entire group of patients.

* |tis impossible to categorically state that all patients with
mental illness are more vulnerable than all patients with
physical illness.

* Considering MAID is not patient abandonment and does
not undermine the role of psychiatrists.

* We are capable of developing appropriate safeguards.
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