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Dothiepin Contextualised Scenario

Bryan Vernon

Learning Outcomes 

At the end of this seminar and related reading, students should be able to:

Recall, apply and evaluate the arguments for and against treating a person who presents having attempted 
suicide

Recall and apply the law relating to compulsory treatment

Assessment of Learning Outcomes

This seminar is one of several which enable medical students to relate clinical problems to an ethical framework, to 
enhance their personal and professional development and to increase their moral empathy. This contributes to a 
curricular aim of coping with moral uncertainty.

Teaching Structure/Format

One hour seminar with 20 Stage 3* medical students facilitated by a Health Care Ethics Lecturer with a trainee 
psychiatrist in attendance.
(* Students in their third or fourth year: the rotation runs from November in their third year to October in their fourth 
with 10 groups of 20+ students)

Case presented to students on OHP. (5mins) 

Students are then assigned to one of four groups, two of which are asked to find reasons that support treating the 
patient, two of which are asked to find reasons that support not treating the patient. As one of the underlying 
curricular aims is to develop in students an appreciation of ethical stances that differ from their own, they are 
reminded that they may have been asked to find reasons which oppose their own viewpoint. (20mins)

The groups with reasons for treating report back alternately. This adds a competitive element to the seminar. The 
groups with reasons for not treating do the same. Other reasons which have not emerged are suggested by the 
seminar leader. (25 mins)

Students are then asked to indicate whether they would treat the patient and the psychiatrist comments briefly on 
similar cases in which (s)he has been involved. Neutrality is not an option, as the students will have to make and 
defend clinical decisions in the future. The seminar leader briefly outlines some of the classic philosophical defences 
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and critiques of suicide. (10 mins)

Handouts are distributed. 

Hassan T B et al. Managing patients with deliberate self harm who refuse treatment in the accident and 
emergency room. BMJ. 1999:319;107-9.

Hewson B. The law on managing patients who deliberately harm themselves and refuse treatment. BMJ. 
1999:319;905-7

Bentall R P. A proposal to classify happiness as a psychiatric disorder. JME 1992:18;94-98.

Approach 

As with other subjects that are discussed in Health Care Ethics like termination of pregnancy, abuse and end-of-life 
issues, it is often worth reminding the group that there may be participants for whom these issues raise a personal 
agenda, and that they should be sensitive to this. In general students are not encouraged to opt out, as they will have 
to face difficult emotional demands as a professional. Coping with these in training is an important part of their 
formation. The seminar leader can offer to follow up personal issues on a subsequent occasion with individuals who 
want this.

Competition between the groups helps to lighten the atmosphere without detracting from the seriousness of the 
scenario. This lighter touch can make it easier to discuss emotionally charged situations.

The Scenario: 

A 45 year old woman was brought to A & E by her husband following an overdose of dothiepin. (Dothiepin is an 
antidepressant. It takes 2-3 weeks to produce its full clinical effects. After acute overdosage the clinical features of 
toxicity include coma, convulsions, cardiac arrhythmia and respiratory depression). 

Over the last 15 years she has experienced intermittent relapses of multiple sclerosis and following an exacerbation 
3 months previously she has required an indwelling catheter for urinary incontinence.

The couple had always wanted children but 6 months ago she developed menopausal symptoms, becoming 
depressed thereafter and then deteriorating after the MS attack. It was for this that the GP had prescribed the 
antidepressant earlier this week.

She had taken a substantial overdose on a night when her husband was attending a social function which was 
unexpectedly cancelled. He had returned home to find his wife drowsy in the bedroom with a note which apologised 
for the inconvenience the overdose would cause, but that it was less in the long run than if she stayed alive. It said 
that she no longer wished to live with MS.

The note also reminded her husband of a conversation they had had 2 years previously when she had stated that 
she would not wish to remain alive through the deterioration of her disease. She hoped that he could see this as a 
positive choice she had made, that he would not be shocked by the event and that he could hold dear the memories 
they had shared.

On examination she has a tachycardia of 150 bpm and is drowsy with slurring of speech. She is refusing to accept 
cardiac monitoring or blood investigations, stating her wish to die and asserting her right to do so. 

Moral Context/Underlying Ethical Issues: 

Nature of the right to refuse treatment

Nature of the duty to rescue
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Competence

Suicide

Relevant Professional Codes (if any):

General Medical Council. Seeking patients' consent: the ethical considerations http://www.gmc-
uk.org/standards/default.htm

Mental Health Act 1983 is also relevant.
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