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Dear Dr Purdy

RE: SELECT COMMITTEE ON END OF LIFE CHOICES

Further to your request dated 20 December 2017 for me to provide a written report responding to

questions taken on notice. Apologies for the delay, as I was on leave for three weeks during January.

1. Are Psychiatrists familiar with both common law and Statutory Advance Health Directives

(AHDs)? (Both remain applicable in WA- Common Law AHDs can be oral or written and can be

given for any reason- religious, social, moral or any other reason).

Knowledge of the detail of common law and Statutory AHDs among existing psychiatrists would be

variable, although virtually all would be aware at least broadly of statutory AHDs. Current psychiatric

trainees (qualified doctors who are training to be specialist psychiatrists) receive some information

regarding AHDs during their training, particularly in the sessions relation to older age psychiatry and

possibly also in the ethics session.

Psychiatrists who work in Older Age Psychiatry and Palliative Care, particularly, would generally be

very aware of the issues relating to AHDs.

2. What does the WA Health Department do to support psychiatrists to provide good palliative

care?

Psychiatrists are generally not trained Palliative Care Physicians. Psychiatrists are skilled at treating

mental illness, providing emotional support when individuals are distressed and understanding and

working with ethically and systemically challenging issues. Some psychiatrists are specifically trained

in working with individuals with physical illness and the teams that support them (Consultation

Liaison Psychiatrists). The Department of Health hires Consultation Liaison Psychiatrists to work in

tertiary and teaching hospitals. Psychiatrists working with palliative care services develop significant

expertise in dealing with this cohort. The Department of Health supports psychiatrists by allowing

them time to attend professional development activities, including peer support sessions and

conferences.
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The AMA Industrial Agreement, agreed by WA Health Department, under which psychiatrists are

paid in the public system, provides for specific time and generous funding for professional

development, which psychiatrists use to upskill.

Psychiatrists working in palliative care settings usually undertake their professional development in

courses and supervision relating to that area of practice.

The current WA Health funding model (Activity Based Funding) indirectly does not encourage the

hiring or use of Consultation Liaison psychiatrists.

3. Are there other types of support which could assist psychiatrists (to) provide good palliative

care?

Multidisciplinary teams work well to provide support for patients with complex issues, eg

psychologist, social worker, etc as well as doctors and nurses. Most palliative care units already work

in a multidisciplinary team model, and this supports psychiatrists.

4. Many submissions expressed deep admiration and gratitude for the work of health

professional in palliative care- in your experience does this work extract a cost from health

professionals, in terms of their mental health, in comparison to other areas of health care?

Palliative care is very emotionally taxing for health professionals in that field. They go into palliative

care for many reasons, but most go into that field because they find the work rewarding and they

have good people skills. While palliative care, and other areas like oncology (cancer care) where

patients are constantly faced with death are definitely acknowledged as extremely emotionally

taxing fields of medicine, most areas of medicine are very challenging and potentially extremely

emotionally taxing, for both similar and different reasons. For example, dealing with very sick infants

in a neonatal intensive care unit may be very distressing (with risk of patient death), or working in an

emergency department with high time pressure and the increasing violence seen- these extract a

cost from individual clinicians. Notwithstanding the inspiring stories of courage (and the fact that

most individuals with mental illness are leading meaningful and contributing lives), working in mental

health where some young individuals may develop a chronic, relapsing illness, or may suicide, can be

traumatic for clinicians.

Palliative care is somewhat contextually different than other areas of medicine in that the outcome is

essentially always death (which might be viewed psychologically as a "failure" in medicine), and yet

the clinician is actively seeking to provide excellent care to ensure the patient's wellbeing, purpose

and personal autonomy are maintained for as long as possible. As well as this, a "good" death is also

the goal.

For all clinicians, having personal and work-based strategies to support their own mental health and

wellbeing is critical to caring for others.

5. Should palliative care workers be provided with additional supports in relation to their mental

health?

It is beholden upon health services to ensure that all palliative care staff are supported:

To have personal strategies that support their mental health and wellbeing
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•	 To have regular opportunities to meet (away from the patient bedside), to sit, reflect and

discuss difficult and complex situations with colleagues, and

In some cases, to seek specific psychological support

Consultation Liaison Psychiatrists in palliative care settings are often looking out for the wellbeing of

their palliative care team colleagues. It would be appropriate to ask Palliative Care Physicians

directly whether current supports for their mental wellbeing are adequate in the WA Health system

currently.

6. Are you aware of any patients requesting assessment of their capacity by psychiatrists in

Western Australia in order to facilitate assisted dying or physician assisted suicide in another

country?

No.

7. Some of the academic submissions to the inquiry have indicated that there is a growing trend

away from substitute decision-making towards supported decision-making. Are you aware of

this model of decision making?

Yes.

8. If so, in your view would such a model be useful for assessing individuals who need support in

relation to end-of-life care planning, generally, and voluntary assisted dying, specifically?

Yes, to a degree generally. Capacity is decision-specific.

Supported decision-making is about maximising the opportunity for an individual to have input into

decisions about them ("nothing about us, without us"). The caveat to this is that a rigorous

assessment of capacity and screening assessment for mental illness is critical. Where an individual

has a serious and active mental illness or cognitive impairment, the goal is to assist them to maximise

their decision-making capacity. At times, even with significant support, an individual may not reach a

point where they attain sufficient capacity for their apparent wishes to be enacted.

Some general end-of-life planning decisions are helped by supported decision-making eg an

individual may lack capacity but may wish to spend significant money to travel to visit relatives, even

though there may be a risk of deterioration in health on the trip- this may be quite appropriate.

Where an individual who is incapacitous seeks voluntary assisted dying- if it's likely they may regain

capacity, then a process to support them to maximise their capacity is appropriate, but supported

decision making cannot occur to facilitate voluntary assisted dying while an individual remains

incapacitous. Where an individual is unlikely to regain capacity, it would be inappropriate to pursue

supported decision-making around a request to die, but still appropriate to have a supported

decision-making process for other aspects in their life.

Supported decision-making may require an investment of resources or time to ensure the individual

has a trusting relationship or relationships that can provide support for the decision making. There

can be a potential conflict of interest where an individual who is restricting rights eg use of the

Mental Health Act, is also seen as the primary individual assisting the supported decision making.
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I am happy to discuss further should it be required. I may be contacted on (08) 6553 0000.

Yours sincerely

Dr Nathan Gibson

CHIEF PSYCHIATRIST

13 February 2018
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