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Objectives: Death by suicide is widely held as an undesirable outcome. Most Western
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rational suicide, legal, suicide. This paper explores the tensions between patients’ rights and many societies’

responsibility for life, standards . . - . e f K
overarching desire to prevent suicide, while clarifying the relations between mental disorders,

of care, guidelines, capacity, | R d . | suicid
body ownership mental capacity, and rational suicide.

Methods: A literature search was conducted using search terms of suicide and ethics in the
Received June 2013, revised, PubMed and LexisNexis Academic databases. Article titles and abstracts were reviewed and
and accepted August 2013. deemed relevant if the paper addressed topics of rational suicide, patient autonomy or rights,
or responsibility for life. Further articles were found from reference lists and by suggestion
from preliminary reviewers of this paper.

Results: Suicidal behaviour in a person cannot be reliably predicted, yet various
associations and organizations have developed standards of care for managing patients
exhibiting suicidal behaviour. The responsibility for preventing suicide tends to be placed on
the treating clinician. In cases where a person is capable of making treatment decisions—
uninfluenced by any mental disorder—there is growing interest in the concept of rational
suicide.

Conclusions: There is much debate about whether suicide can ever be rational. Designating
suicide as an undesirable event that should never occur raises the debate of who is
responsible for one’s life and runs the risk of erroneously attributing blame for suicide. While
upholding patient rights of autonomy in psychiatric care is laudable, cases of suicidality
warrant a delicate consideration of clinical judgment, duty of care, and legal obligations.

Suicide : rationalité et responsabilité de la vie

Objectifs : La mort par suicide est généralement vue comme un résultat indésirable. La
plupart des pays occidentaux mettent I'emphase sur I'autonomie du patient, un concept
controversé relativement au suicide. Cet article explore les tensions entre les droits des
patients et le désir ardent de nombreuses sociétés de prévenir le suicide, tout en clarifiant
les relations entre les troubles mentaux, la capacité mentale, et le suicide rationnel.

Méthodes : Une recherche de la littérature a été menée a I'aide des mots clés suicide et
éthique, dans les bases de données PubMed et LexisNexis Academic. Les titres et résumés
d’articles ont été étudiés et jugés pertinents si I'article abordait les sujets du suicide rationnel,
de I'autonomie ou des droits des patients, ou de la responsabilité de la vie. D’autres articles
ont été repérés dans des bibliographies et par des suggestions des réviseurs préliminaires
du présent article.

Résultats : Le comportement suicidaire d’'une personne ne peut pas étre assurément
prédit et pourtant, diverses associations et organisations ont mis au point des normes

de soins pour prendre en charge les patients présentant un comportement suicidaire. La
responsabilité de prévenir le suicide tend a étre imposée au clinicien traitant. Dans les cas
ou une personne est capable de prendre des décisions de traitement—qui ne sont pas
influencées par un trouble mental quelconque—il y a un intérét croissant pour le concept du
suicide rationnel.

Conclusions : Il y a un débat nourri sur la question de savoir si le suicide peut jamais étre
rationnel. Classer le suicide comme geste indésirable qui ne devrait jamais se produire
souléve la question de savoir qui est responsable de la vie de quelqu’un et court le

risque d’attribuer a tort le blame du suicide. Bien que le respect des droits des patients a
I'autonomie dans les soins psychiatriques soit louable, les cas de suicidabilité demandent un
examen minutieux du jugement clinique, du devoir de diligence, et des obligations juridiques.
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mong mental health care providers, there is a 20% to

50% chance of patient death by suicide during one’s
professional career and training.! Institutions, professional
associations, and government bodies have outlined policies
and strategies for managing suicidal patients, with goals
of reducing suicide risk and minimizing or eliminating the
occurrence of suicides. In addition, case law has evolved
in the past few decades, allowing malpractice suits to be
filed against hospitals or clinicians treating patients who
die by self-injury deemed due to professional negligence.*
According to the American Psychological Association
Insurance Trust, suicide was the sixth most common claim,
with money paid on such claims being the second highest.® It
is clear that there is high value placed on patients’ lives, and
death by suicide is widely held as an undesirable outcome.

This paper will explore the tensions between patients’ rights
and most societies’ overarching desire to prevent suicide,
with considerations of patient autonomy,® a concept of
controversy in relation to suicide. After highlighting
historical perspectives of suicide and outlining the current
legal climate relating to responsibility for patients’
lives, the case for rational suicide will be explored. The
relations between mental disorders, capacity, rationality,
and suicidality will be clarified. Lastly, this paper will
examine the implications of assigning responsibility for
individual patients’ lives to mental health practitioners or
institutions—including potentially detrimental effects on
both practitioners and patients themselves.

Historical Perspectives

Suicide has been examined from various perspectives, most
broadly categorized as moralist, libertarian, and relativist
views.”® For moralists, protecting life and preventing
suicide is a moral obligation. Philosophers, such as Kant,
maintain that humanity is an end in itself, meaning that
the individual should be considered an end, rather than a
means to an end.’ Thus a person contemplating suicide is
seen as using the self as a means to an end (that is, with an
expected consequence), rather than as an end itself, which
is unacceptable to Kantians. Plato emphasized peoples’
obligations to society, with suicide being inconsistent
with the greater good.!” The moral perspective is evident
in countries such as Singapore and India, where attempted
suicide is a punishable offence.!12

From the libertarian perspective, suicide can be a carefully
contemplated decision, often rationalized as a reasonable
response to avoid pain or suffering. Libertarians value
freedom of choice, and the decision to die by suicide is a
right. This attitude is reflected in countries where suicidal
behaviour has been decriminalized or euthanasia has been
legalized. Further to this philosophy, the right to suicide
includes the right of noninterference from others, although
this is not necessarily enforced in legal statutes. In Canada,
for example, where suicide and attempted suicide were
abolished as offences in 1972, a health care provider has
not been successfully sued or convicted for assault after
trying to prevent a patient from attempting suicide.
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Clinical Implications

« Clinicians should recognize that suicidality may
not necessarily be driven by mental illness, lack of
rationality, or lack of mental capacity.

» Policies and guidelines for managing suicidality should
consider cases of rational suicide and provide a unique
approach to exploring such suicidality with patients.

* Mental health care providers are encouraged to
explore suicidal ideation with patients and seek further
consultations as needed.

» Attributing responsibility for a patient’s life is a
complex undertaking, with consequences for people
and institutions, influenced by the legal, ethical, and
professional obligations of health care providers.

Limitations
» This paper is not a systematic review of the literature.

* Further, suicidality is a complex topic with varying
philosophical, ethical, and legal perspectives.

» This paper does not fully explore related issues such
as assisted suicide or euthanasia, do not resuscitate
orders, advanced directives, or particular cases where
terminally ill patients have comorbid psychiatric iliness.

From the relativist perspective, the obligation to protect life
varies, and the acceptability of suicide depends on a cost-
benefit analysis of variables, including situational, cultural,
and contemporary factors."* The acceptability of suicide
will depend on the needs of the individual, the family,
and society in that moment,® meaning that the cost-benefit
analysis is influenced by a desire to maximize the social
utility of a suicide or nonsuicide.

Currently, the libertarian stance is most widely held in
Western countries, with an emphasis on patient autonomy
among bioethicists.”® As such, patients are viewed as
having ownership of their bodies and can choose to die by
suicide. The late Dr Thomas Szasz criticized psychiatry
for medicalizing suicide to be a mental illness or disease,
describing psychiatrists as coercively gaining control over
suicidal patients by becoming responsible for their lives
and using suicidality to justify involuntary hospitalization
and treatment. Moreover, he disapproved of the language
used to describe self-killing because committing suicide
suggests an act of badness or madness, akin to a crime.'¢
The Liberterian viewpoint corresponds with that of many
contemporary suicidology academes, leaving mental health
clinicians in a bind when considering competing clinical
and legal pressures.

Legal Perspectives

Most data in the literature relate to the legal climate in the
United States. Although current law typically does not hold
one person responsible for the acts of another, suicidal acts
and self-destructive acts appear to be an exception.'” Claims
arising from patient suicide are the most frequent type of
malpractice lawsuits filed against psychiatrists, typically
arising regarding inpatients and recently discharged
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inpatients, although there is increasing risk of lawsuits
against clinicians treating outpatients.>3!

Many malpractice claims focus on issues relating to
negligence, such as foreseeability and causality,” based on
a premise that most suicides are preventable if foreseeable
and if appropriate steps are taken to prevent suicide.

Current standards of care for managing inpatients exhibiting
suicidal behaviour have developed in response to input from
professional organizations, clinical practice experience,
case law, legal commentary on case law, and suicidologists’
commentary on cases settled outside of court.”! Guidelines
from the Canadian Psychiatric Association recommend
aggressive treatment of people with depression who
are suicidal.”2 However, it should be noted that practice
guidelines do not conclusively or exclusively represent the
standard of care,'® defined as the “degree of care which a
reasonably prudent person should exercise under same or
similar circumstances”:? 14*—and which is not equivalent
to ideal or optimal care either. The duty of care required
is proportionate to a patient’s needs, based on history and
mental status.?'

For inpatients who have been identified as being suicidal,
the hospital is responsible for safe-guarding the person
from self-inflicted injury or death.* Following a patient’s
suicide, psychiatrists and health care facilities may be
targets of lawsuits, with allegations of failure to take an
adequate history, failure to foresee the potential for suicidal
behaviour, failure to supervise a suicidal patient adequately,
or failure of the duty to protect from self-harm.!*>2% A
hospital may be found liable when adequate standards for
protection are not followed; however, if reasonable steps
were taken to assess and supervise a suicidal patient, a
hospital will typically not be found liable.* For outpatients
who have been identified as suicidal, treating psychiatrists
have a duty to take protective measures,® but may be
subject to allegations of failure to properly assess the need
for psychopharmacological intervention, use of unsuitable
pharmacotherapy, failure to safeguard the outpatient
environment, or failure to specify criteria for and to
implement hospitalization.'

The Canadian medical liability model strives to balance
patient safety and prevention, care provider or institutional
accountability, and liability and compensation.’! Physicians
are not expected to be infallible in predicting suicide, but to
demonstrate a reasonable degree of skill, knowledge, and
care that would reasonably be expected of a practitioner
of the same experience.’> Although suicide is a multi-
faceted, multi-causal product that cannot be predicted
reliably,'*?8333437 the law focuses on proximate cause.*®
Mental health professionals are held responsible for
identifying potential risks for suicide and preventing
suicide, with the rationale that failing to assess for
suicidality leads to a failure to implement management
plans that could have reduced the risk.”® However, it is
recognized that hospitalization itself does not necessarily
prevent suicide.’ Clinicians face clinical pressures to avoid
hospitalizing patients unnecessarily, yet can be threatened
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by legal liability if they do not hospitalize people who are
suicidal,® leading to criticisms that psychiatric practice
is becoming influenced by political, legal, and regulatory
factors, rather than scientific evidence.*

Differentiating Mental Illness

From Incapacity and Irrationality

Clinically, suicidal behaviour has mostly been viewed as a
manifestation of distress or disorder in one’s mental state.**
Most guidelines for managing people with suicidal ideation
and suicidal behaviour are written based on the perspective
that suicidality is driven by a mental disorder, with a lack
of capacity for informed and rational decision-making
processes regarding suicide. Itis argued that the transforming
effects of an illness, such as depression, for example—with
constricted cognitive and psychological perspectives—
compromise patient autonomy rights, therefore justifying
a mental health clinician or hospital to assume ownership
of the patient’s body to prevent suicide's; however, even
in cases where one has received psychiatric treatment for
mental illness and is no longer suffering from disordered
affect or thinking process and is therefore capable of making
informed decisions, a person’s symptomatic recovery may
still be accompanied by a view of the future being hopeless
and therefore unworthy of continuing.*® Thus the focus
shifts to whether suicide driven by psychological pain—but
not a diagnosable mental disorder—is a voluntary decision
made with full appreciation of the possible benefits, risks,
and consequences.

Mental illness is often equated to irrationality, most often
in cases of schizophrenia, but it has been argued that more
attention should be paid to isolated irrationality rather than
assuming global irrationality.’” Specifically, a diagnosis
of schizophrenia does not necessarily constitute global
irrationality because one may still have a connection with
reality, despite disorganized speech and behaviour. Likewise,
a person with delusions may misinterpret or misattribute
the importance of stimuli or events, yet maintain a rational
response that demonstrates coherence between beliefs
and actions.* For example, in response to persecutory
delusions, desire to die by suicide could be argued to be a
logical means of self-protection to escape persecution. Thus
reasoning processes can remain intact despite anomalous
perceptual disturbances or specific delusions isolated to
one theme*: the decision to die by suicide may indeed be
internally consistent with the original persecutory delusion,
making the decision to die by suicide acceptable owing to
coherence rationality. However, most would agree that the
irrationality of the delusional foundational belief supersedes
the rationality of the subsequent beliefs and actions.

While legal statutes facilitate involuntary hospitalization
for those who are at serious risk of harm to self due to
a mental illness, little is said about managing cases of
suicidality in people without mental illness and with intact
mental capacity, and who should therefore be able to make
rational decisions.
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Rational Suicide

As a human virtue, rationality is typically upheld as a
positive attribute, and in some instances, it may also be
superseded by moral considerations.* For example, a
proposal to die by suicide as a means of protecting or saving
others’ lives could likely be viewed as altruistic, rather than
irrational. Rationality also requires logical consistency
between one’s behaviours and first-order desires or goals.*
Following this, death by suicide may arguably be justified
to achieve a higher-order goal of reducing suffering.*

A discussion on rational suicide is warranted after
recognizing that mental illness does not automatically lend
itself to irrationality: people without psychiatric illness can
freely desire suicide or a hastened death based on carefully
contemplated, logical decision-making processes. This
concept is most commonly described in cases of people
with terminal illness and no comorbid psychiatric disorder
who wish to speed up the dying process by receiving aid
in dying or by having life support withheld or withdrawn.
Assuming that the decision is uninfluenced by the coercion
of others, the desire for hastened death is considered
a rational decision to avoid the unbearable suffering
associated with terminal illness.* To acknowledge this
perspective, organizations such as the Oregon Department
of Human Services have modified terminology to no longer
refer to cases of hastened death by terminally ill patients as
suicide.*

Among clinicians serving patients with chronic, treatment-
resistant mental illness, there is increasing interest in
recognizing that the suffering due to a mental disorder may
be akin to suffering from a terminal illness.** Desire to
escape unendurable suffering, regardless of etiology, could
then be seen as a rational response.

An enlightening discussion on the topic of rational suicide
and autonomy is further highlighted in the Canadian case
of Amy,*” an elderly woman with lymphoma who declined
treatment, and who was admitted to hospital after an
extensively planned suicide attempt. She was noted to have
paranoid and eccentric traits, and after multiple consultations
and assessments, she was deemed to not be suffering from
an identifiable psychiatric illness. Her case was discussed
in rounds with ethics and psychiatric representatives, with
her ongoing desire for suicide found to be rational. She was
discharged from hospital after indicating that she would
not take her life, but her body was found in the harbour
soon afterwards. Subsequent discussions regarding this
case have challenged the long-held belief that suicidality,
in and of itself, is evidence of mental illness, citing the
importance of respecting individual patient values, which
may not be aligned with the cultural norm*; however, in
one large-scaled study of suicides in Missouri,* based on
interviews with family members and other collaterals, the
overwhelming majority of suicides were associated with
affective or alcohol-related disorders, suggesting that
rational suicide is rare at most.

With the predominant attitude of suicide being irrational
and due to mental illness, current practice guidelines for
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managing patients with suicidal behaviours do not address
the concept of rational suicide.® Recommended standards
of care for psychiatric in- and outpatients recommend that
clinicians form an understanding of legal perspectives of
suicide, legal definitions of negligence, common causes of
malpractice actions, and duty to prevent suicide through
reasonable care and skills, in addition to understanding
assessment, intervention, and postvention procedures.?!"!52
Unfortunately, psychiatrists and other mental health
professionals may not have sufficient training to distinguish
between people whose suicidal intent is freely chosen,
compared with influenced by psychiatric illness.>>*
Proposed guidelines to assist mental health professionals in
assessing people considering a hastened death or rational
suicide have been drafted, but these pertain to assisted
death, rather than individual suicide.” These guidelines may
ultimately influence national associations or organizations
to develop codes of ethics in discussing rational suicide by
the individual.

Responsibility for Life and Suicide

The Canadian government’s lack of support for suicide
researchhasbeen criticized, with gaps inthe literature in areas
including policy research.* In 2012, however, the Federal
Framework for Suicide Prevention was enacted,’” indicating
that suicide prevention is everyone’s responsibility and
articulating the government’s responsibility in defining best
practices for the prevention of suicide along with promoting
information dissemination and research. The Joint
Commission on Accreditation of Healthcare Organizations
mandates that health care organizations identify patients
at risk for suicide while they are inpatients or following
discharge. It is expected that organizations perform a
risk assessment, address immediate safety needs with the
most appropriate treatment setting, and provide suicide
prevention information on discharge. The rationale for this
process is that suicide is one of the most frequently reported
sentinel events—unexpected occurrences involving death
or serious physical or psychological injury.®® Similarly,
health care quality organizations consider inpatient suicides
or attempted suicides resulting in serious disability to be
preventable events.” This perspective may influence the
provision of care and practice of medicine to be more
defensive on the part of clinicians, with sequelae that
may be harmful to patients, including removing patient
autonomy and impeding patient-centred care.

In considering cases where people without identified mental
disorders are suicidal, there is no current legal obligation
to involuntarily hospitalize or intervene to prevent death;
however, perspectives from case law and guidelines
regarding managing suicidal patients all suggest that the
mental health professional has a responsibility to intervene.
This is where risk management protocols begin to encroach
on the right to suicide and respect for autonomy, as it may
not seem justified to remove a person’s autonomy.*

Conversely, upholding patient autonomy with no limit can
place unreasonable demands on health care providers.®
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For example, a patient who attempts suicide but creates a
living will to reject life-saving treatment leaves clinicians
having to reject their human instincts to assist others and the
principle of beneficence, begging the question of to what
extent should a suicidal patient’s rights be protected? With
libertarian views, patient autonomy has begun to trump
clinical duties to protect life.®

Further, by setting a standard of suicide being an event
that should never occur, it raises the question of who is
responsible for a person’s life, with a risk of erroneously
attributing blame for suicides. This perspective presents
death as the greatest of harms, possibly ignoring the
legitimacy of unendurable psychological suffering as
being equally harmful. Thus, for a suicide to qualify as
rational, clinicians must recognize that the aim of ending
psychological or physical suffering may be a worthy reason
for suicide. Likewise, death would no longer be necessarily
viewed as a harm or failure.®>¢

Given the spectrum of risk of harm to self, the threshold
or the criteria for intervening are unclear. In considering
broader societal examples, people may pose harm to
themselves by participating in dangerous extreme sports,
making poor health choices, or self-harming. Although
the risk of death may be higher from dangerous sporting
activities, there is no legal impetus to prevent one from
participating. Clearly, the risk of harm from such different
activities is variable, yet there is no clear correlation
between the potential seriousness of harm and the degree
of rights removed.!

Over time, hospital policies have shifted to encourage
patients’ own responsibility for their treatment,
therefore no longer requiring strict observation and
overly restrictive environments in all cases where
the patient is suicidal.%* Patients admitted to hospital
have responsibility for their lives returned if they are
able to manage their emotions, impulses, and suicidal
tendencies.”' Involuntary hospitalization as a reflexive
response to any suicidal intent has been discouraged, in
particular when considering that this action may restrict
the autonomy of a person with a terminal illness who
desires a dignified death.>*%

The use of hospitalization and environmental restrictions,
constant observation, and removal of access to a means
of suicide can be helpful in some circumstances, but
there is no guarantee that suicide can be prevented
even with such extensive interventions.?*¢¢ Routinely
ordering excessive precautions or avoiding treatments
as attempts to limit liability—rather than using rational
decision-making processes—can be catastrophic without
necessarily preventing allegations of negligence.” Indeed,
hospitalization itself can also present risks to the patient,
including promoting regression and dependency.***” With
increasing duration of hospitalization, some patients
report suicidal preoccupation after they perceive no lasting
improvements from therapy.’'
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Discussing Suicidality

Discussing suicide and end-of-life care (including assisted
death) with patients is not necessarily illegal or unethical
in Canada, but major national mental health organizations
do not have a consistent position on how to approach
these discussions to assess a patient’s personal beliefs
and decision-making capacity. It has been argued that a
responsible mental health professional should be willing
to engage in an open discussion with a client about their
desire to die even though the clinician may not condone
it or be legally allowed to assist.®® Further, it is suggested
that not discussing these options may be disrespectful of a
patient’s needs and shirking professional responsibilities.*

From a holistic existential therapy perspective, exploration
of existential coherence—how one coheres to the external
world—is encouraged.® The innermost layer of existential
coherence deals with the core question of whether one
wants to live or die, and it is believed that suicidal crises
arise from people questioning whether they wish to accept
responsibility for their lives. It is hoped that by providing
support to a suicidal patient by exploring fundamental
issues of existential coherence and emotional pain, he or
she will ultimately choose to live, rather than use death to
avoid confronting these issues.

Principles of the recovery framework in mental health are
increasingly used to focus on peoples’ journeys, without
prescribing rigid instructions on how to support people
with mental illness.® The focus on increasing control,
meaning, and purpose in one’s life is a perspective that
may be helpful for difficult discussions regarding life
and death.

Overall, the therapeutic relationship between a suicidal
patient and clinician has been emphasized as being critical
to restoring a patient’s sense of well-being and self-worth
to address suicidality.*™ It is suggested that acting in the
patient’s best interests—rather than following rigid rules or
guidelines out of context—will almost always lead to the
best course of management.”!

Conclusions

While upholding patient rights to autonomy in psychiatric
care is laudable, cases of suicidality warrant a delicate
consideration of clinical judgment, duty of care, and
legal obligations. Current mental health treatment
guidelines and legal statutes do not adequately consider
the complexity of suicidality, including the potential
for suicidality made under free will, uninfluenced by an
identified psychiatric disorder. A further demand on mental
health professionals to protect patients from or prevent
rational suicide can have various sequelae by impinging
on patient autonomy, promoting excessive use of health
care resources, and increasing risk of legal liability. The
impact on care provided to patients, patient rights and
responsibilities, as well as care providers’ attitudes and
approaches to managing suicidality comes with potential
risks that cannot be taken lightly.
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