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Background Clinical Issues



Healing Approaches to Serious Illness

• Limits of usual conceptualization
– Curative or restorative disease-based model

– Unclear how adaptation to chronic illness fits

– Death as a medical failure

• Broader model of healing
– Maintaining integration and wholeness

– Finding meaning and maintaining connection

– Opportunity for growth and closure

– Commitment to face the unknown together



Potential and Limits of
Hospice and Palliative Care



Palliative Care and Hospice
Definition of Terms in the United States

• Palliative Care:  biopsychosocial and spiritual care of persons 
whose diseases are not responsive to curative treatment

• Goal of Palliative Care: to produce the best possible quality of 
life for the patient and family

• Hospice:  Medicare sponsored program dedicated to provide 
palliative care for terminally ill patients and their families



As illness progresses, 
an increasing emphasis on palliation…



Palliative Care:
Hoping and Preparing

• “Lets hope for the best…” 
– Join in the search for medical options
– Open exploration of improbable/ experimental Rx
– Ensure fully informed consent

• “…attend to the present…”
– Make sure pain and physical symptoms are fully managed
– Attend to depression and any current psychosocial issues
– Maximize current quality of life

• “...and prepare for the worst.”
– Make sure affairs (financial/personal) are settled
– Think about unfinished business
– Open spiritual and existential issues



Some Challenges of the Discussion About Hospice

• Hospice requires a “bad news” discussion
– Acceptance that medical treatment isn’t working

– Acceptance of likelihood of death in 6 months

– Giving up on hospitalization and disease-driven treatment

• Many patients don’t want to stop all treatment
– May be willing to stop burdensome treatment

– May want to continue to maintain more options

– Small chances of cure or longer life maintain hope

• On the other hand, most patients and families are very 
satisfied with hospice  when and if they make the transition



What are my options if suffering 
becomes unacceptable?



First and Foremost:
Ensure Access and Adequacy of Fundamental Healthcare 

• Traditional medical care
– State of the science disease directed treatments

• Palliative care 
▪ Pain and symptom management

▪ Assistance with medical decision making

▪ Added patient and family support

▪ Potential assistance with end-of-life decision making

• Hospice care as standard of care for dying patients 



LIMITATIONS OF PALLIATIVE CARE AND HOSPICE

• False reassurance

• Exceptions unacknowledged

• Uncontrollable physical symptoms

• Psychosocial, existential, spiritual suffering

• Dependency, side effects

• Devaluation of some patient choices



Reassurance about the future

• Commitment to be guide and partner

• Explore hopes and fears

– What are you most afraid of?

– What might death look like?

• Commitment to face worst case scenario

• Freedom to worry about other matters



Will You Help Me Die, Now?

• Full exploration; Why now?

• Potential meaning of the request

– Uncontrolled symptoms

– Psychosocial problem

– Spiritual crisis

– Depression, anxiety

• Potential uncontrolled, intolerable suffering



Potential “Last Resort” Options 
Potential Responses to Intractable Suffering

• “Double effect” risks with high dose opioids

• Not starting or stopping potentially life sustaining therapies

• Palliative sedation (potentially to unconsciousness)

• Voluntarily stopping eating and drinking

• Physician assisted death (aka physician assisted suicide)

• Voluntary active euthanasia



ACCLERATING OPIOIDS FOR PAIN
Main Elements

• Opioids mainstay in severe pain management

• Dose is proportionate to level of pain

• Small risk of sedation, respiratory depression, death with very 
high doses or sudden change 

• Risk is minimal in usual pain management

• Death, if it comes, is unintended 



STOPPING LIFE-SUSTAINING THERAPIES
Main Elements

• Potentially life-sustaining Rx include:
– Mechanical ventilation

– Renal dialysis

– Feeding tube; intravenous fluids

– Implantable defibrillator

– Steroids; usual disease-treating measures

• May be withheld, or withdrawn once started

• Decision-making by patient if capable, or by family if 
incapacitated (based on substituted judgment)



VOLUNTARILY STOPPING EATING AND DRINKING
Main Elements

• Result of active patient decision

• Patient physically capable of eating

• Requires considerable patient resolve

• Takes one to two weeks

• Theoretically does not require physician involvement

• Symptom management as process unfolds



PALLIATIVE SEDATION (Potentially to Unconsciousness) 
Main Elements

• Sedation proportionate to the level of suffering

• Life-supports generally withheld

• Uses benzodiazepines or barbiturates

• Process usually takes days to weeks

• Patient dies of dehydration or complication

• Patient unaware of suffering

• Combination of “double effect” and withholding life-sustaining Rx



PHYSICIAN ASSISTED DEATH
Main Elements

• Physician provides death inducing means at patient’s request

• Patient must carry out final act

• Potential escape is important to many

• Physician moral responsibility as an accomplice

• Synonyms include: 

– Physician aid-in-dying 

– Physician-assisted “suicide”



VOLUNTARY ACTIVE EUTHANASIA
Main Elements

• Physician provides  the means at the patient’s explicit request

• Physician rather than patient carries out the final act

• Includes both sedation and lethal injection

• Can respond to a wider range of clinical situations than PAS

• Physician is both accomplice and final actor

• Legal prohibition much clearer than PAD in the US



Additional Conceptual Issues About “Suicide” Label

• Definitions of “suicide”

– Mental health 

– Heroic suicide 

– Rational suicide

• Politics of this label

• Self-destruction vs. self-preservation

• Stopping life supports vs taking an overdose



Some Data About “Physician-Assisted Death” from Oregon
(Tolle S et. Al. J Clin Ethics.2004;15:111-8)

• 1/6 talk to their families

• 1/50 talk with their doctor

• 1/300 deaths

• Most want to talk
• Some want the possibility of an escape that they never activate
• Relatively few finally act even in a legal environment



Physician Assisted Death in US:
Legalization in 8 States and DC

• Referendum:

– Oregon, Washington State and Colorado

• Legislation:

– Vermont, Washington DC, California, Hawaii and New Jersey

Court ruling:

– Montana

• Legislative activity currently under consideration in about 20 states 



Physician Assisted Death in Canada: 2018

• Canadian Supreme Court (enacted 2016)
– Fundamental Right to choose physician assisted death

– Potentially includes either PAS or VAE

• Criteria included
– “Grievous and irremediable medical condition…”

– “Causes enduring suffering that is intolerable to the individual”

– Death “reasonably foreseeable”

• Data now being collected

• Current legal challenges around prognosis requirement





Open vs. Secret Practice



PALLIATIVE OPTIONS OF LAST RESORT
The Need for Safeguards

• Protect vulnerable from error, abuse, coercion

• Ensure access and adequacy of palliative care

• Risks cited for PAD/VAE also present for other last resort options 

• Balance flexibility and accountability

• Balance privacy and oversight 



PALLIATIVE OPTIONS OF LAST RESORT
Categories of Safeguards

• Palliative care accessible and found to be ineffective

• Rigorous informed consent

• Diagnostic and prognostic clarity

• Independent second opinion

• Documentation and review



Risks of “Don’t Ask, Don’t Tell” (Secret) Policy

• Access uneven and unpredictable

• Discourages explicit conversation

• Risk of misunderstanding

• No safeguards to ensure adequate palliative care and evaluation

• Potential bereavement problems with secrecy



Potential Risks of Being Explicit About 
Last Resort Options

• Might frighten some patients

• Might lessen trust of physicians

• Might lead to pressure to prematurely choose death

• Might undermine progress in hospice and palliative care

• Might undermine fundamental physician values



Main Arguments For and Against

• Main arguments in favor
– Patient autonomy

– Beneficience – potential escape from suffering

– Nonabandonment – committed personal relationship

• Main arguments against
– Moral wrongness of killing

– Slippery slope

– Violation of professional integrity



Categories of Safeguards

• Voluntariness

• Adequacy of palliative care

• Understanding of unacceptable suffering

• Not secondary to mental illness



Potential Consultations (Required or Optional)
Depending on Question or Option

• Palliative Care Specialist (symptom management/decision making)

• Main Disease Specialist (disease-directed treatment options)

• Psychiatry (depression, anxiety, psychosis, capacity)

• Ethics / Law (conflicts, moral issues, legal issues, uncertainty)

• Religious / Spiritual (depending on patient’s faith tradition)



Benefits and Burdens of Safeguards

• Not too easy
– Ending life prematurely

– Potential to change mind if situation changes

– Thought through rather than impulsive

• Not too hard
– Add to suffering

– Not listening to or respecting genuine requests

– Similar requirements for different methods



Some Caveats

• Things to do better…
– Ensure access to palliative care and hospice for all sick patients

– Ensure basic palliative care training for all clinicians

– Ensure access to specialty palliative care for more difficult suffering

– Be as responsive as possible without violating fundamental personal values

– Get help with difficult cases

• Things not to do…
– Stretch yourself to be responsive to patients’ needs and requests, but      

do not violate your own fundamental personal values

– Do not go it alone if you are getting into ethically uncertain terrain – find 
trusted colleagues to share your challenging cases together



Physician Assisted Death and other Last Resort Options
The Bottom Line

• Only sensible in context of excellent palliative care and hospice

• Currently, last resort options unevenly / unpredictably available

• All options should be subject to similar safeguards

• Open processes are ultimately more safe, predictable, and accountable than 

secret processes

• If we prohibit some options, we must be clear about how patients who 

would have chosen these options should be approached



Physician Assisted Death and other Last Resort Options
The Bottom Line

• Clarity about which options are available, and under what 
circumstances, would be beneficial

– Reassure those who fear a bad death

– Increase responsiveness to extreme suffering

– More ability to address unique circumstances

– More accountability when suffering persists

• Get help with difficult cases and don’t go it alone
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