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ABSTRACT

Objectives Assisted suicide in Switzerland

is mainly performed by right-to-die societies.
Medical involvement is limited to the
prescription of the drug and certification of
eligibility. Palliative care has traditionally been
perceived as generally opposed to assisted
suicide, but little is known about palliative
care physicians’ involvement in assisted suicide
practices. This paper aims to describe their
perspectives and involvement in assisted
suicide practices.

Methods A qualitative interview study was
conducted with 23 palliative care physicians
across Switzerland. Thematic analysis was used
to interpret data.

Results Swiss palliative care physicians
regularly receive assisted suicide requests
while none reported having received specific
training in managing these requests.
Participants reported being involved in
assisted suicide decision making most were
not willing to prescribe the lethal drug.

After advising patients of the limits on their
involvement in assisted suicide, the majority
explored the origins of the patient’s request
and offered alternatives. Many participants
struggled to reconcile their understanding of
palliative care principles with patients’ wishes
to exercise their autonomy. The majority

of participants had no direct contact with
right-to-die societies, many desired better
collaboration. A desire was voiced for a

more structured debate on assisted suicide
availability in hospitals and clearer legal and
institutional frameworks.

Conclusions The Swiss model of assisted
suicide gives palliative care physicians
opportunities to develop roles which are
compatible with each practitioner’s values, but
may not correspond to patients’ expectations.
Specific education for all palliative care
professionals and more structured ways to
manage communication about assisted suicide
are warranted.

INTRODUCTION

The European Association for Palliative
Care (EAPC) edited a White Paper on
euthanasia and physician-assisted suicide-
explicitly affirming that

‘Individuals requesting euthanasia or
physician assisted suicide should have
access to palliative care expertise.’!

It also affirms that

‘It is the responsibility of palliative
care professionals to hear and explore
the implicit or explicit requests for
euthanasia and address the suffering
underlying these requests.”

Even where a palliative care consultation
is not legally required in countries where
assisted dying is permitted, many interna-
tional bodies suggested that such a consul-
tation should occur.”® The terminology
describing assisted dying is controversial;
for present purposes, the definitions in
table 1 are used.' In this paper, we use
the value-neutral term ‘assisted dying’ to
encompass all forms of assisted suicide
and euthanasia.’

Where assisted dying is legal, palliative
care physicians are involved in up to 90%
of cases from decision making to drug
delivery.'®"* The majority of patients
who have died under the Death with
Dignity Acts in Oregon and Washington
were enrolled in hospice programmes,
and in Belgium and The Netherlands,
euthanasia and assisted suicide are prac-
tised commonly in inpatient hospices.'! *
Historically palliative care and assisted
dying have been considered incompat-
ible by various palliative care bodies.*™"
Whereas most of the 21 EAPC White
Paper statements achieved high consensus
in the Delphi process," the authors
acknowledged that
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Table 1 Terminology describing practices that involve assisted
dying'

Term Definition

Euthanasia A physician (or other person) intentionally killing

a person by the administration of drugs, at that
person’s voluntary and competent request

A person intentionally helping another person
to terminate his or her life, at that person’s
voluntary and competent request

A physician intentionally helping another person
to terminate his or her life, by providing drugs
for self-administration, at that person’s voluntary
and competent request

Assisted suicide

Physician-assisted
suicide

‘complete consensus on these topics seems to
be wunachievable due to incompatible normative
frameworks that clash.”®

The statement concerning the exclusion of assisted
dying from palliative care practice did not reach
consensus, with the Benelux countries in firm disagree-
ment. '

European professional palliative care associations
hold varying views about assisted dying,'* """ with
four positions proposed:

» ‘Integral palliative care,” which views assisted dying as an
integral part of palliative care'’;

» ‘Euthanasia accompaniment,” which recommends assisted
dying as part of good general care and provides it within
palliative care consistent with the ‘non-abandonment
principle’™;

» ‘Studied neutrality,” defined as ‘the careful or premeditated
practice of being neutral in the dispute about euthanasia,’
which embodies the principles of equality, individual
autonomy and tolerance as core values of palliative care®’;

» A rejection of any integration between palliative care and
assisted dying procedures.' *!

In Switzerland, assisted suicide is depenalised and

socially accepted, although euthanasia remains

illegal.**** According to Article 115 of the Swiss Crim-
inal Code, those involved in assisted suicide are not
prosecuted provided they are without self-serving
motives.”> ** Assisted suicide represents approxi-
mately 1% of annual Swiss deaths, with a consis-
tent increase over the last few years.”* In most cases
of assisted suicide, involvement of Swiss physicians
consists predominantly of providing the patient with

a prescription for a lethal dose of pentobarbital, which

the persons must take by themselves and with full

mental capacity.”® ¢

In 2012, the Swiss Academy of Medical Sciences
(SAMS)—an institution bridging biomedical ethics,
medical practice and society—developed guidelines
largely opposing the involvement of the medical
profession in assisted suicide.”” The guidelines state
that, if the physician is present at time of self-inges-
tion, this must be as a private citizen.”” As a result,
requests for assisted suicide are generally processed
by right-to-die societies and assistance is provided by

volunteers who may be physicians, other health prac-
titioners or laypersons. The right-to-die associations
assess the patient’s medical documentation for eligi-
bility, determine their mental capacity, refer to a physi-
cian to obtain a prescription for the lethal drug and
offer the support of a volunteer to assist the patient
during this process. The assigned volunteer evaluates
the patient’s mental capacity prior to ingestion and
assists during self-ingestion of the drug.”® Thus, the
involvement of Swiss physicians is mostly confined
to the decision-making phase; medical certification of
diagnosis and mental capacity.”® Self-administration
usually occurs in the patient’s home, as few health-
care facilities allow it.”® However, two French Swiss
cantons (Vaud and Neuchatel) recently enacted laws to
regulate assisted suicide in public hospitals and nursing
homes (see online supplementary appendix 1).”” A
survey conducted with a small sample of Swiss physi-
cians confirmed that most were willing to evaluate
eligibility, but only a small minority would consider
performing assisted suicide as a medical responsi-
bility.’® A 2002 survey of interdisciplinary members
of palliative ch (Swiss society of palliative care) found
that all palliative care professionals demonstrated
wide variation in their positions concerning assisted
dying.>' A significant minority endorsed the legalisa-
tion on assisted suicide and euthanasia, and about 10%
reported personal experiences with assisted dying.*>

In this paper, we focus on assisted dying among
mentally competent people; we are not addressing
separate issues such as suicide and its prevention in the
mental health field. No studies have comprehensively
investigated palliative care physicians’ experiences
of assisted suicide. This paper aims to describe their
perspectives and involvement in assisted suicide prac-
tices.

METHODS

This cross-sectional interview study used a stratified
purposive sample of Swiss palliative care physicians
to capture the experiences of physicians working in
specialised palliative care settings when dealing with
assisted suicide requests. A qualitative methodology
was chosen to enable diverse and culturally salient view-
points to be elicited in a largely unexplored field. All
336 physician members of palliative ch were invited by
email to register online their interest in participating in
an interview. The inclusion criteria were: (A) working
more than 0.7 Full Time Equivalent (FTE) in pallia-
tive care, for at least 3years, and (B) working in an
accredited facility and/or home care setting. Of the 64
doctors who registered (19% of those invited), 15 did
not meet inclusion criteria such as working less than
0.7 FTE in palliative care. Of the remainder, 23 were
purposively selected to represent a range of variables
including gender, age, extent of experience and type
of role and position, type of institution, and language
group (approximately proportional to the distribution
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in the general Swiss population, ie, 65% German, 30%
French and 5% Italian speaking). Participants were
asked to describe their likely responses to a typical
assisted suicide request scenario®'; their actual experi-
ences of responding to assisted suicide requests; their
perspectives towards assisted suicide and the activities
of the right-to-die societies; and the main influences
on their views. Additional questions explored partici-
pants’ philosophies of palliative care, their perception
of their role as a palliative care physician, their training
on responding to assisted suicide requests and their
views on the relationship between assisted suicide and
palliative care practices. Between January and March
2015, twenty-three semistructured interviews were
conducted face-to-face at each participant’s workplace
(three by Skype). The interview questions were pilot
tested with three participants and as no substantive
changes were made, these were included in the data set.
Interviews were conducted in English, with partici-
pants’ agreement, to minimise translation bias. Their
transcribed interview was provided to each participant
for comment and to ensure accuracy. To enhance reli-
ability and trustworthiness, the research team included
a gender balance, various professions and researchers
from four countries. Using thematic analysis,> catego-
ries were developed through an iterative process, then
data were analysed to identify key emergent themes
and variations in responses by age, gender and expe-
rience.* Verbatim quotes were selected to illustrate
majority and minority viewpoints (‘majority’ refers to
approximately 50%-75% of the sample and ‘minority’
less than 30%) (see figure 1). Approval for the study
was obtained from the Local Ethical Committee (CE
2740) and Lancaster University Ethical Committee.

RESULTS

The characteristics of the 23 participants are shown

in table 2.

Swiss palliative care physicians received assisted
suicide requests regularly and tended to follow a
common pattern in responding to them which involved
(see figure 2):

» setting and communicating early on boundaries on their
level of willingness to support a patient’s assisted suicide
request;

» playing an active role in the decision-making process by
presuming a responsibility for exploring patients’ reasons,
offering alternatives and discussing assisted suicide risks,
often iteratively over an extended period;

» engaging with families on the topic, without always
explicitly obtaining the patient’s consent.

The amount and focus of each participant’s engage-

ment appeared to be mostly determined by the indi-

vidual’s personal philosophies of assisted suicide. The
majority of participants were not willing to prescribe

a lethal drug and/or attend the death. A majority also

wanted clearer and stronger state regulation of assisted

suicide.

Research

Experiences of responding to assisted suicide requests
Participants reported receiving annually between 3
and 20 requests and estimated that only 5%-10% of
them resulted in an assisted suicide. Most participants,
especially those over 50 years, interpreted assisted
suicide approaches as requests for information, rather
than for help with obtaining assisted suicide (see
quotes 6 and 7). Three participants acknowledged that
their opposition/ambivalence about assisted suicide
was probably a barrier to them recognising requests
for help. More than half of the participants stated that
they would not initiate a conversation about assisted
suicide or discuss it unless the patient first raised the
topic. However, several participants identified ethical
dilemmas in determining what their role should be in
assisted suicide, when their personal stance conflicted
with explicit or implicit institutional policy (see quotes
1 and 3). Most participants required the patient
to engage in extended, repeated discussions about
the reasons for their request. The most frequently
reported topics of discussion with these patients were:
the reasons for requesting assisted suicide; offer of
alternatives; consultation with families; provision of
the required eligibility certificate; interaction with the
right-to-die societies; and physician’s unwillingness to
prescribe the lethal drug (see box).

Alternatives to assisted suicide were presented
as ‘natural’ deaths (see quotes 15, 11, 13). These
protracted discussions, sometimes over several weeks,
and generally initiated by participants, meant that some
patients died before assisted suicide could be arranged.
Physicians also commonly reported engaging families
in extended discussions, on the principle of including
them in the care plan.

Most participants set boundaries early on with
patients, clarifying that they would not participate in
assisted suicide (such as prescribing or interacting with
the right-to-die association), but would not interfere
with the patient’s choice (see quotes 2, 4, 8). Although
participants saw it as their responsibility to write the
medical certificates, if requested, four of them reported
an organisational policy of sending the certificate to
the general practitioner (GP). In general, participants
did not liaise with GPs or other professionals outside of
the patient’s care team about assisted suicide requests.

All participants saw it as their responsibility to not
create barriers to right-to-die societies visiting the
patient, but most physicians regarded establishing
contact with right-to-die societies as the patient’s
responsibility. While many physicians acknowledged
that they might suggest that patients contact the right-
to-die societies, only five had actively advised patients
to do so (see quotes 9, 10). Four doctors reported
having met with the right-to-die societies’ personnel
together with the patient; a further six would do this if
asked by the patient, while two would recommend such
a meeting to the patient. The four participants who
had had direct personal contact with these societies’
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1: This guy from The Netherlands said...”If you are not ready to talk about assisted suicide, nobody
will ask you about it". And that's the thing. I'm not allowed to provide assisted suicide. But there were
families who told me afterwards, ... who would have liked to ask me [for assisted dying], and they
didn't. Just to... uhm... not to bring me into difficulties. (Lucy, 50-65 years old)

2: | would give him the phone number of the association that is considered to be in charge of that. |
would not prescribe it [lethal medication] myself in my doctor’s position, okay? That is in line with the
recommendations of our academy of medical sciences and the FMH, that's our professional
association. ... And this is something that goes back in medical history to the primum non nocere -
first, do no harm. So | would not do harm to anyone. (George, 50-65 years old)

3: ... an ugly situation | shared with a patient... So, the patient was not member of EXIT and
requesting for medically assisted suicide for weeks. And because there is no law, people [health
professionals] were just chit-chatting about the fact but not listening to the patient, | felt so
uncomfortable ... this situation where the patient was begging me at least to act as an advocate
definitely impacted on my daily practice. (Brad, 40-50 years old)

4: We try to explain the situation to show him the other possibilities but if he wants to...ah, if he
desires the assisted suicide, it's...at the end, it's his decision. But we will not help him to organise
this way or the assisted suicide. It's not our wish to help him. And first he has to do it alone. And
the second is it's not possible here or in the...in a hospital. He has to search another place. (Paul,
40-50 years old)

5: I'm sure that there are some very big common questions about values of society, about living
styles, ...about expectations in society and in each individual about end of life, and about having
control. It raises big issues. So | think this debate [between palliative care and right-to die-societies]
can be very fruitful for the whole development of society in regard of integrating end of life in
everyday. (Frank, 50-60 years old)

6: As a request, | think...I don’t get requests from patients. Patient talk about, ‘I'm fed up. | don’t
want to live anymore. I'm tired. | don't want to live.” But I've never had the question, ‘Please doctor
give me medication.” Maybe these people know that for that they have to go to EXIT - | don’t know.
(Caroline, 40-55 years old)

7: Uhm well patients sometimes say, “Give me a drug to die.” But | don't think that it's really what
they want. It's perhaps a possibility or to talk about dying. And | never heard this wish directly for
active suicide. No, never. (Paul, 40-50 years old)

8: So, okay, then | will ask him [person requesting assisted dying], do you suffer physically or
psychologically from anything? Can | help you with this? And he then answers, no I'm fine. I've no
pain. | have no dyspnoea. | have no ... anything ...Then | said okay. But | can’t offer you assisted
suicide. (Kristine, 50-65 years old)

9: And for me, it was special to call EXIT. They said, “Oh, it's rare that a doctor calls us, you know?”
Because | thought the best is to call them and to ask for information, because that is what they do.
... they were very happy that somebody was interested to know. (Lucy, 50-65 years old)

10: | even suggest to patients to talk [with EXIT] so they know what it is all about. ... | say, “Well,
then it's better you talk to them and you get information.” ... so for them, it's also important to have
this door open ... that's what they always tell me, you know, Exit means security. (Lucas, 50-65
years old)

11: 1 think it might not be necessary to have this tool if you start early in reflecting and also stopping,
withdrawal of treatment. And also, voluntary stopping of eating and drinking, for instance, might be
really another way to address or to take into consideration. (Jim, 50-65 years old)

12: I'm not one of the palliative care specialists who like to put them one against the other, the
assisted suicide versus palliative care. | think both have their place in life and in dying. (Ernest, 40-
55 years old)

13: So, | don't think that we should offer this (assisted suicide) to the patient. No. There's no place
for it in palliative care. Because palliative sedation is a good possibility ...yeah. To help the patient
don't have their symptoms. But we shouldn't raise the dose of the drugs. (Paul, 40-50 years old)

14: | see my role is in giving him (the patient) best supportive care, and to do everything to reduce his
suffering when | can. And when | have done this, | have to accept his decision, but | would tell him
that I'm not...it's not my role to give him assisted suicide. (Francine, 40-50 years old)

15: And then | say [to patients], “With antibiotics you can prolong your disease, but it's also a chance
to have a natural way to go”. And to die with an infection is not the worst thing to do.” (Sandra, 50-65
years old)

16: And | have to confess that | am supported here...at least in Neuchatel state and the Vaud state — by
the fact we have a legislation. To be honest, it's very helpful ... | might have a personal opinion with
regards to assisted suicide, but as a health professional, | hopefully have rules and | can follow the rules
... At least for the physician, for the health professional, it's a step-by-step attitude. And maybe it's
decreasing... or it lowers the pressure on our shoulder. | have to be honest, | feel far more comfortable
in state of Vaud than in state of Geneva, where a patient 10 years ago were already requesting for
assisted suicide and there is no bill in Geneva. And at that time, we were more or less all expressing
our value system rather than listening to the patient value system. So | have to confess that with this bill
or this guidance, definitely, it lowers the pressure on our shoulder because it's a step-by-step recipe.
(Brad, 40-50 years old)

17: ... the problemis ... uhm, actually it's not regulated. There’s no rule [about whether] people could
go with assisted suicide in the hospital or not. Nowhere it's written yes or no. Actually, | would like to
clarify that [rule], so | know what | can tell the patients if they ask”. (Brad, 40-50 years old)

Selected quotes from the interviews.
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Table 2 Characteristics of the participants

Male 10
Sex Female 13
Median age (range) Median 50years (35-67)
Linguistic regions represented ~ German 10
French 10
Italian 3
Country of training Switzerland 18
Germany 3
Italy 1
France 1

Years of experience in palliative Median: 11years (range 4-35years)
care

personnel were the most likely to regard them posi-
tively, view them as ‘professional’ and ethical and be
willing to collaborate.

‘Learning by doing’—how physicians deal with assisted
suicide requests

No participants had received specific training in how
to respond to assisted suicide requests. The majority
based their approach on institutional policies, their
senior colleagues’ approaches, the SAMS policy guide-
lines or their personal perception of ‘best practice’ (see
quotes 12, 13, 14). Three participants reported having
attended an assisted suicide, and two experienced it
as valuable learning. Most participants did not want
to attend an assisted suicide, seeing it as unethical,
voyeuristic or not useful. Nonetheless, all participants

Patient’s request

v

Assume it as a responsibility to
investigate the request

‘7“
Include families in ’

the discussion Explain limits in
participation

Present and discuss
alternatives to and risks
of assisted suicide

Explore patients
reasons for seeking
assisted suicide

Figure 2 Typical pathway of palliative care physicians’
involvement in assisted suicide.

Research

Box Identified topics of discussion between

patients and palliative care physicians concerning
assisted suicide

Topics of discussions

» The interaction with the right-to-die societies

» Being present at death

» The certification of medical condition and mental
capacity

» Exploring reasons underpinning the patient’s request for

assisted suicide

The offer of alternatives to assisted suicide

Consultations with families

vy

expressed confidence in their ability to describe the
assisted suicide process accurately to patients and fami-
lies. Of those participants who held strong religious
beliefs, some said they would never consider assisted
suicide for themselves, while many stated they would
consider having assisted suicide in particular medical
situations.

Relationship of assisted suicide to palliative care
Participants’ approaches to managing assisted suicide
requests appeared to be aligned with each individual’s
conceptualisation of palliative care. Approximately a
third of participants considered assisted suicide as
actually or potentially a tool in palliative care. Another
third were strongly opposed to assisted suicide, seeing
it as having ‘no place’ and ‘no common ground’
with the goals of palliative care (see quote 13). The
remaining third were ambivalent, seeing AS as having
validity, acknowledging its legality and responsiveness
to patient autonomy, but expressing concerns about
participating in it, due to fears around professional
stigma and lack of competence. Many participants
described a fear of being stigmatised as physicians,
palliative care practitioners or employees of a health
institution. A majority of participants believed more
collaboration is needed between palliative care physi-
cians and right-to-die societies, being in the patient’s
best interests in terms of providing better coordinated
information and services (see quote 5). However, indi-
vidually, most physicians were reluctant to initiate or
participate in such collaborations. Contact with right-
to-die societies was considered as inappropriate by a
minority of mostly older physicians opposing assisted
suicide.

Improving responsiveness to assisted suicide requests

Around a third of participants wanted to see stronger
state regulation of assisted suicide including specific
laws like those in two Swiss cantons, to know what
actions are required (see quote 16). Half of partic-
ipants wanted assisted suicide to be available in all
Swiss hospitals or wanted to discuss this option,
viewing discharging very ill patients seeking this
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legally permitted procedure was contrary to palliative
care principles (see quote 17). Such hospital discharges
were perceived as stressful for patients and families,
particularly when patients no longer have a home.
Participants opposed to assisted suicide in hospitals
identified their reasons as fear of hospitals gaining a
bad reputation and losing patients’ trust, or their belief
that assisted suicide is not part of medical practice.

DISCUSSION

In our study, the role of Swiss palliative care physi-
cians in assisted suicide appeared to be poorly defined,
supporting the wider international literature on physi-
cians’ role in assisted dying.*> Medicolegal profes-
sional bodies formulating policy and guidelines need
to recognise that the desire for assisted dying goes
beyond biomedical reasons.>* Motives may also involve
psychoexistential factors and the personal biography of
the patient.*® The Swiss civil model of assisted suicide
permits palliative care physicians to develop individu-
alised roles which reflect each practitioner’s personal,
ethical and professional belief systems. However, indi-
vidually determined roles can be at odds with patients’
expectations.”” ¥ Participants reported undertaking
extended discussions with patients, to address the
underlying reasons for these requests, but not neces-
sarily acting on the patient’s request. Moreover, they
rarely supported patient access to assisted suicide.
They tended to avoid ethically challenging activities,
such as prescription of the lethal drug and interactions
with right-to-die societies, and focused on alternatives
to assisted suicide and their perception of its disadvan-
tages.

Participants had received little or no formal training
on responding to assisted suicide requests and most
preferred to avoid facilitating assisted suicide. Lack of
training appeared to contribute to participants’ uneasi-
ness in responding to assisted suicide requests, reflecting
research with Swiss GPs.”” Responding to a specific
request for assisted dying is complex and must comply
with country-specific legislation.>” ***! It represents a
significant responsibility for physicians and requires
specific competencies that are not widely taught.” 4
For example, Belgian physicians are offered training
on end-of-life decisions, assisted dying and communi-
cation. They are encouraged to attend biannual ‘inter-
vision’ groups to evaluate their practice.** Need for
training was also stressed by the British Medical Asso-
ciation.” In our study, physicians were confronted
with assisted suicide issues beyond certification and
prescription. A lack of training and formal guide-
lines on how to respond to assisted suicide requests
within a patient—physician relationship concerns many
European countries, not only Switzerland.** Further
research on how physicians respond to assisted suicide
requests in diverse jurisdictions is warranted to under-
stand cultural specificities in Europe and elsewhere.

The absence of clearly defined roles in assisted suicide
for Swiss physicians means that their responses seemed
to be largely shaped by personal/professional values
and their own experiences of assisted suicide. Their
typical reaction was to discuss alternatives to assisted
suicide, while declining to prescribe the lethal drug.
This input pattern, although done with good profes-
sional intention, could result in a disparate outcomes.
First, extended discussions might create a barrier
for deteriorating patients wishing to pursue assisted
suicide which may lead to further fragmentation of
the roles of professionals. Second, discussion may lead
to patients being better informed and reviewing their
decision,*” *¥

The physician’s ambiguous role, apparently studied
neutrality, can result in ethical dilemmas: while they
believed in patient autonomy, many participants strug-
gled to reconcile their understanding of palliative care
principles with patients’ wish for autonomy and assisted
suicide. Therefore, patients commonly go directly to
the right-to-die societies to obtain assisted suicide, or
alternatively they may ‘screen’ physicians to determine
their stance.*” There is a resonance with physicians’
limited role in Oregon and Washington hospices that
prohibit staff from engaging in assisted suicide.’® Our
participants’ preference for discussing risks and alter-
natives to assisted suicide may also reflect their need to
feel comfortable and competent. However, the impact
on patients means that they could remain trapped in a
protracted decision making or have to pursue assisted
suicide outside of palliative care. Research participants
strongly opposed to assisted suicide did not generally
refer patients to a non-objecting colleague or a right-
to-die society, so that patients” autonomy may not have
been respected.*” The Ontario College of Physicians
and Surgeons published guidelines requiring objecting
physicians to declare a conflict of interest and refer to
another non-objecting physician.’!

The picture of Swiss-assisted suicide emerging from
our study and previous data suggests a patient-initi-
ated process, with diverse stakeholders involved who
are typically not working in collaboration.’®** Right-
to-die societies undertake a dual role, providing the
means for patients to achieve assisted suicide and at
the same time verifying the patient eligibility, which
potentially poses a problem because there is limited
external scrutiny.*” Stakeholders can be unaware of
patients and families about reasons for seeking assisted
suicide, the nature of the patient’s suffering, their plan
of care and/or the options available.’® Our research
demonstrated a separate assisted suicide process, with
unclear roles and ambiguous legal boundaries, which
leaves many palliative care physicians walking a tight-
rope between fully respecting the patient’s autonomy
and upholding their personal and perceived profes-
sional ethical code.

Possible domains that professionals might explore
when responding to patients’ requests for assisted
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Possible domains to explore when responding to requests for discussion about assisted dying.

++ Be familiar and act in accordance with national and regional laws, professional codes and institutional
policies and/or guidelines.

«+ Gain an understanding of the patient’s unique situation in respect to their personal biography, illness
trajectory and family relationships.

«+ Explore with the patient their expectations concerning professional input in relation to assisted dying.

++ Recognise when it is appropriate to refer the patient to another physician.

«+ Explain national and regional laws to the patient, together with institutional guidelines and/or policies and
how they pertain to the patient.

++ Explore and address with patient agreement what ‘unbearable suffering’ means to the patient, bearing in
mind the multidimensional components of suffering.

< Ensure that the patient has access to all relevant information. Refer where appropriate to external
relevant sources (e.g. patient advocacy groups and/or right-to-die organizations).

«+ Explain the role palliative care can play including physical and psychosocial symptom management and
palliative sedation.

% Explain death and dying processes, including available options potentially relevant to the patient situation,

e.g. advance care planning (ACP), non-treatment decisions (NTDs), and Voluntary Stopping of Eating

and Drinking (VSED).

confidentiality.

«+ Explore with the patient agreement their sources of meaning, hope, dignity and healing.
¢+ Include families and significant others in the discussion, with patient agreement.

*» Respond to needs of families and significant others as appropriate, in respect of patients autonomy and

++ Use communication skills appropriate to patient needs.

Figure 3 Possible domains to explore when responding to requests for discussion about assisted dying based on study findings.

dying are proposed in figure 3. These can be relevant
to all professionals working in specialist palliative care
and address the complexity underlying assisted dying.>®
Future research is needed to test these domains to seek
professional consensus on ethical responses to assisted
dying requests.

Strengths and limitations of the study

All the interviews were held in English with partic-
ipants’ agreement although this was their second
language. Where necessary, the participant’s meaning
was checked during or after the interview.’* The diver-
sity of physicians’ experiences and demographics
enhanced the generalisability of the findings across
Swiss palliative care physicians. It is unknown what
proportion of patients described in the interviews
went ahead with assisted suicide; thus the experi-
ences described should be considered as interactions
concerning patient requests for information about
having assisted suicide, rather than a confirmed, defin-
itive pursuit of assisted suicide. Since physicians were
self-reporting data, social desirability may have played
a role in their accounts.

CONCLUSION

Responding to assisted suicide requests remains a diffi-
cult task for Swiss palliative care physicians. To reduce
the uncertainty evidenced in our interviews, the physi-
cians’ role in assisted suicide should be more clearly
defined, based on valid competencies and respecting
their ethical principles.”” In Switzerland, as well as
in other countries, patients, families and palliative
care physicians can be actually acting in isolation and
secrecy when confronted with assisted dying requests,
resulting potentially in ethical dilemmas and possible
collateral damage.’® Isolation, lack of networking and
lack of education may contribute to miscommunica-
tion and misunderstandings in the physician—patient
relationship. Concerning palliative care physicians’
future role in assisted suicide, questions about the
required level of education and any personal objec-
tions to assisted suicide must be addressed, especially
if assisted suicide becomes more widely available in
Swiss healthcare facilities. All efforts should be done
to preserve mutual respect, offer open team discus-
sion, assure physician accountability, respect patients’
autonomy and ensure appropriate support and coun-
selling across the continuum of care.’®

Gamondi C, et al. BMJ Supportive & Palliative Care 2017,;0:1-9. doi:10.1136/bmjspcare-2016-001291 7


http://spcare.bmj.com/
http://group.bmj.com

Downloaded from http://spcare.bmj.com/ on August 14, 2017 - Published by group.bmj.com

Research

Contributors CG conceived the study. PO collected the data.
CG and PO analysed the data and prepared the results. CG,
GDB, PO, NP and SP participated in the design of the study

and the discussion of the results, and CG wrote the manuscript

with input from all other coauthors. NP and SP oversaw the

research. CG and SP are the study guarantors. The manuscript

is an honest, accurate and transparent account of the study
being reported; no important aspects of the study have been
omitted.

Funding This study was funded by a grant from Oncosuisse and

CG received a bursary for her PhD studies from the Gottfried
und Julia Bangerter-Rhyner-Stiftung (CH).

Competing interests None declared.

Patient consent Participants of this study were physicians. They

all signed the consent form.

Ethics approval Canton Ticino Ethical Committee (CE 2740)
and Lancaster University Ethical Committee.

Provenance and peer review Not commissioned; externally
peer reviewed.

© Article author(s) (or their employer(s) unless otherwise
stated in the text of the article) 2017. All rights reserved.
No commercial use is permitted unless otherwise expressly
granted.

REFERENCES

1 Radbruch L, Leget C, Bahr B, ez al. Board Members of EAPC.
Euthanasia and physician-assisted suicide: a white paper from
the European Association for palliative Care. Palliat Med
2016;30:104-16.

2 Jansky M, Jaspers B, Radbruch L, ez al. Einstellungen
zu und Erfahrungen mit drztlich assistiertem Suizid.
Bundesgesundbeitsblatt Gesundbeitsforschung
Gesundbeitsschutz 2017;60:89-98.

3 Flemish Palliative Care Federation. On palliative care and
euthanasia. 2013 http://www.palliatief.be/accounts/143/
attachments/Publicaties/visietekst_onpalliativecare_and_
euthanasia_27 _05_2013_def.pdf

4 Brinkman-Stoppelenburg A, Vergouwe Y, van der Heide A, et
al. Obligatory consultation of an independent physician on
euthanasia requests in the Netherlands: what influences the
SCEN physicians judgment of the legal requirements of due
care? Health Policy 2014;115:75-81.

5 Schotsmans P, Gastmans C. How to deal with euthanasia

requests: a palliative filter procedure. Camb Q Healthc Ethics

2009;18:420-8.

6 Buiting HM, Willems DL, Pasman HR, et al. Palliative
treatment alternatives and euthanasia consultations:

a qualitative interview study. | Pain Symptom Manage
2011;42:32-43.

7 Federatie Palliatieve Zorg Vlaanderen. Federatie Palliatieve
Zorg Vlaanderen pleit voor een palliatieve filter in de
euthanasieprocedure: Wemmel: FPZV. (accessed 26 Sep
2001).

8 Cohen-Almagor R. First do no harm: pressing concerns
regarding euthanasia in Belgium. Int | Law Psychiatry
2013;36:515-21.

9 Tucker KL, Steele FB. Patient choice at the end of life: getting

the language right. | Leg Med 2007;28:305-25.
10 Chambaere K, Vander Stichele R, Mortier F, et al. Recent

trends in euthanasia and other end-of-life practices in Belgium.

N Engl ] Med 2015;372:1179-81.

11 Vanden Berghe P, Mullie A, Desmet M, et al. Assisted dying—
the current situation in Flanders: euthanasia embedded in
palliative care. Eur | Palliat Care 2013;20:266-72.

12 Oregon Public Health Division. Oregon annual Report 2015
https://public.health.oregon.gov/ProviderPartnerResources/

15

16

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

35

EvaluationResearch/DeathwithDignityAct/Documents/year17.
pdf

Materstvedt LJ. Palliative care ethics: the problems of
combining palliation and assisted dying. Prog Palliat Care
2013;21:158-64.

George R]J, Finlay IG, Jeffrey D. Legalised euthanasia will
violate the rights of vulnerable patients. BMJ 2005;331:684-5.
Pereira J, Anwar D, Pralong G, et al. Assisted suicide and
euthanasia should not be practiced in palliative care units. |
Palliat Med 2008;11:1074-6.

Chambaere K, Cohen J, Bernheim JL, et al. The European
association for palliative care white paper on euthanasia and
physician-assisted suicide: dodging responsibility. Palliat Med
2016;30:893-4.

Bernheim JL, Huysmans G, Mullie A, ez al. Casting light on an
occultation in the IAHPC position paper on palliative care and
assisted dying. J Palliat Med 2017;20:697-8.

Miiller-Busch HC, Oduncu FS, Woskanjan S, ez al. Attitudes on
euthanasia, physician-assisted suicide and terminal sedation—a
survey of the members of the German Association for Palliative
Medicine. Med Health Care Philos 2004;7:333-9.

Leepert W, de Walden Galuszko K, Pyszkowska J, et al.
Euthanasia and assisted suicide: view of the polish association
for palliative medicine and polish Psycho-oncology Society. Eur
J Palliat Care 2014;21:115-21.

Johnstone MJ. Organization position statements and the stance
of ‘studied neutrality” on euthanasia in palliative care. | Pain
Symptom Manage 2012;44:896-907.

De Lima L, Woodruff R, Pettus K, et al. International
association for hospice and Palliative Care position statement:
Euthanasia and Physician-Assisted Suicide. ] Palliat Med
2017;20:8-14.

The Federal Assembly the Swiss Confederation. Swiss penal
code of 21st December 1937. 114 RS 311.0 art.1142009.
(accessed 1 Feb 2009).

The Federal Assembly the Swiss Confederation. Swiss penal
code of 21st December 1937 . 115 RS 311.0 art.1152009.
(accessed 1 Feb 2009).

Gamondi C, Borasio GD, Limoni C, et al. Legalisation

of assisted suicide: a safeguard to euthanasia? Lancet
2014;384:127.

Ziegler SJ, Bosshard G. Role of non-governmental
organisations in physician assisted suicide. BMJ 2005;334:295—
8.

Bosshard G, Fischer S, Bir W. Open regulation and practice in
assisted dying. Swiss Med Wkly 2002;132:527-34.

Swiss Academy of Medical Science. Problems with physician-
assisted suicide. osition paper of the Central Ethical
Committee. 2012 http://www.samw.ch/en/News/News.html
Fischer S, Huber CA, Imhof L, et al. Suicide assisted by two
Swiss right-to-die organisations. ] Med Ethics 2008;34:810-4.
Borasio GD. ‘Point de vue médical sur le suicide assisté-la
bienveillance négligée’. BMS 2015;96:889-91.

Brauer S, Bolliger C, Strub JD. Swiss physicians' attitudes to
assisted suicide: A qualitative and quantitative empirical study.
Swiss Med Wkly 2015;145:w14142.

Bittel N, Neuenschwander H, Stiefel F. ‘Euthanasia’: a survey
by the Swiss Association for Palliative Care. Support Care
Cancer 2002;10:265-71.

Seymour J. Technology and ‘natural death’: a study of older
people. Z Gerontol Geriatr 2003;36:339-46.

Tong A, Sainsbury P, Craig J. Consolidated criteria for
reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. Int | Qual Health Care
2007;19:349-57.

Braun V, Clarke V. Using thematic analysis in psychology. Qual
Res Psychol 2006;3:77-101.

Bosshard G, Broeckaert B, Clark D, et al. A role for doctors

in assisted dying? An analysis of legal regulations and medical

8 Gamondi C, et al. BMJ Supportive & Palliative Care 2017;0:1-9. doi: 10.1136/bmjspcare-2016-001291


http://dx.doi.org/10.1177/0269216315616524
http://dx.doi.org/10.1007/s00103-016-2476-7
http://dx.doi.org/10.1007/s00103-016-2476-7
http://www.palliatief.be/accounts/143/attachments/Publicaties/visietekst_onpalliativecare_and_euthanasia_27_05_2013_def.pdf
http://www.palliatief.be/accounts/143/attachments/Publicaties/visietekst_onpalliativecare_and_euthanasia_27_05_2013_def.pdf
http://www.palliatief.be/accounts/143/attachments/Publicaties/visietekst_onpalliativecare_and_euthanasia_27_05_2013_def.pdf
http://dx.doi.org/10.1016/j.healthpol.2013.12.002
http://dx.doi.org/10.1017/S0963180109090616
http://dx.doi.org/10.1016/j.jpainsymman.2010.10.260
http://dx.doi.org/10.1016/j.ijlp.2013.06.014
http://dx.doi.org/10.1080/01947640701554427
http://dx.doi.org/10.1056/NEJMc1414527
https://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/year17.pdf
https://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/year17.pdf
https://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/year17.pdf
http://dx.doi.org/10.1179/1743291X12Y.0000000040
http://dx.doi.org/10.1136/bmj.331.7518.684
http://dx.doi.org/10.1089/jpm.2008.0093
http://dx.doi.org/10.1089/jpm.2008.0093
http://dx.doi.org/10.1177/0269216316664470
http://dx.doi.org/10.1089/jpm.2017.0095
http://dx.doi.org/10.1007/s11019-004-9349-9
http://dx.doi.org/10.1016/j.jpainsymman.2011.12.276
http://dx.doi.org/10.1016/j.jpainsymman.2011.12.276
http://dx.doi.org/10.1089/jpm.2016.0290
http://dx.doi.org/10.1016/S0140-6736(14)61154-5
http://dx.doi.org/10.1136/bmj.39100.417072.BE
http://dx.doi.org/2002/37/smw-09794
http://www.samw.ch/en/News/News.html
http://dx.doi.org/10.1136/jme.2007.023887
http://dx.doi.org/10.4414/smw.2015.14142
http://dx.doi.org/10.1007/s00520-001-0325-0
http://dx.doi.org/10.1007/s00520-001-0325-0
http://dx.doi.org/10.1007/s00391-003-0166-1
http://dx.doi.org/10.1093/intqhc/mzm042
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://spcare.bmj.com/
http://group.bmj.com

36

37

38

39

40

41

42

43

44

45

Downloaded from http://spcare.bmj.com/ on August 14, 2017 - Published by group.bmj.com

professional positions in six European countries. ] Med Ethics
2008;34:28-32.

Smith KA, Harvath TA, Goy ER, et al. Predictors of pursuit

of physician-assisted death. | Pain Symptom Manage
2015;49:555-61.

Delbeke E. The way assisted suicide is legalised: balancing

a medical framework against a demedicalised model. Eur |
Health Law 2011;18:149-62.

Hurst SA, Mauron A. Assisted Suicide in Switzerland:
Clarifying Liberties and Claims. Bioethics 2017;31:199-208.
Otte IC, Jung C, Elger B, ez 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 2017;20:1--8.

Galushko M, Frerich G, Perrar KM, et al. Desire for hastened
death: how do professionals in specialized palliative care react?
Psychooncology 2016;25:536-43.

Ganzini L, Back AL. The Challenge of New Legislation on
Physician-Assisted Death. JAMA Intern Med 2016;176:427-8.
Onwuteaka-Philipse BD, van der Wal G, Kostense PJ, et

al. Consultation with another physician on euthanasia and
assisted suicide in the Netherlands. Soc Sci Med 2000;51:429—
38.

Van Wesemael Y, Cohen J, Onwuteaka-Philipsen BD, et

al. Establishing specialized health services for professional
consultation in euthanasia: experiences in the Netherlands and
Belgium. BMC Health Serv Res 2009;9:1.

Jansen-van der Weide MC, Onwuteaka-Philipsen BD, van

der Wal G. Implementation of the project ‘Support and
Consultation on Euthanasia in The Netherlands’ (SCEN).
Health Policy 2004;69:365-73.

British Medical Association. End-of-life care and physicians-
assisted dying. BMA Hause 2017. https://www.bma.org.uk/
connecting-doctors/policy_debate/end-of-life_care_and
physician_assisted_dying/m/elcpad/1092

46

47

48

49

50

51

52

53

54

55

56

Research

Hudson PL, Kristjanson L], 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.

Borasio GD. ‘Point de vue médical sur le suicide assisté-la
bienveillance négligée.’BMS 2015;96:889-91.

Ganzini L, Nelson HD, Schmidt TA, et al. Physicians'
experiences with the Oregon Death with Dignity Act. N Engl |
Med 2000;342:557-63.

Gamondi C, Pott M, Payne S. Families' experiences with
patients who died after assisted suicide: a retrospective
interview study in southern Switzerland. Ann Oncol
2013;24:1639-44.

Campbell CS, Cox JC. Hospice and Physician-assisted death.
Hastings Center Report 2010;40.5:26-35.

College of Physicians and Surgeons od Ontario. Policy
statement 4-16. Medical Assistence in Dying. Ontario, Canada,
2016.

Ziegler SJ. Collaborated death: an exploration of the Swiss
model of assisted suicide for its potential to enhance oversight
and demedicalize the dying process. ] Law Med Ethics
2009;37:318-30.

Ganzini L. Lessons from legalized physician-assisted death

in Oregon and Washington. In: Quill TE, Miller FG, eds.
Palliative Care and Ethics. New York: NY: Oxford University
Press, 2014:266-80.

Squires A. Methodological challenges in cross-language
qualitative research: a research review. Int | Nurs Stud
2009;46:277-87.

Quill TE, Back AL, Block SD. Responding to Patients
Requesting Physician-Assisted Death: Physician Involvement at
the Very End of Life. JAMA 2016;315:245-6.

General Medical Council. Personal beliefs and medical
practice. 2013 http://www.gmc-uk.org/static/documents/
content/Personal_beliefs-web.pdf

Gamondi C, et al. BMJ Supportive & Palliative Care 2017,;0:1-9. doi:10.1136/bmjspcare-2016-001291


http://dx.doi.org/10.1136/jme.2006.018911
http://dx.doi.org/10.1016/j.jpainsymman.2014.06.010
http://dx.doi.org/10.1163/157180911X565191
http://dx.doi.org/10.1163/157180911X565191
http://dx.doi.org/10.1111/bioe.12304
http://dx.doi.org/10.1007/s11019-016-9744-z
http://dx.doi.org/10.1002/pon.3959
http://dx.doi.org/10.1001/jamainternmed.2016.0047
http://dx.doi.org/10.1016/S0277-9536(99)00476-1
http://dx.doi.org/10.1186/1472-6963-9-220
http://dx.doi.org/10.1016/j.healthpol.2004.04.010
https://www.bma.org.uk/connecting-doctors/policy_debate/end-of-life_care_and_physician_assisted_dying/m/elcpad/1092
https://www.bma.org.uk/connecting-doctors/policy_debate/end-of-life_care_and_physician_assisted_dying/m/elcpad/1092
https://www.bma.org.uk/connecting-doctors/policy_debate/end-of-life_care_and_physician_assisted_dying/m/elcpad/1092
http://dx.doi.org/10.1177/0269216306071799
http://dx.doi.org/10.1177/0269216306071799
http://dx.doi.org/10.1056/NEJM200002243420806
http://dx.doi.org/10.1056/NEJM200002243420806
http://dx.doi.org/10.1093/annonc/mdt033
http://dx.doi.org/10.1111/j.1748-720X.2009.00375.x
http://dx.doi.org/10.1016/j.ijnurstu.2008.08.006
http://dx.doi.org/10.1001/jama.2015.16210
http://www.gmc-uk.org/static/documents/content/Personal_beliefs-web.pdf
http://www.gmc-uk.org/static/documents/content/Personal_beliefs-web.pdf
http://spcare.bmj.com/
http://group.bmj.com

Downloaded from http://spcare.bmj.com/ on August 14, 2017 - Published by group.bmj.com

M Responses to assisted suicide requests: an

& Palliative interview study with Swiss palliative care
_— physicians

Claudia Gamondi, Gian Domenico Borasio, Pam Oliver, Nancy Preston
and Sheila Payne

BMJ Support Palliat Care published online August 11, 2017

Updated information and services can be found at:
http://spcare.bmj.com/content/early/2017/08/11/bmjspcare-2016-0012
91

These include:

References This article cites 46 articles, 3 of which you can access for free at:
http://spcare.bmj.com/content/early/2017/08/11/bmjspcare-2016-0012
91#BIBL

Email alerting Receive free email alerts when new articles cite this article. Sign up in the
service box at the top right corner of the online article.

Notes

To request permissions go to:
http://group.bmj.com/group/rights-licensing/permissions

To order reprints go to:
http://journals.omj.com/cgi/reprintform

To subscribe to BMJ go to:
http://group.bmj.com/subscribe/


http://spcare.bmj.com/content/early/2017/08/11/bmjspcare-2016-001291
http://spcare.bmj.com/content/early/2017/08/11/bmjspcare-2016-001291
http://spcare.bmj.com/content/early/2017/08/11/bmjspcare-2016-001291#BIBL
http://spcare.bmj.com/content/early/2017/08/11/bmjspcare-2016-001291#BIBL
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://spcare.bmj.com/
http://group.bmj.com

