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When is hastened death considered
suicide? A systematically conducted
literature review about palliative care
professionals’ experiences where assisted
dying is legal
Sheri Mila Gerson1,2* , Amanda Bingley3, Nancy Preston3 and Anne Grinyer3

Abstract

Background: Laws allowing assisted suicide and euthanasia have been implemented in many locations around the
world but some individuals suffering with terminal illness receiving palliative care services are hastening death or
die by suicide without assistance. This systematic review aims to summarise evidence of palliative care professionals’
experiences of patients who died by suicide or hastened death in areas where assisted dying is legal and to
understand when hastened death is considered to be a suicide.

Methods: AMED, CINAHL Complete, PsycINFO, PubMED, and Academic Search Ultimate were searched for
articles from inception through June 2018. Quality assessment used the Hawker framework.

Results: A total of 1518 titles were screened resulting in thirty studies meeting eligibility criteria for this
review. Published studies about professionals’ experiences from areas with legalised assisted dying includes
limited information about patients who hasten death outside legal guidelines, die by suicide without
assistance, or if the law impacts suicide among palliative care patients.

Conclusion: There are a range of experiences and emotions professionals’ experience with patients who die
by euthanasia, assisted suicide, or hasten death without assistance. The included literature suggests improved
communication among professionals is needed but does not explicitly identify when a hastened death is
deemed a suicide in areas where assisted dying is practiced. More research is needed to help clarify what
hastened death means in a palliative care context and identify how and if assisted dying impacts issues of
suicide in palliative care settings.
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Background
Several jurisdictions around the world have passed
assisted dying laws that allow a physician, or, in some
areas, a nurse practitioner to legally prescribe and/or
administer life-ending medications to individuals faced
with a serious illness [1]. Some of these individuals are

in receipt of palliative care services, however, they are
deciding to die by suicide or hasten their death without
legal lethal means. The term ‘hasten death’ is used
because not all hastened deaths of people who are
considered terminally ill may be considered suicide.
People who intentionally hasten death have been
described as individuals “who have been involved in
decisions about their care” who want to have control
over the circumstances of their death [2] and who may
act on their wish to die with or without assistance from
another individual. The desire for or wish to hasten
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death as a phenomenon [3] is distinguished from the act
of hastened death because having a wish to die does not
mean that a person will act on the desire to die [4]. The
scope of literature reviews that gather evidence of
professionals’ experience of caring for a patient who dies
by suicide or intentionally hastens death predominantly
include countries and communities where there are no
laws regulating assisted dying or are limited to perspec-
tives about the laws [5–10]. This review gathered
evidence of professionals’ experiences with patients
receiving palliative care services who intentionally hasten
death or die by suicide in areas that allow assisted dying
to understand when a hastened death is considered a
suicide.
The term ‘assisted dying’ applies to various laws or

court rulings currently in effect in several countries
around the world including Belgium, Canada, Colombia,
Luxembourg, Netherlands, Switzerland, Victoria,
Australia and several jurisdictions of the United States
[1]. Terms related to assisted dying have evolved around
the world, including the use of the word suicide in the
language of some of the laws, but it is not the intention
of this review to explore the evolution of the language of
the laws. The term ‘assisted suicide’ is only included in
the language of the laws in Belgium, Luxembourg, and
the Netherlands [11–13]. Canada, Québec, the state of
Victoria in Australia, and US states that have passed
assisted dying laws but do not use the term ‘suicide’ in
the content of laws or court ruling. The implementation
of these laws, however, are interpreted by many as a
form of suicide that in some cases is considered rational
for an individual who seeks assistance to die if life
becomes unbearable, or if suffering from a life-threaten-
ing illness [14–16]. For the purpose of this review terms
will follow the European Association of Palliative Care
(EAPC) definition of assisted dying that includes euthan-
asia, where a medical professional administers a lethal
dose of medication to a capable individual who requests
it, and physician assisted suicide or assisted suicide,
where a capable individual self-administers a prescribed
lethal dose of medication [17]. A definition of terms
used is included in Table 1.
As of July 2019, areas of the United States that have

passed assisted dying legislation that allow an individual

to request a legal lethal dose of medication from a
physician that can be self-administered include California,
Colorado, District of Columbia, Hawaii, Maine, New
Jersey, Oregon, Vermont and Washington State [18–24].
It is anticipated that more laws will be passed as jurisdic-
tions around the world introduce and debate legalising
options for capable individuals facing terminal illness to
control timing of death. For example, the legislature in the
state of New Jersey passed the Aid in Dying for the
Terminally Ill Act [25], Victoria, Australia implemented
Voluntary Assisted Dying in 2019, and New Zealand
legislators are in the process of debating the End of Life
Choice Bill [26, 27]. The state of Montana in the United
States has passed a court ruling and Switzerland has a
penal code that allow eligible individuals to request from a
physician, a legal lethal dose of medication for self-admin-
istration [28, 29].
Belgium, Luxembourg, the Netherlands, and Canada

allow both euthanasia (medically administered medica-
tions to cause death), and assisted suicide (self-adminis-
tered medications to cause death) but Québec and
Colombia only allow euthanasia.

Method
Review question
The question asked in this review is “When is hastened
death deemed a suicide by palliative care professionals
working in areas where assisted dying is legal?”

Review design
The purpose of this literature review is to provide a
comprehensive understanding of professionals’ experi-
ences with palliative care patients who hasten their death
in areas where assisted dying is legal and understand
when hastened death is considered to be a suicide. Nar-
rative synthesis is an approach to synthesising research
which includes the results of both qualitative and quan-
titative studies [30]. This review is approached systemat-
ically and in a rigorous manner containing the six
essential elements identified by Popay et al. [30]: identi-
fying the review focus, specifying the review questions,
identifying studies to include, data extraction and quality
appraisal, synthesis, and dissemination. The analysis is
primarily an inductive approach, and the results follow

Table 1 Definition of terms

Assisted suicide Someone makes the means of death available but does not act as the direct agent of death

Euthanasia A medical professional administers a lethal dose of medication to intentionally end a patient’s life

Hastened death Someone who acts on their desire to control the circumstances of their death with or without assistance from another
individual

Physician assisted
suicide

A medical provider writes a prescription for a lethal dose of a drug to be self-administered by a competent, terminally ill
patient

Suicide Self-caused death
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Popay et al’s [30] recommended guidelines for a narra-
tive synthesis. This review sought research articles using
data from jurisdictions where it is legal to permit assist-
ance in dying using the EAPC definitions of euthanasia,
physician assisted suicide, and assisted suicide.

Search strategy
Database searches
Five electronic databases were searched from inception
through to June 2018 using a strategy developed for
PubMED and adapted for AMED, CINAHL, PsycINFO
and Academic Search Ultimate. Searches were filtered
out using Medical Subject Headings (MeSH) and some
terms adapted and expanded to apply to each of the
databases. Searches were conducted by SMG and each
step was discussed with AG and AB. Titles and abstracts
of studies were screened after duplicate citations were
deleted and full text articles meeting eligibility criteria
were accessed and reviewed.
Search terms were selected into four groupings. The

first grouping identified terms associated with suicide.
The second grouping identified terms associated with
palliative care. The third grouping identified professional
groups and finally the fourth group was specific to expe-
riences. When possible, Medical Subject Headings
(MeSH) terms were used. Additional file 1 includes
details of the PubMED query. Table 2 identifies search
terms used initially in PubMED and adapted for other
databases:

Selection criteria
Inclusion and exclusion criteria were developed to select
the included studies (see Table 3).

Assessment of quality
This review used an appraisal scale created by Hawker,
et al. [31] that recognises the complexity of quality

assessment from diverse research designs. The appraisal
tool for this review was chosen because the questions
can be used as a guideline to assess the strength of each
study relevant to the research question. See Additional
file 2 for the version of Hawker, et al. [31] question and
rating system. Each study was given a score between 9
and 36 based on a series of questions. No studies were
excluded from this review due to quality.

Data extraction and method of synthesis
Data collected from the literature included study
methods, participants, sample size, setting, research
focus, and terminology used about assisted dying. Data
were extracted and included in a table of characteristics
identified by SMG and reviewed with AG and AB. SMG
then analysed the studies for themes discussing the
results with AG and AB. Popay et al. [30] suggests narra-
tive synthesis is a way of telling the story of research
evidence that is also flexible when combining studies
from diverse methodologies that seemed most appropri-
ate for this review.

Overview of studies
A total of 30 studies were selected as meeting the inclu-
sion criteria for this review. References of the full text
articles were searched using Google Scholar and an
additional 30 full text articles were included for consid-
eration. SMG screened full text articles to determine
eligibility for final inclusion in the review. Duplicates
were deleted and abstracts then screened against the
inclusion criteria before considering study quality. An
adapted version of the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) flow-
chart in Fig. 1 summarises how the 30 articles were
identified for the review:
A total of 30 studies were included in this review. Of

these studies:

Table 2 Database search terms

Terms MeSH terms

1. Suicide OR assisted suicide OR assisted dying OR aid in dying OR death with dignity OR active
euthanasia AND

“suicide”
“suicide, assisted”
“suicide, attempted”
“euthanasia, active, voluntary”

2. Hospice care OR hospices OR hospice and palliative nursing OR palliative care OR palliative
medicine AND

“hospice care”
“hospices”
“hospice and palliative nursing”
“palliative care”
“palliative medicine”
“terminal care”

3. Professional OR clinician OR physician OR nurse OR social worker OR chaplain AND “health personnel”
“attitude of health personnel”
clinician*, physician*, social worker*, chaplain*,
nurse*

4. Experiences Experience*

*used to enable different forms of a word to be searched for simultaneously increasing the number of search results found
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� Five studies are from Belgium, nine from the
Netherlands, two from Switzerland, 13 from the
United States, and one is from Canada.

� Only three of the 30 studies include information
about experiences of hastened death that is not
assisted suicide (self-administered lethal dose of
medication) or euthanasia (lethal medication injected
by professional); Ganzini et al. [32] investigate the
phenomenon of patients who voluntarily refuse food

and fluids, and Anquinet et al. [33] compare
euthanasia with continuous deep sedation.

� Two studies are part of a larger survey about the
role of Dutch nurses in euthanasia and physician-
assisted suicide [34, 35].

� Four papers are reported from one survey of
physicians in the United States [36–39].

� Four papers are from the data results of one study
of hospice workers [32, 40–42].

Table 3 Inclusion and exclusion criteria

Inclusion Exclusion

Population Professionals in a palliative care and hospice context: nurses, physicians,
social workers, chaplains working in locations where assisted dying is
allowed

Patients, public, other carers. Locations where assisted
dying, including euthanasia and assisted suicide is not
allowed

Intervention Hastened Death, Euthanasia, Suicide, Assisted Suicide, Physician Assisted
Suicide

Outcomes Professionals’ experiences with patients who died by suicide, self-
administered medications prescribed by clinician, or administration of
medications by clinician with intent to hasten death

Research that does not include information about direct
experiences: involvement, attitudes, communication,
views

Study design Any research method/design Opinion pieces; editorials

Reporting
(language/time
period)

English
Data obtained from reports from inception to present

Studies conducted prior to implementation of assisted
dying laws, code, or ruling of each country or state

Fig. 1 PRISMA flow diagram of study selection
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The professionals in the included studies were primar-
ily limited to physicians and nurses, with four studies
from the United States that included social workers and
one survey of chaplains [40–44].

Results
The 30 studies are summarised in Table 4. Analysis of
these studies identified four primary themes:

1. Assisted suicide is frequently not distinguished from
broader instances of suicide

2. VSED and Sedation are seen as alternative to
assisted dying

3. A broad knowledge of hastened death and suicide
to assess and support patients

4. Communication challenges and opportunities

Each of these themes is described below:

Assisted suicide is frequently not distinguished from
broader instances of suicide
Authors frequently refer to suicide when they are speak-
ing about physician assisted suicide.
There is almost no literature about patients who die

by unassisted suicide in hospice and palliative care
services in areas that allow assisted dying. Deaths by
suicide are not identified and differentiated from medic-
ally assisted deaths. What is termed physician assisted
suicide (PAS), might also be called Physician Aid in
Dying or Physician Assisted Death (PAD), or only
‘assisted suicide’ in some studies. Only one study from
The Netherlands identified patients who died by
unassisted suicide, attempted an unsuccessful overdose
of medications, or deliberately stopping eating and
drinking when their request for euthanasia was refused
[54]. In Switzerland, the word ‘physician’ is removed
from the term ‘assisted suicide’ because physicians can
only be present as a private citizen at the time the
patient ingests lethal medications [28].
Most of the included studies from the United States

use the word ‘suicide’ in the title or in the content of
their research. In research from the United States
authors often used the unqualified term ‘suicide’ when
discussing physician-assisted suicide [36, 39, 43, 59]. For
example, Carlson et al. [43], state hospice policies may
prevent “employees from assisting the patient in obtain-
ing the prescription or attending a suicide” (p. 1164),
suggesting that patients who utilise the legally prescribed
lethal medication, die by suicide. Authors of the
included studies imply patients who request their physi-
cians to legally prescribe lethal medications and then use
these medications to end their life, end their life through
suicide [36, 39, 59].

Most authors acknowledge terminology variation but
do not explain their choice of terms around this topic.
Some authors refer to terms used in legislation such as
‘aid in dying,’ ‘legalised physician assisted suicide,’ ‘PAS,’
‘assisted suicide,’ or the ‘Oregon Death with Dignity Act’
[34, 35, 39, 55, 57]. Other authors choose ‘physician-
assisted death’ or ‘physician–assisted dying’ as a capture
term to include both euthanasia and assisted suicide
instead of the terms ‘physician-assisted suicide’ or
‘assisted suicide’ [61]. Gamondi, et al. [28] acknowledge
that there is controversy over the terminology and use
‘assisted dying’ as a neutral term to describe both
euthanasia and assisted suicide.

VSED and sedation alternative to assisted dying
Voluntary Refusal of Food and Fluids (VRFF), also
known as Voluntary Stopping of Eating and Drinking
(VSED), and continuous deep sedation are sometimes
characterised as hastened death and as alternatives to
assisted dying [32, 33]. There is a variation of experi-
ences and whether they are considered acceptable.
Ganzini et al’s [40], study of nurses and social workers
report VRFF as an alternative option for patients who
seek physician assisted suicide but do not identify it as a
form of suicide. A study of social workers in the United
States and a study with physicians from The Netherlands
were the only ones to identify ‘suicide’ as separate from
other forms of hastened death, suggesting suicide occurs
separately from assisted dying and VRFF [44, 54].

A broad knowledge of hastened death and suicide to
assess and support patients
This theme is separated into two subthemes: assessing
patients and determining eligibility, and fear and con-
flict. First, professionals’ have a broad range of experi-
ences that include assessing and determining eligibility
for assisted dying. Second, some experiences of different
professional groups, suggest personal feelings of fear and
conflict being involved in the assessment process of
working with patients who are seeking to hasten death.

Assessing patients and determining eligibility
The terms ‘mentally competent’ or ‘mentally capable’ are
frequently used to determine whether a patient is eligible
to get lethal medications from a physician. The literature
suggests, however, that physicians are not alone in deter-
mining eligibility and assessing patients for the option
for a legal lethal dose of medications. Different profes-
sionals discern and address these issues in diverse ways
depending on the policy of their employer, institutional
or personal interpretation of suicide, and sense of
responsibility for the patient [59]. Several authors
indicate that organisational policy presents dilemmas
around needing to prevent hastened death, but most
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speak of the critical need to establish clear guidelines for
interdisciplinary team members [34, 41, 46]. These di-
lemmas include concern that nurses lacked knowledge
and training about policy and legislation potentially
causing patients to receive misinformation about options
[59]. Overall, most nurses in these studies indicate they
would support a patients’ choice but did not address
nurses’ experience with assessing patients who died by
suicide other than through legally prescribed medication
by a physician or by VRFF [32, 59].

Fear and conflict
The studies of physicians included in this review de-
scribe a range of emotions and experiences about
responding to requests for medications to end patients’
lives. These emotions range from feelings of fear, frus-
tration, and isolation to feelings that their experience
improved their relationship with patients, and increased
quality of life and comfort when writing prescriptions or
administering lethal medications [38, 56–58, 61]. Some
literature about physicians’ experiences associates feel-
ings of anxiety and fear with the word ‘suicide’ as the
physician struggles to assess the risk and needs of their
patients [32, 36]. The span of emotions demonstrated by
these studies suggest an increased sense of responsibility
for patients compared to other professionals, which may
be attributed to the power they possess to prescribe
lethal medications to control timing of death, and from
the physicians’ concerns about being able to provide
comfort until death [51]. In addition, it is important to
note that palliative care emerged emphasizing comfort
rather than hastening of death [62, 63]. The doctrine of
double effect [64] may have influenced and increased
fear and frustration among physicians who were trying
to promote and educate about palliative care while
struggling with patient requests to hasten death.
Norton and Miller’s study about hospice social

workers in Oregon [44], suggests that patients save up
medications to have the option to end their own life and
do, at times, successfully die by suicide but does not
explicitly state their role in assessment for assisted dying
or for suicide risk. Other studies explore the complexity
of the social worker role in understanding and identify-
ing when a patient is at risk of suicide and when
compared with nurses, indicate that social workers are
more accepting of patient choices [40].
Nurses experience fear and ethical conflict, particularly

when questions posed by patients about access to lethal
medications conflicted with their own personal or
religious beliefs but feel increased acceptance when
patients make the decision to stop eating and drinking
[32, 49]. Harvath et al. [41] suggest that hospice nurses
understood that patient choice to control circumstances

of death may be more important than other issues of
concern.
Inghelbrecht et al. [47], however, do examine the inci-

dence of nurses administering life-ending medications
with and without a patient’s explicit request for hastened
death, despite nurses’ direct administration being un-
acceptable and unregulated by Belgium’s euthanasia law.
There is little indication from other studies that nurses
participate in euthanasia with or without the patient’s
consent. Beuthin et al. [49] emphasise the moral distress
some nurses experience particularly when a patients
choice to die is in conflict with their own beliefs.
There is only one study about chaplains indicating that

whether or not chaplains agree with a patients’ decision
to hasten death, they support patients’ choices. Carlson
suggested that chaplains working with patients inter-
ested in pursuing the DWDA did not influence the deci-
sion to hasten death [43]. This study was not clear about
the chaplains role or influence in assessing patients for
assisted dying eligibility.
Professionals have a range of experiences that may be

attributed to cultural differences, as explained by Cohen
et al., in a study from Belgium [45]. Cohen et al. write
that “the influence” of a law “on a particular society... is
affected by the surrounding culture” (p. 852). Under-
standing cultural differences, including language, reli-
gion, and environment may be a key element to
understand and interpret experiences around issues of
assessing suicide risk and eligibility for assisted suicide.

Communication challenges and opportunities
A theme identified in the literature is that there are both
challenges and opportunities to speak openly about
issues of suicide among professionals of the same or dif-
ferent disciplines and between professionals and those
they serve [36, 50, 52–54, 57]. The included articles
suggest that with assisted dying there is a tendency to
view professionals’ conversations with patients as oppor-
tunities to discuss what is relevant and important to the
patient, thus improving end-of-life care. Studies of
physicians assert that passage of the laws is associated
with an increased sense of responsibility to provide
optimal palliative care and serves as an opening for com-
munication on important end of life issues [61]. Ganzini
et al. [38] suggest that since passage of the DWDA in
Oregon, physicians have increased referrals and access
to hospice care, but relationships may have been altered
when a physician does not agree to prescribe lethal med-
ications. A Swiss study of physicians indicates that while
few agree to prescribe lethal medications they assume a
responsibility to discuss the origin of the patient’s re-
quest and seek alternatives to assisted suicide [28].
Studies of other professionals corroborate the research

about physicians indicating “the discussion about
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assisted suicide opens up the box for them to ask all of
the other questions they have...” [41]. Some research,
however, indicates that communication with patients is
impaired when there is understanding that organisa-
tional policy, professional code, or lack of training
restricts professionals from communicating about
options for care [59]. Several authors discuss the need
for more training [33, 54, 57]. The implication of most
of these studies is that professionals other than physi-
cians are involved in determining eligibility for assisted
dying options and suggest the importance of education,
and team communication about legal options for
patients.

Discussion
Main findings
This review finds that professionals’ experiences of
hastened death and suicide with palliative care patients
in areas where assisted dying is authorised are primarily
focused on legalised self-administered or clinician
administered lethal medications. Overall, there is little
clarity on the question of whether experiences of has-
tened death are deemed suicide. In addition, there is
little understanding about patients who use other
methods to end their life with or without assistance in
areas where assisted dying is legal. Suicide implies that a
person has an intention for self-harm resulting in death;
however, research suggests that the definition of suicide
depends on who is doing the research and how the
research is completed [65]. Whether the pursuit of
assisted dying is considered suicide is debatable and may
depend on culture or understanding of the law.
Finally, the recommendations of the included studies

suggest further research is needed as more jurisdictions and
nations take steps to legalise assisted dying. These
recommendations include the need to explore organisa-
tional policy affecting professionals’ ability to provide
information to patients, differences between assisted dying,
voluntary refusal of food or fluids, or continuous deep
sedation, and the need to increase information to provide
guidance for healthcare professionals working with patients
who report a desire to hasten death [28, 41, 46, 54, 59]. The
review findings show that there is great variance in nomen-
clature and definitions that require careful analysis and are
important in identifying professionals’ work with individ-
uals facing fear, pain, and suffering at end of life. The
broader review of literature indicates widespread inter-
national engagement with these issues.

Limitations
There were limitations to this review that deserve men-
tion. First, the search and synthesis were conducted by
the primary author (SMG) which increases the potential
for bias and error. The terms used to describe assisted

dying in this study is further influenced by the definition
of the EAPC that may not be shared by all groups or
professional associations.
The study did not include other professionals includ-

ing pharmacists, psychiatrists, or nursing assistants who
have important roles working with patients receiving
palliative care. Studies that included a mental health or
psychiatric perspective were excluded because they were
not specifically focused on experiences within palliative
care [60]. Mental health professionals and psychiatrists,
however, have a unique role working with individuals
seeking an assisted death focused on competency assess-
ment and eligibility that warrants further study. The
review was limited to literature focused on patients
receiving palliative care and not on literature of patients
facing advanced illness such as cancer, which may have
added additional insight into knowledge about individ-
uals who killed themselves in areas where assisted dying
is allowed.
Some studies varied in quality and were limited in

scope containing brief conclusions about the topic [58].
Other studies were completed in areas where assisted
dying had been implemented for many years compared
to a more recent study, such as the study of nurses from
Canada when assisted dying had only been available for
6 months [49]. Several jurisdictions have implemented
assisted dying laws in the United States since 2008 yet
most studies conducted in the United States were
focused in Oregon. The variation in laws around the
world, and integration of palliative care practice with
assisted dying may be different in each of these jurisdic-
tions. This review is relevant in areas where there is
legalised assisted dying, but the included studies do not
lead to a firm conclusion. In addition, the larger histor-
ical context, evolution and implementation of the laws,
mollification of the term suicide in the content of the
laws and different types of assisted dying practices are
not the specific focus of this study, but worthy of future
research.

Strengths
This review was conducted systematically and with a
rigorous approach. The systematic search and data
extraction are replicable. The review question addresses
an area of research that has not been done previously
and contributes critical information about caring for
individuals at the end of life. Both quantitative and
qualitative studies demonstrated the paucity of evidence
directly relevant to the research question. The strength
of these findings has the potential to impact palliative
care assessment and practise in clinical, hospital and
home settings. Including all of the relevant studies in the
synthesis enabled a broader understanding of the inter-
pretation and terms used in the literature.
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Conclusion
The aim of this review was to answer the research ques-
tion about when hastened death is deemed a suicide by
palliative care professionals working in areas where
assisted dying is legal. The results indicate that it is
unclear how and when a patients’ death is considered a
suicide, whether the patient dies from an overdose of
medications, utilises assisted dying, or hastens death
unassisted. Overall, this review demonstrates that signifi-
cant gaps remain in the literature regarding hastened
death, assisted dying and suicide with patients receiving
palliative care. Understanding professionals’ experiences
with patients who die by suicide can contribute to
improving communication and assessment with patients
around issues of hastened death and provide needed
guidance for future research in all jurisdictions. How-
ever, the literature identified in this review indicates that
there is limited information and research about profes-
sionals’ experiences of patient suicide in areas that allow
assisted dying. Improved knowledge about palliative care
team experiences can improve communication about
issues of suicide and alleviate individual fear over what
has been considered by many to be a taboo topic [66]. If
open discussion about death is considered taboo, then
suicide is likely to trigger even deeper anxiety and fear
within that taboo of death [67]. If palliative care is
indeed patient-centred, then opportunity for open con-
versation about whatever is important to the patient
must be available.

Additional files

Additional file 1 PubMed Query. (DOCX 15 kb)

Additional file 2 Study Quality Form. (DOCX 16 kb)

Abbreviations
DWDA: Death with Dignity Act; EAPC: European Association of Palliative
Care; MeSH: Medical Subject Headings; PAD: Physician Assisted Death;
PAS: Physician assisted suicide; PRISMA: Preferred Reporting Items for
Systematic Reviews and Meta-Analyses; VRFF: Voluntary Refusal of Food and
Fluids; VSED: Voluntary Stopping of Eating and Drinking

Acknowledgements
The authors wish to thank Jenny Brine (Lancaster University Library,
Lancaster, United Kingdom) for initial assistance in designing and
conducting literature searches.

Authors’ contributions
This review was written by SMG with contributions in analysis, design
method and interpretation made by AB, NP, and AG. It was undertaken as
part of the requirements for a PhD in Palliative Care. All authors have read
and approved the final version of the manuscript.

Funding
The authors received no financial support for this research and declare no
potential conflicts of interest.

Availability of data and materials
All data and materials supporting the data and conclusions are available on
request.

Ethics approval and consent to participate
Not applicable

Consent for publication
Not applicable

Competing interests
Nancy Preston is a member of the editorial board (Section Editor) of this
journal. The authors declare that they have no other competing interests
with respect to the research, authorship, and/or publication of this article.

Author details
1School of Interdisciplinary Studies, Dumfries Campus, University of Glasgow,
Dumfries, Scotland DG1 4ZL, UK. 2Division of Health Research, Lancaster
University, Lancaster, UK. 3International Observatory on End of Life Care,
Division of Health Research, Lancaster University, Bailrigg, Lancaster LA1 4YG,
UK.

Received: 27 April 2019 Accepted: 26 July 2019

References
1. Emanuel EJ, Onwuteaka-Philipsen BD, Urwin JW, et al. Attitudes and practices

of euthanasia and physician-assisted suicide in the United States, Canada, and
Europe. JAMA. 2016;316:79–90. https://doi.org/10.1001/jama.2016.8499.

2. Starks H, Pearlman RA, Hsu C, et al. Why now? Timing and circumstances of
hastened deaths. J Pain Symptom Manage. 2005;30:215–26. https://doi.org/1
0.1016/j.jpainsymman.2005.03.012.

3. Balaguer A, Monforte-Royo C, Porta-Sales J, et al. An international consensus
definition of the wish to hasten death and its related factors. PLoS One.
2016;11:e0146184. https://doi.org/10.1371/journal.pone.0146184.

4. Rosenfeld B, Pessin H, Marziliano A, et al. Does desire for hastened death
change in terminally ill cancer patients? Soc Sci Med (1982). 2014;111:35–40.
https://doi.org/10.1016/j.socscimed.2014.03.027.

5. Drum CE, White G, Taitano G, et al. The Oregon death with dignity act:
results of a literature review and naturalistic inquiry. Disabil Health J. 2010;3:
3–15. https://doi.org/10.1016/j.dhjo.2009.10.001.

6. Hendry M, Pasterfield D, Lewis R, et al. Why do we want the right to die? A
systematic review of the international literature on the views of patients,
carers and the public on assisted dying. Palliat Med. 2013;27:13–26. https://
doi.org/10.1177/0269216312463623.

7. Hudson PL, Kristjanson LJ, Ashby M, et al. Desire for hastened death in
patients with advanced disease and the evidence base of clinical guidelines:
a systematic review. Palliat Med. 2006;20:693–701. https://doi.org/10.1177/
0269216306071799.

8. Monforte-Royo C, Villavicencio-Chavez C, Tomas-Sabado J, et al. The wish to
hasten death: a review of clinical studies. Psychooncology. 2011;20:795–804.
https://doi.org/10.1002/pon.1839.

9. Tomlinson E, Stott J. Assisted dying in dementia: a systematic review of the
international literature on the attitudes of health professionals, patients, carers and
the public, and the factors associated with these. Int J Geriatr Psychiatry. 2014;30:
10–20. https://doi.org/10.1002/gps.416910.1002/gps.4169 Epub 2014 Jul 10.

10. Fujioka JK, Mirza RM, McDonald PL, et al. Implementation of medical assistance
in dying (MAiD): a scoping review of health care providers’ perspectives. J Pain
Symptom Manag. 2018. https://doi.org/10.1177/1355819619834962.

11. Belgisch Staatsblad. The Belgian act on euthanasia of May, 28th 2002.
Ethical Perspect. 2002;9:182–8.

12. Le Gouvernement du Grand-Duché de Luxembourg. The official portal of
the Grand Duchy of Luxembourg: Euthanasia and palliative care. 2019.
http://luxembourg.public.lu/en/vivre/famille/fin-vie/euthanasie-soinspalliatifs/
index.html. Accessed 17 Jan 2019.

13. Netherlands Ministry of Foreign Affairs. Euthanasia: a guide to the dutch
termination of life on request and assisted suicide act. 2017. Department
IiaC, Ministry if Health W, and Sport and Justice Mo, (eds.).

14. Battin M. ‘Death with dignity’: is it suicide? 2015. https://blog.oup.com/2
015/11/death-with-dignity-suicide/. Accessed 14 Apr 2017.

15. Macleod RD, Wilson DM, Malpas P. Assisted or hastened death: the
healthcare practitioner's dilemma. Global J Health Sci. 2012;4:87–98.
https://doi.org/10.5539/gjhs.v4n6p87.

Gerson et al. BMC Palliative Care           (2019) 18:75 Page 11 of 13

https://doi.org/10.1186/s12904-019-0451-4
https://doi.org/10.1186/s12904-019-0451-4
https://doi.org/10.1001/jama.2016.8499
https://doi.org/10.1016/j.jpainsymman.2005.03.012
https://doi.org/10.1016/j.jpainsymman.2005.03.012
https://doi.org/10.1371/journal.pone.0146184
https://doi.org/10.1016/j.socscimed.2014.03.027.
https://doi.org/10.1016/j.dhjo.2009.10.001
https://doi.org/10.1177/0269216312463623
https://doi.org/10.1177/0269216312463623
https://doi.org/10.1177/0269216306071799
https://doi.org/10.1177/0269216306071799
https://doi.org/10.1002/pon.1839
https://doi.org/10.1002/gps.416910.1002/gps.4169
https://doi.org/10.1177/1355819619834962
http://luxembourg.public.lu/en/vivre/famille/fin-vie/euthanasie-soinspalliatifs/index.html
http://luxembourg.public.lu/en/vivre/famille/fin-vie/euthanasie-soinspalliatifs/index.html
https://blog.oup.com/2015/11/death-with-dignity-suicide/
https://blog.oup.com/2015/11/death-with-dignity-suicide/
https://doi.org/10.5539/gjhs.v4n6p87


16. Werth JL, Holdwick DJ. A primer on rational suicide and other forms of
hastened death. Couns Psychol. 2000;28:511–39. https://doi.org/10.1177/
0011000000284003.

17. Radbruch L, Leget C, Bahr P, et al. Euthanasia and physician-assisted suicide:
a white paper from the European Association for Palliative Care. Palliat Med.
2016;30:104–16. https://doi.org/10.1177/0269216315616524.

18. California Legislative Information. SB-128, end of life options act. 2015 https://
leginfo.legislature.ca.gov/faces/billCompareClient.xhtml?bill_id=201520160SB128.

19. Oregon Legislature. The Oregon death with dignity act, 127.800. 1994.
https://www.oregonlegislature.gov/bills_laws/ors/ors127.html.

20. Vermont General Assembly. Patient choice at end of life, Vermont Statute, title 18,
chapter 113. 2013. http://legislature.vermont.gov/statutes/section/18/113/05281.

21. Washington State Legislature. Washington State Death with Dignity Act, RCW
70.245.010. 2009. https://app.leg.wa.gov/RCW/default.aspx?cite=70.245.

22. Colorado Revised Statute. End of life options act. 2016. http://www.sos.state.
co.us/pubs/elections/Initiatives/titleBoard/filings/2015-2016/145Final.pdf.

23. Council of the District of Columbia. Act 21–577 death with dignity act of 2016. 2016.
24. Hawaii State Legislature. HB2739 our care, our choice act. 2018.
25. State of New Jersey. Aid in dying for the terminally ill act. 2019.
26. Parliament of Victoria. Voluntary assisted dying act 2017; 2017. p. 61. http://

www.legislation.vic.gov.au/Domino/Web_Notes/LDMS/PubStatbook.nsf/f932
b66241ecf1b7ca256e92000e23be/B320E209775D253CCA2581ED00114C60/
$FILE/17-061aa%20authorised.pdf

27. New Zealand Parliament. Progress of legislation fifty-second parliament. 2018.
28. Gamondi C, Borasio GD, Oliver P, et al. Responses to assisted suicide

requests: an interview study with Swiss palliative care physicians. BMJ
Support Palliat Care. 2017. https://doi.org/10.1136/bmjspcare-2016-001291.

29. Montana Supreme Court. Baxter v. State of Montana. 2009. http://cases.
justia.com/montana/supreme-court/2009-12-31-DA%2009-
0051%20Published%20--%20Opinion.pdf?ts=1396129594.

30. Popay J, Roberts H, Sowden A, et al. Guidance on the conduct of narrative
synthesis in systematic reviews. In: A product from the ESRC methods
programme version, vol. 1; 2006. p. b92.

31. Hawker S, Payne S, Kerr C, et al. Appraising the evidence: reviewing
disparate data systematically. Qual Health Res. 2002;12:1284–99. https://doi.
org/10.1177/1049732302238251.

32. Ganzini L, Goy ER, Miller LL, et al. Nurses’ experiences with hospice patients
who refuse food and fluids to hasten death. N Engl J Med. 2003;349:359–65.
https://doi.org/10.1056/NEJMsa035086.

33. Anquinet L, Raus K, Sterckx S, et al. Similarities and differences between
continuous sedation until death and euthanasia – professional caregivers’
attitudes and experiences: a focus group study. Palliat Med. 2013;27:553–61.
https://doi.org/10.1177/0269216312462272.

34. van Bruchem-van de Scheur A, van der Arend A, van Wijmen F, et al. Dutch
nurses’ attitudes towards euthanasia and physician-assisted suicide. Nurs
Ethics. 2008;15:186–98. https://doi.org/10.1177/0969733007086016.

35. Van Bruchem-van de Scheur G, Van Der Arend AJ, Spreeuwenberg C, et al.
Euthanasia and physician-assisted suicide in the Dutch homecare sector: the
role of the district nurse. J Adv Nurs. 2007;58:44–52. https://doi.org/10.1111/
j.1365-2648.2007.04224.x.

36. Dobscha SK, Heintz RT, Press N, et al. Oregon physicians’ responses to
requests for assisted suicide: a qualitative study. J Palliat Med. 2004;7:451
–61. https://doi.org/10.1089/1096621041349374.

37. Ganzini L, Dobscha SK, Heintz RT, et al. Oregon physicians’ perceptions of
patients who request assisted suicide and their families. J Palliat Med. 2003;
6:381–90. https://doi.org/10.1089/109662103322144691.

38. Ganzini L, Nelson HD, Lee MA, et al. Oregon physicians’ attitudes about and
experiences with end-of-life care since passage of the Oregon death with
dignity act. JAMA. 2001;285:2363–9.

39. Ganzini L, Nelson HD, Schmidt TA, et al. Physicians’ experiences with the
Oregon death with dignity act. N Engl J Med. 2000;342:557–63. https://doi.
org/10.1056/NEJM200002243420806.

40. Ganzini L, Harvath TA, Jackson A, et al. Experiences of Oregon nurses and
social workers with hospice patients who requested assistance with suicide.
N Engl J Med. 2002;347:582–8. https://doi.org/10.1056/NEJMsa020562.

41. Harvath TA, Miller LL, Smith KA, et al. Dilemmas encountered by hospice
workers when patients wish to hasten death. J Hosp Palliat Nurs. 2006;8:
200–9. https://doi.org/10.1097/00129191-200607000-00011.

42. Miller LL, Harvath TA, Ganzini L, et al. Attitudes and experiences of Oregon
hospice nurses and social workers regarding assisted suicide. Palliat Med.
2004;18:685–91. https://doi.org/10.1191/0269216304pm961oa.

43. Carlson B, Simopolous N, Goy ER, et al. Oregon hospice chaplains’
experiences with patients requesting physician-assisted suicide. J Palliat
Med. 2005;8:1160–6. https://doi.org/10.1089/jpm.2005.8.1160.

44. Norton EM, Miller PJ. What their terms of living and dying might be:
hospice social workers discuss Oregon’s death with dignity act. J Soc
Work End Life Palliat Care. 2012;8:249–64. https://doi.org/10.1
080/15524256.2012.708295.

45. Cohen J, Van Wesemael Y, Smets T, et al. Cultural differences affecting
euthanasia practice in Belgium: one law but different attitudes and
practices in Flanders and Wallonia. Soc Sci Med. 2012;75:845–53. https://doi.
org/10.1016/j.socscimed.2012.04.021.

46. Dierckx De Casterlé B, Denier Y, De Bal N, et al. Nursing care for patients
requesting euthanasia in general hospitals in Flanders, Belgium. J Adv Nurs.
2010;66:2410–20. https://doi.org/10.1111/j.1365-2648.2010.05401.x.

47. Inghelbrecht E, Bilsen J, Mortier F, et al. The role of nurses in physician
-assisted deaths in Belgium. Can Med Assoc J. 2010;182:905–10. https://doi.
org/10.1503/cmaj.091881.

48. Meeussen K, Van den Block L, Bossuyt N, et al. Dealing with requests for
euthanasia: interview study among general practitioners in belgium. Journal
of Pain & Symptom Management 2011;41:1060-1072. https://doi.org/10.1
016/j.jpainsymman.2010.09.020

49. Beuthin R, Bruce A, Scaia M. Medical assistance in dying (MAiD): Canadian
nurses’ experiences. Nurs Forum. 2018. https://doi.org/10.1111/nuf.12280.

50. Dees MK, Vernooij-Dassen MJ, Dekkers WJ, et al. Perspectives of decision
-making in requests for euthanasia: a qualitative research among patients,
relatives and treating physicians in the Netherlands. Palliat Med. 2013;27:27
–37. https://doi.org/10.1177/0269216312463259.

51. Georges JJ, The AM, Onwuteaka-Philipsen BD, et al. Dealing with
requests for euthanasia: a qualitative study investigating the
experience of general practitioners. J Med Ethics. 2008;34:150–5.
https://doi.org/10.1136/jme.2007.020909.

52. Francke AL, Albers G, Bilsen J, et al. Nursing staff and euthanasia in the
Netherlands. A nation-wide survey on attitudes and involvement in decision
making and the performance of euthanasia. Patient Educ Couns. 2016;99:
783–9. https://doi.org/10.1016/j.pec.2015.11.008.

53. Norwood F. Nothing more to do: euthanasia, general practice, and end-of
-life discourse in the Netherlands. Med Anthropol. 2007;26:139–74. https://
doi.org/10.1080/01459740701283165.

54. Pasman HR, Willems DL, Onwuteaka-Philipsen BD. What happens after a
request for euthanasia is refused? Qualitative interviews with patients,
relatives and physicians. Patient Educ Couns. 2013;92:313–8. https://doi.
org/10.1016/j.pec.2013.06.007.

55. Snijdewind MC, van Tol DG, Onwuteaka-Philipsen BD, et al. Complexities in
euthanasia or physician-assisted suicide as perceived by Dutch physicians
and patients’ relatives. J Pain Symptom Manag. 2014;48:1125–34. https://doi.
org/10.1016/j.jpainsymman.2014.04.016.

56. van Marwijk H, Haverkate I, van Royen P, et al. Impact of euthanasia on
primary care physicians in the Netherlands. Palliat Med. 2007;21:609–14.
https://doi.org/10.1177/0269216307082475.

57. Otte IC, Jung C, Elger B, et al. “We need to talk!” Barriers to GPs’
communication about the option of physician-assisted suicide and their
ethical implications: results from a qualitative study. Med Health Care Philos.
2016:1–8. https://doi.org/10.1007/s11019-016-9744-z.

58. Chin AE, Hedberg K, Higginson GK, et al. Legalized physician-assisted
suicide in Oregon--the first year’s experience. N Engl J Med. 1999;340:577
–83. https://doi.org/10.1056/nejm199902183400724.

59. Clymin J, Jablonski A, Jacobson D, et al. Washington state death with dignity
act: a survey of nurses’ knowledge and implications for practice part 2. J Hosp
Palliat Nurs. 2012;14:141–8. https://doi.org/10.1097/NJH.0b013e31823cc77a.

60. Ganzini L, Leong GB, Fenn DS, et al. Evaluation of competence to consent
to assisted suicide: views of forensic psychiatrists. Am J Psychiatry. 2000;157:
595–600. https://doi.org/10.1176/appi.ajp.157.4.595.

61. Voorhees JR, Rietjens JAC, van der Heide A, et al. Discussing physician-assisted
dying: physicians’ experiences in the United States and the Netherlands.
Gerontologist. 2014;54:808–17. https://doi.org/10.1093/geront/gnt087.

62. Clark D. Cicely Saunders: founder of the hospice movement: selected letters
1959–1999. Oxford: Oxford University Press; 2005.

63. Saunders CM. Cicely Saunders [electronic resource]: founder of the hospice
movement : selected letters 1959–1999. Oxford: Oxford University Press; 2005.

64. Kamm FM. Physician-assisted suicide, the doctrine of double effect, and the
ground of value. Ethics. 1999;109:586–605. https://doi.org/10.1086/233923.

Gerson et al. BMC Palliative Care           (2019) 18:75 Page 12 of 13

https://doi.org/10.1177/0011000000284003
https://doi.org/10.1177/0011000000284003
https://doi.org/10.1177/0269216315616524
https://leginfo.legislature.ca.gov/faces/billCompareClient.xhtml?bill_id=201520160SB128
https://leginfo.legislature.ca.gov/faces/billCompareClient.xhtml?bill_id=201520160SB128
https://www.oregonlegislature.gov/bills_laws/ors/ors127.html
http://legislature.vermont.gov/statutes/section/18/113/05281
http://app.leg.wa.gov/RCW/default.aspx?cite=70.245.010
http://www.sos.state.co.us/pubs/elections/Initiatives/titleBoard/filings/2015-2016/145Final.pdf
http://www.sos.state.co.us/pubs/elections/Initiatives/titleBoard/filings/2015-2016/145Final.pdf
http://www.legislation.vic.gov.au/Domino/Web_Notes/LDMS/PubStatbook.nsf/f932b66241ecf1b7ca256e92000e23be/B320E209775D253CCA2581ED00114C60/FILE/17-061aa%20authorised.pdf
http://www.legislation.vic.gov.au/Domino/Web_Notes/LDMS/PubStatbook.nsf/f932b66241ecf1b7ca256e92000e23be/B320E209775D253CCA2581ED00114C60/FILE/17-061aa%20authorised.pdf
http://www.legislation.vic.gov.au/Domino/Web_Notes/LDMS/PubStatbook.nsf/f932b66241ecf1b7ca256e92000e23be/B320E209775D253CCA2581ED00114C60/FILE/17-061aa%20authorised.pdf
http://www.legislation.vic.gov.au/Domino/Web_Notes/LDMS/PubStatbook.nsf/f932b66241ecf1b7ca256e92000e23be/B320E209775D253CCA2581ED00114C60/FILE/17-061aa%20authorised.pdf
https://doi.org/10.1136/bmjspcare-2016-001291.
https://doi.org/10.1177/1049732302238251
https://doi.org/10.1177/1049732302238251
https://doi.org/10.1056/NEJMsa035086
https://doi.org/10.1177/0269216312462272
https://doi.org/10.1177/0969733007086016
https://doi.org/10.1111/j.1365-2648.2007.04224.x
https://doi.org/10.1111/j.1365-2648.2007.04224.x
https://doi.org/10.1089/1096621041349374
https://doi.org/10.1089/109662103322144691
https://doi.org/10.1056/NEJM200002243420806
https://doi.org/10.1056/NEJM200002243420806
https://doi.org/10.1056/NEJMsa020562
https://doi.org/10.1097/00129191-200607000-00011
https://doi.org/10.1191/0269216304pm961oa
https://doi.org/10.1089/jpm.2005.8.1160
https://doi.org/10.1080/15524256.2012.708295
https://doi.org/10.1080/15524256.2012.708295
https://doi.org/10.1016/j.socscimed.2012.04.021
https://doi.org/10.1016/j.socscimed.2012.04.021
https://doi.org/10.1111/j.1365-2648.2010.05401.x
https://doi.org/10.1503/cmaj.091881
https://doi.org/10.1503/cmaj.091881
https://doi.org/10.1016/j.jpainsymman.2010.09.020
https://doi.org/10.1016/j.jpainsymman.2010.09.020
https://doi.org/10.1111/nuf.12280
https://doi.org/10.1177/0269216312463259
https://doi.org/10.1136/jme.2007.020909
https://doi.org/10.1016/j.pec.2015.11.008
https://doi.org/10.1080/01459740701283165
https://doi.org/10.1080/01459740701283165
https://doi.org/10.1016/j.pec.2013.06.007
https://doi.org/10.1016/j.pec.2013.06.007
https://doi.org/10.1016/j.jpainsymman.2014.04.016
https://doi.org/10.1016/j.jpainsymman.2014.04.016
https://doi.org/10.1177/0269216307082475
https://doi.org/10.1007/s11019-016-9744-z
https://doi.org/10.1056/nejm199902183400724
https://doi.org/10.1097/NJH.0b013e31823cc77a
https://doi.org/10.1176/appi.ajp.157.4.595
https://doi.org/10.1093/geront/gnt087
https://doi.org/10.1086/233923


65. Westefeld JS, Range LM, Rogers JR, et al. Suicide: an overview. Couns
Psychol. 2000;28:445–510. https://doi.org/10.1177/0011000000284002.

66. Battin MP. Ethical issues in suicide. Englewood Cliffs, NJ, US: Prentice-Hall,
Inc; 1995.

67. Chapple A, Ziebland S, Hawton K. Taboo and the different death?
Perceptions of those bereaved by suicide or other traumatic death. Sociol
Health Illn. 2015;37:610–25. https://doi.org/10.1111/1467-9566.12224.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Gerson et al. BMC Palliative Care           (2019) 18:75 Page 13 of 13

https://doi.org/10.1177/0011000000284002
https://doi.org/10.1111/1467-9566.12224

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Method
	Review question
	Review design
	Search strategy
	Database searches

	Selection criteria
	Assessment of quality
	Data extraction and method of synthesis
	Overview of studies

	Results
	Assisted suicide is frequently not distinguished from broader instances of suicide
	VSED and sedation alternative to assisted dying
	A broad knowledge of hastened death and suicide to assess and support patients
	Assessing patients and determining eligibility
	Fear and conflict

	Communication challenges and opportunities

	Discussion
	Main findings
	Limitations
	Strengths

	Conclusion
	Additional files
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

