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Abstract

Background: Nurses can be involved in interventions that they perceive as hastening death. These interventions may intentionally
cause death, as in the case of assisted dying or result in death as an unintended consequence, such as when life-sustaining treatment
is withdrawn. There is increasing evidence regarding nurses’ experiences of providing care in these separate contexts. However, it
remains less clear whether parallels exist in experiences across various acts that nurses might consider death hastening.

Aim: To synthesise qualitative research findings on the lived experiences of nurses when involved with acts that may be perceived as
death hastening.

Design: A qualitative evidence synthesis utilising thematic synthesis.

Data sources: An initial search of CINHAL, Psychinfo and Medline was undertaken in December 2022 and updated in August 2024.
Papers were quality assessed using the Joanna Briggs Institute Critical Appraisal Checklist for Qualitative Research.

Results: Twenty-three papers were included in the review. An overarching theme linked to the emotional labour required to provide
care was developed. Three sub-themes influence emotional labour: (1) experiencing personal and professional conflicts, (2) the
provision of ‘normal(ised)’ care and (3) perceptions of palliative care as a proxy for hastening death.

Conclusions: This synthesis demonstrates that nurses experience significant emotional labour across acts that may be perceived
as death hastening. The level of emotional labour is influenced by nurses’ uncertainty of the ethical and moral status of these
interventions and navigating these uncertainties alongside colleagues, patients and those important to them during care delivery.

Keywords
Assisted suicide, nurse, qualitative research, palliative care, withholding treatment, terminal care, experience, palliative sedation,
voluntary stopping eating and drinking, assisted dying

What is already known about the topic?

e Nurses deliver care for patients and those important to them across acts that may intentionally or potentially hasten
death, navigating this care within the boundaries of healthcare systems and professional regulation.

e The increase in permissive legislation relating to assisted dying is challenging healthcare professionals to consider how
an assisted death sits alongside accepted or ‘traditional’ healthcare practices at the end of life.

e Providing care in these situations can be challenging and requires emotional labour to navigate.

What this paper adds?

e This review allows recognition of how the emotional labour involved in providing care, and its subsequent impact, is
often better recognised within assisted dying than for other acts that may be perceived as death hastening.

e The ‘normalising’ of care, and consequently dying, within acts that may be perceived as hastening death limits the rec-
ognition of the emotional labour required for nurses to provide care in these circumstances.
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patient.

Implications for practice, theory or policy

within organisations.

e When supporting a patient through an assisted death, nurses focus on optimising the experience for the patient,
whereas in other acts that may hasten death, nurses’ primary focus is on the experience of those present with the

e Theimpact on nurses’ emotional well-being due to the expectation to engage in significant emotional labour, in all care
that may be perceived as death hastening, should be considered in daily practice, policy and organisational structure.

e The provision of emotional support should be considered for nurses when involved in the delivery of care that may
hasten death, either through intentional acts (an assisted death) or unintended consequence of the care.

e Normalising care that may be perceived as death-hastening can impact nurses’ feelings of agency within care delivery
and may need to be considered in jurisdictions with permissive assisted dying legislation as these practices embed

Background

An increasing number of countries permit assisted dying,
an act that intentionally hastens a patient’s death. Other
acts within healthcare have the potential to hasten death,
although are not used with this intention. Examples of
such care might be the use of sedation or the withdrawal
of life-sustaining treatment.2 On a clinical, conceptual,
and philosophical level, what encompasses ‘hastened
death’ remains poorly defined with no internationally
agreed terminology.? Clinicians identify complex physical
and moral issues that occur when attempting to define
what may constitute an act with the potential to hasten
death (see Table 1). Acts that ‘hasten death’ are often
seen as solely voluntary euthanasia and physician assisted
dying.* However, acts of care, which are relatively com-
mon in palliative care, such as withdrawal of life-sustain-
ing treatment and the use of sedation may also be
perceived as death hastening.> For some people with a
desire to hasten their death, the choice to voluntarily stop
eating and drinking may be taken® and can often be con-
sidered as a natural form of dying.” Healthcare profession-
als may continue to have an active role in supporting
patients who make this choice and not intervene in halt-
ing the dying process.?

The complexity in defining these care acts also links to
their ethical status. Primarily whether death, in this con-
text, is an intended or unintended consequence or side
effect of the act for the healthcare professional®48-36
Although it is recognised within legal and ethical frame-
works where these differ from assisted death,>’ it can be
difficult to delineate the intentions of patients and health-
care professionals within existing frameworks.’> There
may also be a disconnect between doctors’ and nurses'
perceptions of acts that hold the potential to hasten
death,>3-%5 with nurses more likely to experience internal
conflict and increased uncertainty about the nature of
these interventions.1>2262 This uncertainty is more marked
within the use of sedation than other interventions.%%6
Whilst attempts are made within the literature to decrease

the ambiguity that nurses feel about whether care may
hasten death, it is also recognised that this originates pri-
marily from physician authored papers. The focus on ‘edu-
cating’ nurses to help them gain moral clarity may serve
to further marginalise their concerns about these acts.®”

The term ‘experience’ can often be used without expla-
nation as to what it may refer to.%8 Experience can be con-
sidered as an active ‘intersubjective, social and political’
process that people enter through in order to create
meaning.®® A relational understanding and expectations
of the nurse-patient relationship defines the nurse’s expe-
rience, yet their experiences are commonly amalgamated
with other healthcare professionals, most specifically phy-
sicians. Nurses identify their role as unique within the
healthcare team. The frequency and intimacy of patient
contact, seeing themselves as a patient advocate, and
coordinating care to support patients to navigate the
healthcare system are all cited as specifically defining
their role in palliative care.”%’! The dynamics with the
wider healthcare team are also considered as potentially
impacting how care delivery is experienced.’”®’! Both
nurses and physicians feel that nurses are well placed to
identify suffering and establish if symptoms are poorly
managed or whether further treatment may be futile.2272
However, the level of involvement nurses have in deci-
sion-making is noted as an important factor that impacts
upon the quality of their experience delivering care; often
primarily influenced by the physician.”? Nurses being
required to undertake care they perceive not in the
patient's best interest or where they feel they are witness-
ing unnecessary and iatrogenic suffering can result in
moral injury.”? While there appears to be some issues in
common for all healthcare professionals, synthesising
research that solely considers nurses will allow a greater
understanding of their own nuanced experiences.

This review aims to synthesise evidence across acts
that nurses may perceive as death hastening to yield
new knowledge of the experience of providing care that
may or will hasten death. Understanding where, or if,
comparable experiences exist could help develop
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knowledge related to the practical, ethical and moral
complexities nurses report when providing care at the
end of life. Finally, this review aims to amplify the nurs-
ing voice within this complex and often divisive topic.

Review question

What can be learnt from synthesising qualitative research
findings on the lived experiences of nurses when involved
with acts that may be perceived as death hastening?

Methodology/methods

A qualitative evidence synthesis was undertaken utilising
thematic synthesis, as described by Thomas and Harden.”*
The research question considers experience, as such a
focus on primary qualitative research, which is supported
by this approach, is most appropriate. Thematic synthesis
is valuable when the research question aims to gain a
deeper understanding of an unknown issue, rather than
theory generation. Thomas and Harden’* state that,
within this form of synthesis, it may not be possible, or
required, to locate all available evidence. However, the
strategy focusses on ensuring that no new research would
alter the ‘conceptual synthesis’.”* Reverse and forward
citation checking and reviewing recent documents pub-
lished in the author’s country were included in the search
strategy. This process stopped when there was agreement
across authors that the results were conceptually rich.
Analysis and synthesis were undertaken using the three-
step approach.”

1. Coding text
2. Developing descriptive themes
3. Generating analytical themes.

The review exists within a social constructivist paradigm,
where individuals' experiences of the world shape under-
standing and meaning-making.”® This recognises the overt
importance of the social context of the research and the
influence of positionality within the analysis. This evi-
dence synthesis is reported in line with the enhanced
transparency in reporting the synthesis of qualitative
research (ENTREQ) checklist.”®

Search strategy

The search strategy and subsequent inclusion/exclusion
criteria were developed using SPIDER.”” SPIDER was uti-
lised to facilitate a search that considers experience across
interventions. To increase the sensitivity of the search
strategy, the research design was not specified within the
search terms. The lead author (VA) ran initial searches in
December 2022 and updated in August 2024 using the
Cumulative Index to Nursing and Allied Health Literature

(CINAHL), PsycINFO, and MEDLINE databases. The search
strategy was developed alongside a Lancaster University
subject specialist librarian using Medical Subject Heading
(MeSH) terms and database specific linked suggested
terms and was tested against two known papers. The
search terms are identified in Table 2 and results were
obtained by linking searches with the Boolean operator
AND.

A manual search was undertaken through citation
checking of reference lists and forward tracking of cita-
tions within included studies to ensure no papers had
been omitted. A selection of reference lists of legalisation
and policy documents local to the author were also
reviewed, although this process did not add any further
papers.

Inclusion/exclusion criteria

The inclusion/exclusion criteria are given in Table 3.

The papers’ titles were initially evaluated against the
inclusion criteria. Abstracts and full text papers were
read if they appeared to meet the inclusion criteria fol-
lowing the title search. All included papers were then
re-read to ensure their appropriate inclusion. A second
reviewer (JM) blind-reviewed 10% of titles (360 out of
3600 papers) from the initial search against the inclu-
sion criteria. The process was undertaken utilising
Rayann® and the decisions were blinded until both
reviewers had completed the evaluation process.
Decision-making relating to the application of the inclu-
sion criteria was discussed and recommendations were
made to provide rigour to the process. An example of
this was how the concept of experience was understood
by both reviewers as this was central to the review pro-
cess. There was consensus on which papers should be
included.

Data extraction, appraisal and synthesis

Data were extracted using a tool developed from the
work of Noyes,’® supporting the extraction of large
amounts of narrative data verbatim from the research.
The tool was modified to include data relating to the
review question, including the legality of assisted dying.
The second reviewer (JM) undertook data extraction on
10% of the included papers (3 of 23) to clarity check the
tool and protocol for appropriate data extraction.
Uncertainty was resolved through initial discussion and
changes made to the extraction tool to capture neces-
sary data. The studies were quality assessed alongside
data extraction’® using the Joanna Briggs Institute qual-
ity appraisal tool.89 No papers were excluded based
upon this assessment, although data quality was consid-
ered reflexively during the synthesis, in keeping with
the method.”*
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Table 2. Search terms.

Database

Phenomenon of interest

Sample

CINAHL

PsychINFO

MEDLINE

Tl ( (MH ‘Suicide, Assisted’) OR (MH ‘Euthanasia, Passive’) OR (MH ‘Euthanasia+’)
OR ((stop* OR cease OR withdraw*) N5 (food OR drink* OR sustan* OR treat*))
OR (euthan*) OR (assisted-dying) OR (assisted-suicide) OR (suicide) OR (palli* N5
seda*) OR ((assist* OR haste*) N5 (death OR dying OR die)) ) OR AB ( (MH ‘Suicide,
Assisted’) OR (MH ‘Euthanasia, Passive’) OR (MH ‘Euthanasia+’) OR ((stop* OR
cease OR withdraw*) N5 (food OR drink* OR sustan* OR treat*)) OR (euthan*) OR
(assisted-dying) OR (assisted-suicide) OR (suicide) OR (palli* N5 seda*) OR ((assist*
OR haste*) N5 (death OR dying OR die)) )

Limiters 01/01/1997

Human

Tl ( (DE ‘Euthanasia’) OR (DE ‘Assisted Suicide’) OR ((stop* OR cease OR
withdraw*) N5 (food OR drink* OR sustan* OR treat*)) OR (euthan*) OR (assisted-
dying) OR (assisted-suicide) OR (suicide) OR (palli* N5 seda*) OR ((assist* OR
haste*) N5 (death OR dying OR die)) ) OR AB ( (DE ‘Euthanasia’) OR (DE ‘Assisted
Suicide’) OR ((stop* OR cease OR withdraw*) N5 (food OR drink* OR sustan* OR
treat*)) OR (euthan*) OR (assisted-dying) OR (assisted-suicide) OR (suicide) OR
(palli* N5 seda*) OR ((assist* OR haste*) N5 (death OR dying OR die)) )

Limiters 01/01/1997

Human

AB ( (MH ‘Euthanasia’) OR (MH ‘Euthanasia, Active, Voluntary’) OR (MH ‘Suicide,
Assisted’) OR (MH ‘Euthanasia, Active’) OR (MH ‘Euthanasia, Passive’) OR (MH
‘Right to Die’) OR ((stop* OR cease OR withdraw*) N5 (food OR drink* OR sustan*
OR treat*)) OR (euthan*) OR (assisted-dying) OR (assisted-suicide) OR (suicide)
OR (palli* N5 seda*) OR ((assist* OR haste*) N5 (death OR dying OR die)) ) OR

Tl ( (MH ‘Euthanasia’) OR (MH ‘Euthanasia, Active, Voluntary’) OR (MH ‘Suicide,
Assisted’) OR (MH ‘Euthanasia, Active’) OR (MH ‘Euthanasia, Passive’) OR (MH
‘Right to Die’) OR ((stop* OR cease OR withdraw*) N5 (food OR drink* OR sustan*
OR treat*)) OR (euthan*) OR (assisted-dying) OR (assisted-suicide) OR (suicide) OR
(palli* N5 seda*) OR ((assist* OR haste*) N5 (death OR dying OR die)) )

Limiters 01/01/1997

Human

(MH ‘Nurses’) OR Nurs*

Tl ( DE ‘Nurses’ OR DE ‘Nursing’
OR Nurs* ) OR AB ( DE ‘Nurses’
OR DE ‘Nursing’ OR Nurs*)

AB ( (MH ‘Nurses’) OR Nurs* )
ORTI ( (MH ‘Nurses’) OR Nurs*

Table 3. Inclusion/exclusion criteria.

Criterion Inclusion Exclusion
Population Registered Nurses Registered nursing associates
Patients over the age of 18 years Studies with multiple healthcare professionals in the sample
Patients or informal carers
Volunteers
Intervention  Assisted dying/assisted suicide/euthanasia Requests for assistance to die due to a mental health diagnosis
Withdrawal of life-sustaining treatment Non-voluntary euthanasia
Voluntary stopping eating or drinking Veterinarian studies
Sedation at end of life
Outcome Experience within the provision of care Studies solely relating to the description of the medical intervention
and process of assisted dying
Attitudes/opinions to assistance to die
Experience of provision of care — considered solely in terms of level
of involvement
Language Findings published or available in the English
language
Dates Research undertaken after 1997, in line with ~ Timeline (relating to legality of assisted dying) is not able to be
first legalisation of assisted dying. established within the paper.
Study design  Qualitative Quantitative

Mixed methodology
Literature or systematic reviews.
Grey literature including blogs

Opinion pieces, editorials and commentaries

Book/book chapters
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Identification of studies via databases and registers ] Identification of studies via other methods ]
() Records identified from*:
é Database Total (n = 6449) Records removed before screening: Records identified from:
.é CINAHL (n=1679) > Duplicate records removed Organisations (n = 2)
E MEDLINE (n =3204) (n= 2065)
PsychINFO  (n = 1566)

n }

Records screened

Records excluded total (n = 3964)
Wrong language (n = 429)
Wrong publication type (n = 400)

(n =4384) "] Wrong study duration (n = 8)

l Wrong study design (n = 326)

A Wrong population (n = 2801)
Reports sought for retrieval

A4

Reports sought for retrieval Reports not retrieved

(n=2314) (n=0)

Abstract/full paper

Screening

—>| Reports not retrieved (n = 0)

!

Reports excluded:

Reports assessed for eligibility

(n=420) >

Attitudes (n = 205)

l Practice/policy (n =71)

General end of life care (n=53)

Studies included in review .
Experience of (n=21)

(n=23)

Reports of included studies Case reporting (n= 10)

l Reports excluded total (n= 397)

Quantitative measure of experience (n = 25)

Education/communication (n= 12)

Reports assessed for eligibility

> Dupli =314
(n=314) uplicate (n = 314)

Figure 1. PRISMA.

Coding and theme development were undertaken
inductively. Analytical themes were developed following
the identification of cross cutting, comparative and paral-
lel descriptive themes.&! A hybrid approach to coding was
undertaken using both Nvivo® for descriptive themes and
moving to pen/paper for the development of analytical
themes. Reflexivity is fundamental in the development of
a rigorous thematic synthesis and therefore regular dis-
cussions and reflections with the supervisory team (NP
and LM) were undertaken.

Findings

From 4384 papers assessed for eligibility, a total of 23
papers were identified relating to nurses’ experience of
acts that may potentially hasten dying (see PRISMA
Figure 1). Thirteen relate to assisted dying including six
from Canada, five from Belgium and two from the USA.
These papers are from areas with permissive assisted
dying legislature with the exception of De Bal et al.,**
Dierckx de Casterle et al.,?> Schwarz!® and Volker.104
Three papers consider sedation, these are from Canada,
the UK and the Netherlands and seven consider with-
drawal of life-sustaining treatment all in jurisdictions
without permissive assisted dying legislature at the time
of the study. All papers relating to withdrawal of life-sus-
taining treatment were based in intensive care settings.
No papers considering voluntary stopping eating and
drinking met the inclusion criteria. Table 4 provides a
summary of included papers.

Within this synthesis, the term ‘other acts that may
hasten death’ is used to represent withdrawal of life-sus-
taining treatment and sedation. The term ‘assisted dying’
has been chosen to encompass interventions across phy-
sician assisted suicide, euthanasia and MAID. This is used
as a neutral, umbrella term for acts undertaken with the
active intention of inducing death, in keeping with sug-
gested international convention.3:10>106

An overarching theme, the emotional labour of care
was developed with three subthemes that influence the
experience of delivering care and subsequent levels emo-
tional labour involved. The sub themes are (1) experienc-
ing personal and professional conflicts, (2) the provision
of ‘normal(ised)’ care and (3) perceptions of palliative
care as a proxy for hastening death. Table 5 identifies
how the papers are represented within the themes.

The emotional labour of care

The emotional labour associated with nurses’ involve-
ment in care that may hasten death is an overarching
theme within the studies. Emotional labour is defined
as ‘the management of feeling to create a publicly
observable facial and bodily display’ (p. 7). It is an
active process where behaviours develop in line with
social expectations of professional roles. Emotions can
be suppressed and outwardly expressed emotions and
behaviours can be performative depending upon situa-
tional expectations,1%” which is seen consistently within
the studies. Overall, nurses identify a requirement to



39(6)

icine

Palliative Med

(panupuo))

‘ulayns pue Ja1ig jo A
'sdiysuone|as Ajjwej-asinN

‘wJdey ou og

*121|4U02 pue uoIsud |

'9Jed pue LoJWo)

saway]

‘Aun8ique pue suoijowa yum uijeag
‘Ajlwey J19y pue juaned ayl Suipdosuuoday
9ouasaJd SuiSeanooua pue Suipinold
“Anwey

11943 pue juaiied SulAp ayi 4oy Sulie)
saway|

*$s920.d uollepas aAllel|jed ayl ulnp
pue 240490 30€ 01 aunssaud Supualiadx3
sawiaygns

*}oe 03 aunssaid upualiadx3

‘uoijoe upuanald sjulesisuod upusuadxy
saway |

‘payoddns Sulag

‘pauaisey

sl yieap auaym ade(d e sem ad1dsoy jeyy
Bulnsl|ag pue uollepas Joj sysanbay
‘9|doad SunoA Sunepas

‘yieap ayy Suisnen

"121|JU0J |eUOIIOWS

pue |e21y1a pue upjew uolsidag

‘yoeoudde
|eai8ojouswouayd
Suisn Apnis aanneyend
‘sishjeue
|edi8ojouswouayd
aAine1asdiaiul Suisn
pasAjeue eleq
‘yoeoudde anneijenb
Asojreuo|dxa annduasag

‘poylaw
9Ae edwod JueIsuU0d
Suisn uayepapun sisAjeuy
‘A3ojopoyraw

Jo uonduosap oN

*M3IAJIUL
|EUOI1BSIDAUOD
[enpialpul

‘SM3IAJIUL
paJnionJis
-1was [enpIApu|

‘SM3IAID3UI
pa4nionils
-1was [enpipu|

‘Juawieasy Sujuieisns

-941| JO [EMEBIPYUM JO
90UudIadX3d YUM S3sunu QT
‘Burdwes aosuajuanuo)

‘|endsoy

SUO WOJ) 948D DAISUSIUL
ul Supdom sasunu €1
‘Buijdwes anisoding

‘Apnis snoinaud

B U] JUSWA|OAUI YySnoJdy)
paynJdaJ e3Je |BJIUI JO
98uel e $S0J0E S3SINU 9€
‘Burjdwes aouajuanuo)

“1edA 1sed ayy
uly}Im uonepas aanel|jed

‘PI2YYHM 1O UMBIPYIM
juawiealy Suiney nD| Ay ul
S1U3I|2 404 SulIed SasINU Jo
2oualadxa ay3 21edisanu|
JUSWIBI} MBIPYIIM 0}

uaye) Udaqg pey uojsIIap e Jaye
sal|lwey J1ay3 pue syuaiied 3npe
0} 2482 3}1|-j0-pud papiroid
OYM S35INU 3JBI JAISUIUI

J0 saoualiadxa ay1 aJo|dx3

'suolienyis Suissalisip Ajjesow
pue sewws|Ip ‘@4nssaid yum
s9oualiadxa J19y3 uo 3uissndoy
uollepas aAlel|jed jo ad13oead
?y3 uo syiodau sasunu aJojdx3

‘syuaiied Jooued Aq pasuauiadxe
SS9USSI[1SAU [BUILWLID)Y
9yl @8euew o3 3dwane

(24n3e|s139] 01 Jowid)
|1e39) JoN :8ulAp
pajsisse Jo snieis
ejesisny

1e83] 10N :8ulAp
paisisse Jo snieis
wop3uy payun

JUSWIEa] SUlUIRISNS-34I| JO [BMEIPYIAN

|e8a7 :8ulAp
pa3sisse Jo snieis
spuelJayiaN ayL

98BI
quodjeH

sgdd|e/N pue
nolyielss3

vg'[E 19 4901

650

sawayl-qns ‘yoeoudde ‘SM3IAJIS]UL 40 @2ualadxe yum ue ul uonepas aAniel|ed |e8a| 10N :8ulAp
yieap |ngaoead e Suiey|oe |eaiSojouawouayd e paJnionais ‘921dsoy ulyym sasinu Supa3siuiwpe uaym sasinu paisisse Jo snieis ¢gP10YSe|d
away Buisn Apnis aanneyenp -IW3s |enplAlpu]  UdASS “Suljdwes aalsoding 921dsoy Jo seouanadxa ay | wop3ury payun pue salA 2@
‘uonesisiuiwpe
104 ssaulpeaJt Ajlwey pue wea|
‘swoydwAs
SuiSeuew jou JO 108)J2 dllewNes) 3y
*JOJWO0I 91e3UD 03 Paau ay |
‘uoljepas aAljel|jed asn 03 usym Jo
Ajuierioun — aJiw8enb asn uoy suonedlpu| ‘Hun aJed
‘uolepas aAnel|jed jo uoniulep ‘uoljepas aAnel|jed e ul syusiied ynpe
ay1 ul Aynoiig — asiwsenb jeuoniuyag 'sishjeue aA1lel|ed jo ddualiadxa BulAp ur uonepas anneljjed jo  (a4n3e|sida| 03 Jord)
sawayl gqns 1UU0D Wy | 'SMIIAJIDIUI DIBY ‘Hun aJed annel|ed 95N ay3 03 PaINQII}Ie S3sINU |e8s] 10N :8ulAp
aJjw8enb ay3 y8nouyy Aem JnoA Supjiopn  WISI[BUOIIOBIDIUL O1|OqUIAS 03} 908} PaAINIONJIS  3SI|e1adS UIYHM S3sinu QT Sulueaw ayj pue sapniinie paisisse Jo sniels
awayy Buisn Apnis aanneyenp -1W3s |eNpIAIpU| ‘Burjdwes anisoding ‘98pa|mouy ,sasunu auo|dx3 eqolluBA :epeue) 2g’|8 12 |99g
uollepas aAlel|jed
s8uipuly A3y sisAjeue pue ASojopoyia|n uo1399]|02 eleQ a|dwes swie Jo s/uolisanb yoieasay Aiquno)  JeaA pueuoyiny

‘ssaded papnjoul jo Asewwns *f ajqeL



651

Ali et al.

(panuiuo))

‘sallowaw Suipinoid

"3s8ue |euoissajoud ul SupJopn

‘Aem ay3 Suoje yojwod uneaud :Asuinol v
saway]

"8ulyy ysu

9ay3 op 031 SulAi] :3dadu0d Sulydiesang
'ss2204d [emeIpyUM

Juawieal) paliudip e aAsIyde 0] SjUBWI|]
‘uonesadood pue poddns
Aseuljdiosipaaiul 4oy Juswalinbas
‘|EMEBIPYUM JUBWIIEDIY JO SS204d

QY3 Ul SSaJ3S JO sdoualadxa ,sasinu ND|
sa1103918)

‘anoge| [euoljowy

“1ysu Suiwin ay3 Sumeo

saway3 qns

RUETEEY

JO |EMEIPYIIM 3Y1 JO suolrdadiad
awayy

‘93e20ApE Judled e Sulag

‘Ajiwey ayy Sunioddng

‘paas ay3 Sunueld

*uoISIdap SIsINU e Ajjeau 10N

'S3UNOJ ddUBIRdX]

sawayl gqns

*9]04 $3SJNU BY |

away

‘UOI1BINPA JaYINy IO PIBU Y|

"3j|e3 03 paau Ay

'SS2J1SIP [BJON

'ssaJisip Suiduojoud

‘Supjew uolsIap ul 121)juo)
saway3-qns

RUETIEEY

3ululeISNS-241] JO [EMBIPYIUM DAIAINS
pue apinoud 01 sasunu NgH 8uiuoddng
away

‘9auaN|yul

|ewJoy 9J3}| 1dsap aplid |euolssajold
*MOpEBYS JUBISUOD B — Ajuleliaaun
‘wsiwissad

‘Apnis |eai8ojouawouayd
aAlellenp

‘u8isap Aiojesojdxa pue
9A11dLI2Sap 2ARY[END

‘sisAjeue yiomawely
Buisn sisAjeuy “Aloayy
papunoJ3 1sIA139N43SU0D

A3ojopoyiaw
aANd1I2Sap aAnel|enD

‘SM3IAIIUI
paJinidnJis
-1was [enpipu|

‘SM3IAJIRIUL
paJnyanJis
-1w3s [enpiApu|

'SM3IAIDIUL
paJnionJis
-1was [enpIApu|

SM3IAJR1UI PaJNIINIIS
-lwas [enpiapul

‘JuawieaJy Suuieisns
-341| Jo [emespyym Sulinp
2UO3WOS 40} paJed pue
2oualIadxa syuow 9
JOAO YUM S3sINU 9
‘Burjdwes aaisoding

‘Juswieas
1eISNS-341| JO
|[emelpyim Jo aoualadxa
pue aouaadxa siedh ¢
ueyy Ja1eaus yum sssinu g
‘3uiidwes anisoding

‘NI awes
3y} ul Supjdom sasinu g
‘Burjdwes aaisoding

NQaH ue

ulyum Supiom aosualiadxa
Syjuow T ueyy

1918248 YHM $3S4NU GT
‘Burjdwes anisoding

‘Hun Adesayy

'syuanied asayy 4oy Sulied

Wwiay3 211|198} 4O J3pUlY |99}
$954NU Y2Iym siojoey Ajnuapi
JuswieaJy Sululeisns-ayl|

40 |lemespyIm y3nouys syuaized
J0J 8ulied $3sINU 9JBD [BIIID
40 saoualiadxa ay) ato|dx3

‘sjuaned

1UN 3JBD AISUIUI WOUY
sjuswieaJy 3ujuieisns-ajl| Jo
lemespyum ay3 ui Sunpedidiyaed
U3YM $95SJNU 24E JAISUDIUI

40 9duaadxa ay1 aJojdx3

‘wop3uly pauun ayl

ul NI duUo ul Supjew uoIsIdAP
91| Jo pua 01 Suie|aJ sasinu
40 saoualiadxa pue s3uljaay
‘suondaosad sy auo|dx3

‘aney
Aew Asayy spasu Jo 1oddns
Aue 1y31jy8iH ‘Juawieauy
Bululeisns-ayl| 40 [EMEIPYUM
Suiyoeoudde sjuaned uoy Sulied
sasinu (N@H) Hun Aduapuadap
Y31y jo seaualadxa aJojdx3

"JUdW1eaJ] 9A1lRIND
Suimeapyium Jo 3uipjoyyum jo
suollsanb 01 paje|aJ suonenyis

(24n1e|s139| 01 Jo1ud)
|1e39] JoN :8ulhp
paisisse Jo snieis
epeue)

e8] JoN :8ulhp
paisisse Jo snieis
AemioN

|1e83] 10N :8ulAp
paisisse Jo snieis
wop3ury paun

1e83] 10N :8ulAp
paisisse Jo snieis
wop3ury paun

161830
WSUM —
Juedsiapiapn

06’18 12 JojAe L

6sUSIINAIDIN

EE R
pue uosuyor

pue wsiwildo usamiaq uoljeusay ‘A3ojouswouayd *SM3IAJIDIUL dAISU1UI Ul SupjIoMm Ul 9SJNU BJBI DAISUDIUI UE 3] |e8a7 :8ulAp
‘Ajljiqisuodsau ul ssauljauo aAa4diaiul Suisn dnou8 paunjoniis  sasunu (s|ewsy) ¢T 4O |e10} 01 SI 3 3eym Jo Suipueisiapun pa3sisse Jo snieis
saway] Apnis aAneyjenp -Uou pPassNJ0) OM ] v "8uiidwes anisoding Jadaap e aJsinboy AemuoN 15’18 19 AOH
s3uipuy Ay sisAjeue pue ASojopoyia|n uo1399]|02 eleQ a|dwes swie Jo s/uolisanb yoieasay Ainuno)  JeaA pueuoyiny

(panunuo)d) v ajqel



39(6)

icine

Palliative Med

652

(panunuo))

*9WI} JOAO SA|OAD AW 3 MOy

PUE JUSWIAA|OAU] JO JUDIXD ‘JUSWSA|OAUL
40 a@sodund ay3 jo Suipueisiapun
‘ss@20.4d ay3 Sulinp sisajluew siy|
*ss@20.4d ay3 uo

MBIA J13Y] PaUIWIDIBP YdIym aAI1dadsiad
9A1e1R.4dI91UI-|B13UDSIXD UE JO dAI3dadssad
passndoj-uolloe ‘|eanpadoud e pey sasinN
‘sangdes||0d

pue siaqwaw Ajjwey Suipoddng
‘eISeueyINd

40 UOIINJ3Xa 3y} ul uonediied

*ss@20.4d Supjew-uolsioap ul uonedidijied
‘eIseueyina Joj 3sanbaus e uliesay
saway]|

‘|]opow ssadoud ay3 :3sanbaJ eiseueyina e
yum syuaiied oy Suried ui ajos Asy sasinN
'3Jed 8uisinu JO 1Xa3U0d 3y |

‘syuedied Aq pasusiiadxs

UOIJOWD |BJIUID BY} :SSD|JaMOd
‘BISEUBYIND (Ul JUBWDA|OAUI JIDY])

1noge s8ulj@a) paldIpuod S$asInuU Yy
saway|

*30130e4d 3uisinN

awayy

‘wnJ3oads [euoljowsa Supualiadx3

‘pueis e Supje] :Supjewasuas

‘su9auold Suiag

sawiaygns

"10edwl |euosIad

away

‘yieap poo3 e Suiioddng

*9210Yd Su13ed0ApPY

‘sawayy Ajnuspl o}
paulwexa AjjeanewalsAs
s1dLiasuel] malaIau|
‘yoeoudde

Asoay) papunoud Suisn
Apnis aAnelenp

‘yoeoudde

Aioay) papunoud

Yum aulj ul poyaw
uosiedwod JueIsuo)
‘Aloayy papunoud
Buisn Apnis aanneyend

‘yoeoudde

Aioayy papunoud

Yam aulj ul ‘poyraw
uosliedwod jueisuo)
‘Aioayy papunoud
3uisn Apnis aanneyenp

‘1sanbau

eiseueyina e Jo ased
1u92aJ e 3ulj|edas —
SM3IAJDIUI PRJNIDNIIS
-IW3S |eNpIAIpU|

‘SM3IAIDIUL
paJnioniis
-1was [enpiApu|

‘SM3IAJIUL
paJnionJis
-1was [enpIApu|

‘Sumas |eydsoy
91noe ue ul upom
sas4nu gT ‘Suldwes

|ea132409Y1 pue aaisoding

*8u1139s 2482 21}
e u] Supjom sasinu gt
‘Burjdwes aaisoding

‘siapue|4
ul sjeydsoy aynde omy
ul SupJom sasinu GT
‘Burjdwes anisoding

éPANjOAUL
9sinu 3y} 4oy ueaw Ajjenyoe
ssa20.4d 9sed eiseueyina ay}

ul uonnediyed saop 18YM

‘elSeueyInd

Bulpunouins ssa204d a.4ed
93 Ul JUSWIAA|OAUI JI3Y} UO
SMBIA ,S95INU 3JeD dANel||ed

‘BISEUBYIND
Sunsanbau syuaned Joy aued ayy
Ul JUSWISA|OAUL $3SINU 2J0|dX3

‘a3edoijued o3 Suluipap
10 24e2 aA1oddns Suipinoad

1897 :8ulAp
pajsisse Jo snieis
sJiapue|4 — wnid|ag

(24nm1e|s1839) 01 Jo1ud)
|1e89| JoN :8ulAp
pa1sisse Jo snieis
siapue|{ — wnisjag

(24me|s139) 01 Joud)
1e83] 10N :8ulAp
pajsisse Jo snieis
siapue|{ — wnid|ag

o6’ 19 JBIUBQ

5618 39
al9158)
ap xypJaIg

ve' 1B 12 [ed @Q

‘Juswspnl Inoyym aJed 213s1|0H ‘sishjeue ‘auoyda|al ein ‘Buipte Aj3oa41p Jayleym ‘gIviA |e8a7 :8ulAp
sawayqns o3eway) Suisn sisAjeue 10 90e) 0} JBY JBYLD *8u11395 |B21UID paLIeA SuIsooyd auoaWos J0j aJed pa1sisse Jo sniels
*8uisinu Jo uoIssajoud eleq ‘Alinbus sAllelIBU  SMBIAJISIUI PRJNIDNIIS ssoJoe Supjiom sasanu /T Suipiaouad ul dusadxa sasinu e|qun|o) PALRE]
away| Suisn u8isap aAneenp -lWwas [enpIAIpu| ‘Burdwes anisoding 40 98ueJ 8y pueisiapun ysig — epeue) ulynag
"BISEURYIND JO
eiseueyina uolesi|e8a| ay3 Jo)e sieah G
‘uaANaT Jo Jo @ouaadxa yum eiseueyina Sunsanbau syuaned
‘uoneJisni4  apIno sisAjeuy aAelenD 2Jed swoy Jo |eudsoy 10 9482 3Y1 Ul JUBWISA|OAUI
JUsBW 14| N4 [BUOISSDJ0.Id Aq pawuoyu sisAjeuy *SM3IAJIUL ul Supjom sasinu 9z J19Y3 d2ualIadxa aJed swoy |eSa7 :8uiAp
‘'snongiqueun 10U pue asualu| Asoay) papunoud paJnionis ‘Buidwes pue sjeydsoy ul Supjuom paisisse Jo snieis R E]
saway | Suisn Apnis aAieljenp -lWas [enplAlpu| |legMoOuUsS pue aAIsodingd  Sas4nu Ysiwa|4 moy aJojdxa o] wni8|ag sua|jog
BulAp paisissy
s3uipuy Ay sisAjeue pue ASojopoyia|n uo1399]|02 eleQ s|dwes swie Jo s/uolsanb yoieasay Ainuno)  JeaA pueuoyiny

(panunuo)d) v ajqel



653

Ali et al.

(panuiuo))

‘apnileJ3 pue dead

'9J1|4914B BY] UO SUOIIB|4aY
*Adua3sisuod |esojn

‘Buliayyns Sunelns||e ul 9|oJ ,SsINN
‘9w Inoge 10U s 3|

*A1ule149d pue |043U02 ‘9310Yd Judlled
sawayl qns

‘sjuiodAem jesoln

away|

'SUOIINQLINY "SJuUSLIadXa [euolIOW ]
sawayl qns

‘AIVIN Jo 2dualadx3

awayL

‘QIVIA JO 128 3y 01 Allwixodd
'$92Ua1I9dXa |eUOISSD)0.d

\@2uanjjul AJlunwwod pue Ajiwey
saway3 qns

'$10128) JUBAS|24 Aj|RJOIA

:@IVIA Ul @1edidilied 01 ssaudulf|im
away |

‘aIvN Hoddns

03 Ajioeded pue Ajxajdwod swaisAs ay|
‘wea) Aeurdidsip

-I3INW e Jo aJnjeu pue aduasatd ay|
'SWwa1sAs ulyum

9|doad |enuanjyul Aq uayel diysiapes| ayL
sawiay |

s3u1119s aJedyyesH

S||13S uolleIUNWWO)

uosiad ay1 yum sdiysuoiie|ay

' maN

peo| [euonowsy

Yieap jo swi]

?d10yd

41eap 1N0ge UoI1eIuO0IJUOD
SUEINEIERUEIE]

punoJe paJiuad Iy Sulinp saxopesed
J0 98ues apIm e padualadxa sasinN
'$$920.d a.ed elseueyina ayl Jo sdualiadxa
,$954NnuU 3y pasuanyjul AjpAanessu

10 AjaA1isod ya1ym s101oe) snouep
9w} Jono padojanap

pue pagueyd yoiym saoualadx3

‘poyraw
aA1e edwod JUBISUO)
‘uol3d14asap aAnelasdiaul
‘Apnis aArellend

‘poyrdw
uosiiedwod Juesuo)
‘uonduiasap annielasdiajul
‘Apn1s aAnelenp

yoeoudde

Asoay) papunoud

Yum aulj ul poyaw
uosiiedwod JueIsuo)
Aioay3 papunoud
Buisn Apnis aanneyenp

‘paquIsap
10U poyiawi sisAjeuy
yoeoudde

66| 32 INS( Se 19s
e1ep SWes 3y} Sasn
'SMaIAIBIUL
paJn1oniis

-1was [enpipu|

‘SMaIAIBIUI
paJn3onJis
-IWas [enplApu|

sdnoJ3 snaoy pue
SM3IAIDIUI PAINIINIYS
-lwss |enplAlpu]

6’1831

Jalua( se }aseiep
awes ay3 Suisn
Jaded ‘smainiaiul

‘alvIN

0} 329[qo Ajsnonualdsuod
10 PAAJOAU] US3(

pey oym sasinu g5
‘3uiidwes [jlegmous pue
anisodind ‘@auaiuanuo)

IVIN
0} 329[qo Ajsnoiualdsuod
10 PaA|OAUL UDRQ

pey oym sasinu 6§
‘Buijdwes |jeqmous pue
anIsodind ‘@aualuanuo)

uolje|sueJ} 3noge
uolssnasip ou Supjeads
Youal4 a1am sasinpy
‘alvIN ul paiedined
pey oym UlyHM sasinu /€
‘Buijdwes [eannaioay

‘3uimas |eydsoy
21nde ue uj Supjiom

"1X93U0d uelpeue)
9yl ul QIVIA 4O sadualiadxa
|eJow ,S3S4NU 3qLIISAP O

*92130e4d

3uisinu pue saouaIadxd
,5954NU 104 Yy1eap paisisse
03 yoeoudde paje|si39| e jo
suoledldwi ay1 pueisiapun

sasinu Aq pasualiadxa
saxopeJed 8y} 9qlIasap o]
*UOIIN|OA 3|0 JIBY) pue
AIVIA Jo 32110e1d Mau ay) 3dey
Ajjeuoissajoud pue Ajjeuosiad
$9s54nU 28ganp moy aJo|dx3

‘elseueyine

1e8a7 :8ulAp

paisisse JO snieis

BPBUBD  o0r'|E 39 INS3(

|e8a7 :8ulAp

pajsisse Jo sniels

epeue) 66’2 19 INS3d
|e8a7 :8ulAp

pajsisse Jo snieis 36MSY

2302ND — epeue) pue LagoH

|e8a7 :8ulAp

'3sudu| Ai1oay3 papunousd uisn paJnionis sasinu gT "Suldwes  Sunsanbau syusned Joy Sulied ul paisisse Jo snieis
saway | Apnis aAnlelljenp -lWas [BNPIAIPU|  |BD132409Y) pue dAIsodind  s@Judliadxa sasinu aJojdxa 0]  suapue|d—wnidjag 6| 39 JaluaQ
s3uipuy Ay sisAjeue pue ASojopoyia|n uo1399]|02 eleQ a|dwes swie Jo s/uolsanb yoieasay Ainuno)  JeaA pueuoyiny

(panunuo)d) v ajqel



Palliative Medicine 39(6)

654

(panuuod)

"alV 32941p Buipinodd

*3ulAp J9A0 |043U0D pue S121)juo)

*aul| |eJow e Suipulq

saway3 qns

'alV 404 s3sanbau jualsisiad 03 Suipuodsay
away |

'suoljualul jo Sujueaw

9yl pue Sujuoseau 109}42-9|qnop 40 asN
‘yreap Suiuaisey jo sduiuesw sjdiynn
sawayl gqns

‘Suiueaw

93 03 Suipuodsau pue Sunaidiaiu]
Buneay pue Jeay o1 uado Sulag saway |
'A243 jo sapeys Auew :9|qeaasa40}

10U S| Y1E3ap UdYM Y1eap pauaiseH
JU3SUO0D JO SuaAlem :Adeded puoAaq Suian
‘Suiuue|d

24eD) ddUBAPY 40 Med se g|yIA Sudnpoiu|
awayl

"QIvIN 3ou djay Joj Aoy

*s9111x9|dw0d mau s3uliq uolle|ndod maN
sawayl gqns

"£-D |1'g Sunedppuy

away

*JUasuU0d |euly pue spouad Suniepn
*39]q181]2 duoaWOS 3yew 03 1em e Sulpul
CICTEIED]

2Je Asy3 suoswos 3ul||93 4O $SaUIS
“ANiqi81s Jo 1je1sa8 Suinjonl

saway3 qns

‘vT-D Jopun spaendajes pue Aujiqi8i3
awayl

‘uolesgaiul

swwesdoud Jo sauaj|eyd pue syyausg
*SS@208 Ul Sal3inbaul pue ad10yd Jualled
's21849uAs

pue suoisua} :aJed annel|jed pue gIyIA
‘sa8ua||eyo uoljesaunway

‘peojpdom pue Ajxajdwod ‘ased asealou|
*ssa@20.4d ay3 Sunsna

*AJj1q1ssa20e J931eauD

*A|1qisiA 01 Adaud9s wou4

uiod e 03 pasijew.oN

saway3 qns

‘sa8uajjeyo

pue suolnisues) 1y T-) ||ig Sunuawajdw|
awayy

‘Alewwins Jnewsay)
pue A3ojousawouayd
S,uaue|p-uep

‘sisAjeue anesedwod
jueisuo) ‘Apnis
9A11d142S9p SA11R4dIB1U|

‘sishjeue

9AI3e edWw 0D JUBISUOD
Apnis anndiiasap
|euipnyi8uo| aAneyenD

*SM3IAJDIUI [BNPIAIPU|

‘SM3IAJIRIUL
paJnoniis
-1was [enpiApu|

‘auoyda|ay ein
SM3IAID1UI PRJN1INIIS
-lwss |enplAlpu]

‘BulAp djay oy

way3 payse pey uostad
1ua12dwod e panaljaq
oym sasunu QT "a|dwes
asuodsau Asequnjop

"AIVIN JO 2dualadxa
|B2IUID YHM SBSINU GE
‘8uidwes |legmous pue
aniIsodind ‘@auaiuanuo)

‘s9ouinoud
Supjeads-ysi|Su3z uiyum
Buimas Aue ssouoe Supjuom
sasunu g ‘Suldwes
|legmous pue aaisodand

¢91p auoawos djay
0} payse 8ulaq Jo adualdxa
9y3 JO aJ4njeu ay3 sl 1eyM

'$3s4Nu Jo

aA1303dsJad sy} wouy epeue)
ul QIVIA 01 paiejaJ sadioead
uinjons ayy auo|dxa o]

£-D11'9 03 ¥T-D |19 woly

QIVIN Jo uawdojanap Sujo8uo
pue uopeuawa|dwi 3y} yum
sJauoldeld 9sinu pue sasinu
10 s2ouUdlIadXa 9y} 9q142sag

|1e89] JoN :8ulAp
pa1sisse Jo sniels
edlRWY

JO sa1e1S payun corZIEMYIS

BPEUED  40'|E 33 NS

|e8a7 :8ulAp
pa1sisse Jo sniels
elquinjod

ysig —epeued  op’|e 39 INsag

s3uipuly Asy|

sisAjeue pue Aojopoyia|n

UuoI333]|0d ejeq

s|dwes

swie Jo s/uolisanb yoieasay

Ainuno)  JeaA pueuoyiny

(panunuo)d) v ajqel



655

Ali et al.

"Julea| suossa]
"a|qera8iogun ay L
sawayl gns

"aouanjjul Suunpua ay|
swayL

‘Suimous| Juajis ay L

'3sonbau ay3 punoue andojelp ay |

awaygns

"UOI1BIIUNWWOD 1JAA0D
away|

'$$3.151Q "S@N|BA JO UOISI||0D
awayigns

WIJuod

away|

"a4e2 aAnel|jed yum Suliauno)
‘auiydiow ayy SuiSeuey

T UHIBYM
'ssa20.4d ay) Suiuaisey "J90Ued |1e3a| 10N :8ulAp
‘d|ay 404 A1) ‘wisiuoloelalul yum syuaized ||1 Ajjeuiwaal wouy pajsisse Jo snieis
sawayigqns aAa4diaiul sisAjeue *A30j02u0 ui s3sijepads BulAp paisisse Joyj sysanbau uo8a4Q |
‘|043Uu0D Jnewsy] ‘Apnis ‘papn|oul 8¢ ‘Sa1103S 9SINN |eaIuld ot SuiA19034 Yy3m ouaIadxd edWY
awayL a13sijeanieu ‘9aidlasaq UaNIIM pPaiwgns ‘Buiidwes aaisoding ,59s4nu A8ojoouo aJo|dxa 0] J0 s33e3S payun [PSENTITA
s3uipuy A9y sisAjeue pue ASojopoyia|n uo1399]|02 eleQ a|dwes swie Jo s/uolisanb yoieasay Aiquno)  JeaA pueuoyiny

(panunuo)d) v ajqel



656

Palliative Medicine 39(6)

Table 5. Themes.

Theme Assisted dying

Other acts that may hasten death

Overarching theme: The emotional
labour of care

The impact of witnessing
suffe ri ng82,84,86—88,93,98—100

Experiencing personal and
professional conflicts

The provision of ‘normal(ised)’ care

p rocess92:93,95,97-100,103,104

Perceptions of palliative care as a
proxy for hastening death

|anguage94,97,1007104

Showing and regulating emotions92-101
Positive emotions92-94,97,98,100,102
Negative emotions?2-9497-100,102

Moral tensi0n93—95,97,102,103

The nurse’s role in decision-making?®49>97,102
Working within boundaries?2:94-96,98-100,102
Controlling the point of death9293,95597,99,100,103
The nurse’s perception of the dying

Family perceptions®497.104
The nurse’s uncertainty?3.24103,104
Navigating with and through

Showing and regulating emotions83:85-20
Positive emotions8286

Negative emotions884:87,86,88-90

The impact of witnessing suffering828486-88

Moral tension86:90

The nurse’s role in decision-making828384:86-91
Working within boundaries8283,85-87,91
Controlling the point of death82-86,89-91

The nurse’s perception of the dying
proce5582—84,86,88—91

Family perceptions83:84.87.88

The nurse’s uncertainty8283,87,88

Navigating with and through
|anguage82,83,84,88,89

understand, navigate and conform to expected behav-
iours, when involved with all acts that may hasten
death, which requires emotional labour. Opinion varies
amongst nurses in the studies about what behaviours
may be appropriate, including showing emotions dur-
ing care delivery. When involved in the withdrawal of
life-sustaining treatment, nurses feel showing emo-
tions publicly can be appropriate® although they also
described needing to hide these from the wider
team.887 When caring for people having an assisted
death, any outward physical emotional response is gen-
erally removed from any public view.?426.97 Within pal-
liative sedation, nurses frequently describe situations
they find challenging linked to witnessing suffering,
though the expression of emotion is not considered.

Across interventions, nurses report involvement in
care impacting both positively8286,92-94,57,98,100,102 gnd neg-
atively82,84,87-90,92-94,97-100,102 on them. Experiences per-
ceived as negative are reported as impacting nurses’
personal lives with examples of them ‘taking it home with
you’.86:88-90,94,98,100 \W/jthin all acts, nurses discuss emo-
tional detachment as a useful strategy to manage emo-
tional labour,86:87.90,95,96,98 glthough some do not routinely
use this in practice.?4100

As professionals nurses’ sympathy extended to their patients,
but a certain emotional distance was maintained. Many
nurses underlined the importance of psychologically
releasing the patient’s request. Not all nurses succeeded in
maintaining this emotional distance. . .. .. Non-palliative
care nurses in particular took their experiences home after
their shift® p 596

Instead, nurses commonly feel required to regulate nega-
tive emotions while providing patient care in order to
manage their own well-being.87,8894-97,100 Across all acts,

emotional labour is reported to diminish as nurses gain
experience with providing care, both through desensitisa-
tion to witnessing dying and through the development of
clinical Skil|S.83_85'89'92’96_98’100'101

The intensity and level of emotional labour required
are consistently considered by nurses as linked to a desire
to help when witnessing suffering. Nurses specifically
report that iatrogenic suffering increases the emotional
labour required to provide compassionate care828486-
88,93,98-100 and was also considered as motivation for
involvement within assisted dying.9398100

That first experience troubled me. Not because of the
experience itself, but because of all the previous events that
could have ended much better if MAID had been available
before. | have images of people | have accompanied in painful
end-of-life situations (P17). We do MAID, it is not painful.
There is pain, but there is much less pain and suffering
compared to someone slowly dying for two or 3 days with
pulmonary complications (P31).%¢ p. 1638

Nurses who decline to be involved in assisted dying due
to moral objection (conscientious objection) also report
aspects of care that generate emotional labour. The
requirement to deliver care for a patient knowing they
wish to have an assisted death or providing care for other
patients when an assisted death is occurring are reported
as burdensome.?31%0 The position as ‘conscientious
objector’ also makes them feel vulnerable, with support
depending upon individual manager’s stance rather than
organisational policy.?3%° The lack of organisational sup-
port leads nurses to feel they must self-regulate emo-
tional responses due to the uncertainty of the reactions
of team members. As such, active involvement in assist-
ing dying cannot be considered as the sole cause of emo-
tional labour in these cases.
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Experiencing personal and professional
conflicts

This theme can be summarised as elements that cause
personal and professional conflict, which affects the levels
of emotional labour required to provide patient care.
Conflict occurs when nurses, to meet professional expec-
tations, are required to work beyond perceived profes-
sional or moral boundaries. The professional obligations
nurses feel towards patients mean they will offer support
irrespective of moral tensions that may occur.8690.93-
95,97,102,103 This was consistently observed across all acts
that may hasten death.

Conflicts experienced by nurses are, most commonly,
linked to interprofessional tension and are a significant
consideration in all studies. Most notable for nurses is the
sense that their input is not valued and their role in clini-
cal decision-making is not recognised within the health-
care system.828486-909457 Nuyrses describe themselves,
within the healthcare team, as closest to patients and
therefore best placed to accurately represent the patient’s
wishes and clinical condition to others.8486-8894,9597,102
There was agreement, within other acts that may hasten
death, that nurses will often find themeslves alone in nav-
igating the consequences of these decisions with patients
and families.83:84,86,87,90,91,94 The quote from the Australian
paper illustrates the consequent challenge for nurses to
(re)present decisions that they may disagree with and
deliver care they feel not to be in the patient’s best inter-
est. Essentially becoming the representative of the plan of
care on behalf of the healthcare systems.

When the doctors sought to withdraw/withhold treatment,
the participants expressed that they were often dissatisfied
with the management of the situation. The most clearly
articulated complaint was that whilst the doctors excluded
nurses from the decision making and formulation of the
management plan, once a decision is made to forego medical
treatment the nurse is left to manage the dying process. “The
mind your business and I’ll make the decision, then they make
their decision or have the family make the decision . . . and then
leave you to deal with it. . . they do it all the time . . . . . .86
p. 218

To reduce emotional labour nurses need to feel supported
by the clinical team and a shared philosophy of care is con-
sidered important.8283:869294,9598-100  \When mentioned,
nurses feel that policy, no matter what that may be, is sup-
portive as it legitimises the nurses’ actions and is perceived
as constructing safe professional boundaries.8>87.91,94,96,99
Within other acts that may hasten death, a policy is more
likely to be replaced by clinical guidelines causing ambigu-
ity, with nurses describing feeling ‘caught’ between guide-
lines and individual physicians’ stance.8°197 Within
assisted dying, tensions are reported as manifesting at an
organisational level where nurses report a lack of input on
structural and policy decisions.

Nurses, however sometimes found themselves trying to
assist in a MAID procedure with no practice guidelines in
their places of work. This created uncertainty in their
practice, particularly when nurses remained the primary
caregivers of patients contemplating or undergoing MAiD*°
p. 14

However, this was only observed when considering legis-
lative changes through MAiID100.102 and may be represent-
ative of the seniority of the nurses involved in this study.
Overall, the requirement to deliver care that juxtaposes
their professional or personal viewpoint can leave nurses
feeling disempowered, which adds to their emotional
labour.

The provision of ‘normal(ised)’ care

This theme reflects the perception that withdrawal of life-
sustaining treatment and sedation are considered part of
‘normal’ healthcare, whereas assisted dying is perceived
as something ‘other’. The term ‘normal(ised)’ is used to
represent nurses’ perceptions that other acts that may
hasten death, whilst not part of a ‘natural’ dying process,
are accepted as part of ‘normal’ dying®68-90  Assisted
dying is considered as a significant event, and a non-
standard, unnatural death,?293.9597,98,100 with nurses using
terms such as ‘murder’ and ‘killing’” irrespective of their
moral position.

A reflective process was described by Donna: It was
something really big for me when | saw the death certificate,
it was this overwhelming feeling like, oh my gosh, | killed
him. Because | think | truly believed that knowing his
situation, and his. . . sort of isolation, that had | not been
open to the conversation, had | not helped him access the
information, that he probably would have never been able
to access the MAID services. . . . . . . 93 p.516

Being the cause of death was not a significant narrative
within other acts that may hasten death. McMillen8? is the
only example where nurses consider whether their actions
were the cause of the patient’s death.

When asked if they played any part in the actual decision one
participant replied: “No, and | don’t think I'd ever want to
either because at the end of the day it’s somebody’s father,
brother, mother whatever. No amount of money in the world
could ever get me to make that decision | don’t think and |
don’t know how they (the consultants) sleep at night
sometimes.” (Nurse 3)8° p. 254

Within this theme, there is a shared narrative about the
point of death being controlled. Within other acts that
may hasten death, this relates to healthcare-led inter-
ventions that nurses report undertaking to deliver com-
passionate care. Examples include delaying withdrawing
life-sustaining treatment to wait for family members to
be present and administration of sedation in response
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to perceptions of suffering.82-86:89,103 Thijs control
extends to nurses attempting to de-medicalise the
experience of dying to optimise the experience for
patients and those important to them. This links to the
concept of an aesthetic death®® with examples including
controlling the bedside environment, ensuring relatives
have time with the person and titrating medication
based upon the needs of those witnessing the dying
process.8>86.90.91 Wijthin assisted dying this manifested
as nurses advocating for their patient’s choice and pri-
oritising the patient within their caseload.?399.19 For an
assisted death, the point of death is invariably driven
and controlled by the patient.?2100,103 Thjs ‘othering’ of
death within assisted dying is, perhaps, linked to control
of the timing of death being situated outside of health-
care. A shift that is disruptive to the established or
expected relationship between patients and healthcare
professionals.

Perceptions of palliative care as a proxy for hastening
death. Within this theme, the perception that palliative
care provision can be seen as a proxy for hastening
death is presented. In some cases, nurses perceive
other acts that may hasten death as both physically and
emotionally commensurate with an assisted death, and
express this through implicit and explicit communica-
tion.83,84,88,89,94,97,100,103,104 For example, Denier et al.%’
describe how some nurses consider sedation and assisted
dying on a spectrum of interventions. Although not directly
expressed, this is suggested through nurses' concern about
their own practices, such as ensuring sedation is used judi-
ciously and anxiety if death is prolonged.82103104 Nurses
use phrases such as ‘active dying’ and ‘very, very terminal
agitation’ as a justification to use sedation for intractable
symptoms?3 or offering sedation as an alternative choice
when assisted dying is requested.®*

Nurses also feel required to navigate the consideration
that the public may view palliative care as offering a
means to hasten death.87.8897.104 |n cases of sedation,
nurses report family members consider that hospices and
palliative care teams become involved with the direct
intention to shorten life.8384 Nurses report shock when
faced with requests to hasten death?831% and feel respon-
sible for addressing what they see as an ill-informed view.
They describe wanting to be clear that palliative care
interventions will not hasten death.% However, the uncer-
tainty some nurses express about the nature of these
interventions, means this response can be incongruent
with their personal view.

All of the nurses expressed uncertainty that palliative
sedation could or would lead to the death of the patient and
they repeatably reflected on this possibility. They all reported
experiencing anxiety at some time about such an outcome,

but all maintained the position of wanting what was deemed
“best for the patient” at that time.?3 p. 152

These responses, therefore, may be a performative action
that nurses feel required to undertake as part of the ‘nurs-
ing role’.

Nurses identify difficulty in establishing an ‘acceptable’
moral line that connects their external position with their
internal stance,87.88.93,94.103 which requires significant emo-
tional labour. Nurses suggest a hesitancy to openly state
the opinion that death may be hastened through the
actions of healthcare professionals.

There seems to be a discrepancy between the criterion on
life expectancy in the guideline and nurses' views, where
nurses appear to prefer a more limited life expectancy than
the guideline. This may be related to nurses' concerns that
sedation might hasten death®* p. 160

As such, nurses may use innuendo and metaphor to help
them navigate this ‘acceptable line’ with others, speaking
to a shared implicit understanding around these interven-
tions.82:94,103,104 |n some cases, in countries where assisted
dying was illegal, nurses used innuendo to give covert
advice relating to medication use where a desire to die
had been expressed.104

While the term “overdose” was never used, it still was
something that was understood as an “option” that the
patient would have if they felt it was necessary%4 p. 45

Open discussions about the intention to hasten death are
only reported in the assisted dying literature and legalisa-
tion of assisted dying is reported as facilitating more open
discussions about care and reducing feelings of power-
lessness for nurses.?497.101,102 Qyerall, this theme reflects
the complexity that nurses report navigating care that
may hasten death and how nurses feel compelled, despite
uncertainty, to present a narrative that interventions
undertaken as part of routine palliative care do not hasten
death.

Discussion
Main findings

Synthesis across acts of care that may, or intends to, has-
ten death has highlighted new parallels in experience for
nurses. The emotional labour required to provide care is
intensified by tensions created by nurses’ uncertainty as
to whether the care they deliver may hasten death.
Perhaps most significant is the recognition that support-
ing intentionally hastened death does not create distinc-
tive challenges for nurses when compared to acts often
provided within established palliative care. Actually, the
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synthesis appears to suggest the reverse. The normalisa-
tion of dying with medical intervention normalises the
high levels of emotional labour needed to provide care.
This challenges a narrative that, for nurses, involvement in
assisted dying may feel distinct from involvement in estab-
lished palliative care practices.

What this study adds?

The findings within this synthesis build upon earlier
reviews, which consider these interventions individually.
These reviews describe the emotional impact on nurses,
including tensions trying to navigate family and doctor
interactions”? and the need to regulate emotions to
deliver care.?® This review adds to the wide and often con-
tradictory findings reported when healthcare profession-
als are overtly asked about attitudes towards, and
experiences within, assisted dying.109-112

To address the review question, the data is understood
through the lens of ethics of care. Care at the end of life is
embedded with ethical and moral entanglements, and
within the review, nurses consistently report ethical ten-
sions linked to existent systemic powers. Ethics of care
allows consideration of moral agency as embedded within
interpersonal relationships. As such, decision-making is
relationally oriented, directed towards care provision for
others and understood through the interdependencies of
relational responsibility bound within institutions.113-115
Nurses’ experience, in this context, is created through
engagement with the life of the patient, the embodied
physical and emotional spaces that nurses are placed
within and who nurses spend time with during care deliv-
ery.71116-118 \Njthin the assisted dying literature, the pre-
dominately important relationship for nurses was
between them and the patient and optimising the experi-
ence for the person dying.?”191 Whereas for other acts
that may hasten death, nurses consider those with the
patient as most important and place focus on optimising
their experience of dying.8586%0 This difference is perhaps
influenced by the ability of the patient to engage with
care decisions. Within other acts that may hasten death,
patients are more likely to be semi-comatosed or in a
medically induced coma and therefore conversations will
be focussed upon those at the bedside. The intention for
the nurses is to support families in creating a positive last-
ing impression of dying for those with the patient!19.120
and linking to the provision of an ‘aesthetic’ death.
However, this seemingly engenders the performative lan-
guage and actions identified in the review, where the
intention to communicate complex ethical decision-mak-
ing is undertaken in ways to avoid misinterpretation.

The ‘spaciotemporal and bodily proximity’ of nurses
with patients can make them uniquely placed to under-
stand the patient’s needs, which nurses also reported
within the review,’%117 yet ‘institutional space’ is needed

to support their involvement in decision-making.113
‘Institutional space’, in this context, refers to a philosophi-
cal space that supports nurses to utilise their skills and
recognises the unique roles different healthcare profes-
sionals have in providing holistic care. Within assisted
dying, nurses appear to be given ‘institutional space’, see-
ing themselves as taking a more proactive role in leading
care, 117121 and as such feelings of disempowerment were
not commonly reported. ‘Institutional space’ here pro-
vides a culture of support to actively advocate for patients,
allowing nurses to influence the structures they worked
within, reflective of their clinical experience.122123 More
commonly, nurses involved in acts that potentially hasten
death reference a lack of agency in care and a culture of
‘getting on with it’8 adding to the emotional labour
required. It is also important to recognise that the formal
practical and emotional support for nurses reported as
embedded within assisted dying services, are not reflected
across other interventions that may hasten death. This is
despite positive associations between self-compassion
and the provision of compassionate care.14

Nurses ‘proximity’ can also increase the emotional
labour involved providing in care.?> Witnessing suffering
is perceived as an expected aspect of the nurse’s role,
required to be managed silently.126 This links to a hegem-
onic and gendered expectation that nurses engage more
in emotional labour in comparison to other healthcare
professionals.’?” The parallels within emotional labour
noted in the review occur as nurses routinely place more
value on the well-being of others than their own. Whilst
the expectation to regulate emotions can also explain a
commonality of moral and emotional dissonance identi-
fied within the review, which appears distinct to nursing
literature. Doctors, for example, have been shown to
often lack the social ‘permission’ to show emotion with
colleagues when caring for critically unwell patients
through the professional expectation of their rolel28 and
describe experience centred through their own emotions
rather than linked to patient experiences.1?® As such, it is
suggested that this form of emotional expression and sub-
sequent emotional labour sits within a nursing space and
feminised expectations of the nursing role.

The concept of normal(ised) care identified within this
synthesis has significance for future developments in pol-
icy. Nurses do not currently see assisted dying as part of
normal healthcare.30 It is significant to recognise that
nurses consider controlling the dying process, through the
care they deliver, as part of routine end-of-life care.
However, when patients seek to control the point of their
own death, nurses have difficulty seeing this as part of
standard care. Using the term normal(ised) acknowledges
that care at the end of life is often medicalised care influ-
enced by factors within healthcare control. As such, no
death considered in this review is considered natural or
normal dying; it must only be considered normal within
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institutional healthcare.’3! Nurses describe ownership to
manipulate the care environment, undertaken in an
attempt to (re)create a ‘natural’ or ‘normal’ death,32
which is valued and seen as part of compassionate nurs-
ing care.118133,134 However, considering nurses’ feelings of
disempowerment in decision-making,13> influencing the
environment offers nurses a means of control and the
knowledge of providing this aesthetic death is seen as an
opportunity to reduce the emotional labour required to
provide care.

When acts that may be considered as death hastening
are subsumed into general nursing processes, the emo-
tional labour to provide this care is not well recognised.
Yet, this is incongruous with the subsequent emotional
impact nurses report and is a significant tension this
review highlights. As palliative care navigates through
local, national and international paradigmatic shifts, due
to increasing jurisdictions with assisted dying legislature,
understanding the impact of delivering this care is vital.
This review adds a nurse’s perspective to this discussion
and emphasises the significant parallels in the experi-
ences of nurses across care that may hasten death that
may have previously been viewed as distinct.

Strengths and limitations of the study

This review is the first synthesis considering the experi-
ences of nurses across acts that intentionally and
potentially hasten death. As such, this review serves to
amplify nurses’ voices and, in some ways, attempts to
address the subjugation of the value nurses bring to
patient outcomes and experience, an aspect identified
within the studies. The review takes a structured reflex-
ive approach; therefore, offers one interpretation of
the data. However, the use of a second reviewer
throughout the iterative review process and the active
engagement of the supervisory team adds rigour to the
review findings.

The review highlights the paucity of evidence relating
to nurse experience, which may also limit its transferabil-
ity. There is a lack of research relating to the withdrawal of
life-sustaining treatment outside of the intensive care unit
and sedation outside of the hospice setting. Despite the
inclusion of voluntary stopping eating and drinking, there
was no evidence considering nurse’s experience in this
area. A focus on these acts outside of ‘traditional’ settings
would aid the development of a richer evidence base
reflective of the places and people that deliver this care.
This review must also be seen within the social context.
The review can only present a Western-centric view of
this topic, considering the geographical spread of the
research, the diversity of participants and the role of
nurses in these locations. This is a significant area for
future development.

Conclusion

Synthesising experience across acts that intentionally or
potentially hasten death draws parallels between experi-
ences previously viewed as distinct. Nurses are grappling
with the complexities of understanding their roles and
position with the wider team when providing care that
may intentionally or potentially hasten death. Uncertainty
relating to whether interventions may hasten death and a
lack of agency within care delivery increases the emo-
tional labour involved in providing care. The impact of iat-
rogenic suffering and the recognition that physical and
emotional time is not dedicated to supporting nurses
within normal(ised) care has significance for nurse wellbe-
ing. From a nurse’s perspective, there may be more in
common in the experience of providing care in these con-
texts than previously recognised.
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