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Summary

In this opinion piece, Davis proposes that suicide is a 
reasonable response to impending dementia and that 
the move towards pre-symptomatic diagnosis of 
Alzheimer’s disease (AD) now makes rational suicide a 
more feasible option for those so inclined. Three broad 
reasons are proposed for earlier death through rational 
suicide: to conserve financial assets; to reduce family 
burden of care; and to allow people to end their lives 
‘with a final chapter that is consonant with the narrative 
as a whole’. There are numerous barriers to ending one’s 
life to avoid living with dementia. Even though Davis 
admits that few types of dementia have accurate genetic 
prediction, clinicians are criticised for their paternalistic 
attitudes in not doing genetic tests and divulging results 
to people who indicate an interest in rational suicide. 

The ‘Catch-22’ dilemma with dementia is discussed – 
people don’t want to die while they remain competent, 
but they are unable to suicide when they have lost 
capacity. In jurisdictions where assisted suicide is legal, 
the person must be competent to make the decision. 
Advance directives can be ignored and many authorities 
believe that ‘they lack the full moral force of contemporary 
choices and that respect for precedent autonomy is 
misdirected or downright unethical’. Davis does not 
accept these viewpoints but concedes that they are 
difficult to refute and add further weight to the notion 
of pre-emptive suicide for those so inclined. 

The increasing accuracy and availability of biomarkers may 
herald an era when the onset of dementia can be predicted 
in time for the person to make a rational decision to 
suicide. Davis believes that ‘direct to consumer’ genetic 
testing bypasses the clinician barrier. She states that ‘it has 
become increasingly possible to diagnose AD by laboratory 
tests’ and mentions the revised AD research criteria that 
incorporate biomarkers for pre-symptomatic diagnosis. 
Finally, Davis argues that gatekeepers such as researchers, 
clinicians and policymakers need to acknowledge the 
option of pre-emptive suicide when deciding how to 
allocate resources and provide information about 
biomarkers to research participants and patients so that 
they can make an exit strategy if desired.

COmmENTary

There is divided opinion about the rights and wrongs of 
rational suicide,1 but that debate is not the focus of this 
article. The two key issues raised are the accuracy of 
biomarkers in pre-symptomatic AD or other types of 
dementia and about the obligations of clinicians and 
researchers to provide this biomarker information to 
patients and research participants.

Having lucidly discussed the dilemma that people who 
desire rational suicide often want to delay their decision 
so as not to miss out on ‘precious good years’, Davis 
ignores the fundamental issue that biomarkers do not 
address this conundrum. Some biomarkers address 
dementia risk, and others imminence, but these are not 
measures of quality of life or decision-making capacity.2 
Having a biomarker result that basically informs the 
person that at some point in the next few years, 
symptoms of AD might appear, or get worse, is not going 
to help most individuals to make a decision about when 
to die by suicide if they want to live those ‘precious good 
years’. However, it might increase the risk of suicide in 
those whose decision-making capacity is temporarily 
affected by the news – and while that might be 
understandable, it is not rational suicide.1 Guidelines for 
the provision of genetic and biomarker information to 
people at risk of dementia involve appropriate counselling 
but this is not going to happen with direct to consumer 
genetic testing.1 

Clinicians have ethical obligations to respect human life. 
The Declaration of Helsinki charges medical researchers 
with the responsibility to protect research participants 
including not passing on potentially misleading research 
information that has yet to be validated.3 There are also 
broader ethical responsibilities that clinicians and 
researchers have to consider as the impact of suicide 
upon families and health professionals can be profound.4 

Indeed, it has recently been argued that from a moral 
viewpoint, suicide cannot be evaluated solely in terms of 
personal autonomy; communal values also play a role.5 It 
is little wonder that clinicians and researchers might feel 
uneasy about passing on information that may be 
inaccurate and that result in the person’s suicide.
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Summary

This meta-analysis of publications over an approximate 
ten-year period from 2002–12 looked at mortality after 
coronary presentations. A total of 487 reports were 
studied and 48 were assessed for the impact of nominal 
‘off hours’ (night and weekends) presentation for 
catheter-based revascularisation for ST elevation 
myocardial infarction (STEMI). Smaller studies tended to 
show increased mortality off hours, larger samples little 
or no adverse effect. The net impact, using a random 
effect meta-analysis model, was a statistically significant 
2–4% mortality excess. This was linked by the authors to 
an increase in hospital ‘door to balloon’ times. 

Data on time to recognition and hospital presentation 
were not available but were said to be shorter off hours 
as seen in other publications. More adverse effects were 
seen off hours in non-North American centres and was 
associated with a reduced door to balloon time in 
North American registries. 

The authors go on to suggest these observations have 
implications for the assessment of quality of care by 
hospitals (and staff) and should guide ‘value based 
purchasing’ on the basis of off hours performance. The 
limitations – lack of randomisation, inconsistent definition 

of ‘off hours’, high heterogeneity, publication bias, 
overlapping patients – were all felt to be offset by the 
statistical power of analysis (more than one million 
patients from the 48 publications included). The authors 
considered that previous failed attempts to confirm the 
adverse off hours effect on mortality were due to a lack 
of statistical power.

COmmENTary

Most practitioners have accepted that adverse outcomes 
can follow out-of-hours or weekend management in 
communities or hospitals. This rightly attracts much 
political attention, yet where we do not understand the  
basic mechanisms; the causes of any adverse clincial 
effects are unlikely to be generalisable. Does this further 
analysis in STEMI add anything new? 

The presumption that every intervention can be, or 
should be, performed in the same way, day or night, 
regardless of individual circumstances is a basic error. That  
biological variance can be explained via statistical 
association in a meta-analysis is also erroneous. Where 
numbers are this large, statistical significance can be 
guaranteed. Plausible explanations can be suggested (staff/
facilities don’t respond quickly or are not available), but 
they remain speculative. 
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