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Introduction

Alan Nichols was a 62-year-old man with a cognitive disability and physical frailty, who was
brought to a Canadian hospital in June 2019. Upon assessment in the emergency room, he was
compulsorily admitted under the Mental Health Act after expressing suicidal ideation. He
received medical assistance in dying (MAID) a few weeks later, in July 2019. Nichols’ family
“felt strongly that this was not assisted dying in Alan’s case, but rather an assisted suicide” (1).
Similarly, in the 2020 high-profile Belgian court trial about Tine Nys’ death by euthanasia at age
38 - Belgium’s very first euthanasia court case since the practice was legalized in 2002 - the
family stated that “this is legalized suicide” (2), referring to her request as an expression of

suicidality.

These cases illustrate an important issue in the MAID debate, namely the complex relation
between MAID and suicidality, particularly in the context of non-terminal disorders: the clinical
difficulty of distinguishing a MAID request from suicidal behavior, and the ethical difficulty of
justifying different treatments for them. How to distinguish MAID from suicidality is of
paramount importance for policy making: it determines whether providing MAID while
preventing suicide makes sense, i.e. whether they are mutually compatible, from a public health
perspective. We can only start examining the compatibility question if MAID and suicide

prevention involve distinct evaluation processes and their underlying ethical justifications.

In the current state of affairs, however, we are still at the first stage: determining what a sound
basis for distinguishing between a MAID request and suicidality might be. The two proposed
bases for differentiation by existing guidelines, i.e. whether the request is “impulsive” vs. “non-
impulsive”, and “ill-thought of “vs. “well-thought of” (3,4), fail to provide an answer. The first
fails due to a lack of positive empirical evidence, the latter due to a lack of a clear definition of
what we mean by a well-thought of request for MAID. The next section will show how the

Nichols case illustrates these questions, and identify venues for future research.
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The Nichols case

Nichols’ expressed suicidality coincided with his initial request for information about MAID.
Indeed, on June 16, 2019, he was “admitted under the Mental Health Act for his own safety”
after expressing suicidal thoughts. That is, he was admitted against his will. On June 17, after he
“calmed down significantly and was no longer upset”, Nichols “requested information about
MAID”. His official MAID request followed in the 10-day period between June 17 and 28, given
that, on June 28, a psychiatric evaluation took place which “found that he was competent to
make his own decisions, including his request for MAID”. This series of events raises two main
questions 1) Did his MAID request stem from suicidal behavior? and 2) What was he found

competent for?

1) Did his MAID request stem from suicidal behavior?

The mere fact that Nichols was no longer agitated the next day does not, it seems fair to assume,
exclude that he was still clinically suicidal. The question of whether his MAID requested
stemmed from suicidal ideation or behavior is legitimate. Indeed, it constitutes a major dilemma
for clinicians dealing with similar cases, as illustrated by this quote from the Dutch Psychiatric
Association guidelines on euthanasia and assisted suicide: “Of particular note is the phenomenon
that suicidal behavior is increasingly being articulated by the patient as a request for euthanasia
or assisted suicide. After all, the term 'euthanasia’ is becoming more common in the media and
patients increasingly adopt this language in a completely different context. A request for
assistance in terminating life that is in fact an expression of underlying suicidality may lead the

physician astray" (3).

Hence, how to discern a MAID request from an expression of suicidal behavior, for which
clinicians would typically propose treatment, is a recognized clinical and ethical dilemma. It is
also one for which there is no clear solution. One main basis upon which professional
organizations and their guidelines have considered a MAID request different from suicidality is
impulsivity, whereby a MAID request is considered non-impulsive, carefully planned for action

(3, 4). But the problem is that this misrepresents the heterogeneity of suicidal behavior, and the

Jan 2022 Nicolini



complex and often lengthy thought process that precedes suicidal behavior (including suicide
attempts). Furthermore, it reduces suicidality to one clinical characteristic, impulsivity, which,
contrary to popular belief, is the exception rather than the rule. Impulsivity is neither necessary
nor sufficient for suicidality, which makes it a bad candidate upon which to base the distinction
with a MAID request (5). Complicating the matter is the finding that persons requesting MAID
for mental disorders often show similarities with suicidal patients, such as their gender, risk

factor like a history of trauma and previous suicide attempts (6).

The fact that there is no recognized evidence-based ground yet upon which to distinguish
between MAID and suicidality means that, the shorter the period between an official request and
implementation of MAID, the more difficult it is to rule out that the request stemmed from
suicidality in the traditional sense. One way to address this issue is to include evidence-based
treatment of suicidality as part of the evaluation process (5), in addition to allowing for
sufficiently lengthy evaluation periods. Future research is needed to characterize those engaging
in suicidal behavior versus those requesting MAID and what might indeed be an empirically

sound basis for differentiation.

2) What was he found competent for?

If indeed impulsivity does not distinguish between MAID and suicidality, then it remains unclear
what should guide clinicians. A second candidate is the “ill thought of” vs. “well thought of”
distinction. This partially overlaps, conceptually, with the key legal criterion that the request be
an informed and competent one (e.g. “well-considered” is the term used in the Netherlands and
Belgium), conform the informed consent doctrine (7-9). Nichols was judged to have decision-
making capacity to make a “well-considered request”. But the fact that he was found “competent
to make his own decisions, including his request for MAID” suggests that the competence
assessment was a global one, not specific to MAID in particular. This is potentially problematic
because it goes against standard understanding of capacity assessments, intended to gauge

competence for a particular decision.
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The question is not to dispute whether Nichols had decision-making capacity, but rather: do we
have a clear account of what is required for a well-considered request for MAID? The current
answer might be no. In practice, clinicians most often use global impressions of capacity rather
than validated scales in such evaluations (10). In fact, psychiatrists and neurologists in Belgium
performing evaluations of patients requesting euthanasia for psychiatric disorders have indicated
that they often rely on personal experience and clinical intuitions in these evaluations, rather than
on formal capacity assessments (11). This calls for a standardized well-defined definition of an
informed request, one that is less likely to be based on subjective impressions. Major questions
remain unsettled, such as: what should be the standards for such assessments, what threshold is
desirable, how do we understand voluntariness (especially in the possible presence of suicidal
ideation) and how do we value the outcome of death in MAID, as opposed to how we value it in

in suicide prevention.

One thing is certain: the practice where one can, as in the Nichols case, be involuntarily admitted
and soon after receive MAID, raises conceptual concerns. Either a person should not have been
compulsorily admitted in the first place, or they should likely not have received MAID. As we
have seen, the ethical justification for doing both things, especially when co-occurring in a short
time span, is murky at best. This is because the underlying assumptions are contradictory: we
assume the patient is incompetent when deemed suicidal, and we assume they are competent
when making a request for MAID. If we want to make progress in delineating MAID from
suicidality, we need to first define what we mean an informed, well-considered request for
MAID.

Conclusion

The Nichols case illustrates some of the key broader ethical questions in the debate about MAID
for persons with non-terminal disorders, particularly mental and cognitive disorders. It highlights
the clinical difficulty of distinguishing MAID from suicidal behavior, and the ethical difficulty of
justifying very different treatments. Further research is urgently needed in these specific areas.
As Canada extends its MAID law to explicitly include non-terminal, mental disorders as of

March 2023, these questions will become all the more pressing.
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