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ABSTRACT

This study reports on German physicians’ views

on legalization of euthanasia and physician-

assisted suicide, comparing this with a similar

survey of UK doctors. A questionnaire was

handed out to attendants of a palliative care

and a pain symposium. Complete answers were

obtained from 137 physicians. Similar to the UK

study, about 30% of the physicians surveyed

support euthanasia in case of terminal illness

and more support physician-assisted suicide. In

contrast, in both countries, a great majority of

physicians oppose medical involvement in

hastening death in non-terminal illnesses. The

public and parliamentary discussion should face

this opposition to assisted suicide by pain and

palliative specialists.
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INTRODUCTION

There is a tremendous discussion on euthanasia

and physician-assisted suicide (PAS) worldwide

(e.g., [1]; for definitions see Table 1 [2]). The

debate centers on questions of dignity, self-

determination, or pain [3]. Some European

countries, like the Netherlands, Belgium,

Luxemburg, and Switzerland, have a liberal

legislation. Unlike these countries, Germany

has not yet passed any legislation regarding

details of end-of-life (EOL) practices. It remains

unclear to which group of patients the EOL

practices under discussion should be accessible.

Is a restriction to terminally ill patients sensible

or would any limitation be in conflict with the

patients’ autonomy? Physicians caring for

patients at the end of their life or with an

Electronic supplementary material The online
version of this article (doi:10.1007/s40122-014-0029-z)
contains supplementary material, which is available to
authorized users.

J. Zenz (&)
Ruhr-University Bochum, Kemnaderstr. 342,
44797 Bochum, Germany
e-mail: juliazenz@mail.de

M. Tryba
Clinic for Anaesthesiology, Intensive Care and Pain
Medicine, Moenchebergstraße 41-43,
34125 Kassel, Germany

M. Zenz
Ruhr-University Bochum, Henkenbergstr. 63,
44797 Bochum, Germany
e-mail: zenz@anaesthesia.de

Pain Ther (2014) 3:103–112

DOI 10.1007/s40122-014-0029-z

http://dx.doi.org/10.1007/s40122-014-0029-z


incurable illness are a central group that may be

faced with these questions. In the light of the

actual discussion and the commencement of

the legislative process, a survey among German

physicians engaged in the field of palliative care

and pain medicine was performed. The

recruitment of the respondents took place at a

pain symposium and a palliative care congress.

The survey aimed to discover the attitudes of

those physicians targeted as doctors in EOL care

toward PAS and euthanasia. Using practical

scenarios rather than questions about

‘euthanasia’ or ‘PAS’, the survey aimed at

finding out more about the details that are

crucial for EOL decision making.

METHODS

An anonymous questionnaire was handed out

to the participants of a palliative care congress

and a pain symposium in 2012 (Table 2).

Attendants were physicians and nurses;

however, the presentation here is limited to

the physicians. Regarding personal data, the

questionnaire asked about gender, age,

occupation, religiousness, and whether the

person had attended the death of a patient

before. The questionnaire consisted of eight

questions, of which the first four are presented

here. According to a questionnaire by Seale [4],

we asked about the support of the legalization

of euthanasia or PAS. Question one and two

were related to patients with a terminal illness,

questions three and four were related to

patients with a non-terminal illness. In

addition, the illness was described as ‘‘painful’’

to allude to the physical suffering of the patient

in question. The terms ‘euthanasia’ or ‘PAS’

were not used explicitly (see Table 2).

Possible answers were: ‘‘definitely should be

allowed’’, ‘‘probably should be allowed’’, ‘‘I don’t

know’’, ‘‘probably should not be allowed’’, and

‘‘definitely should not be allowed’’. Statistical

analysis was performed using SPSS Version 22.0

(IBM Corporation, Armonk, NY, USA). The

significance level was set to P B 0.05. Chi-

square and exact Fisher tests were used to

analyze bivariate relationships. For the

dichotomous feature of a lethal or non-

terminal illness, the non-parametric McNemar

test was used.

Table 2 Questionnaire: Medical opinion about assisted
dying (adapted from Seale 2009 [4], translated from
German)

1. A patient has an incurable, painful illness, from which

he will die, for example, cancer. Should a physician be

allowed by law to end his life, if the patient asks for

that?

2. If this patient asks for it, should a physician be allowed

to give them lethal medication so that the patient can

take his own life?

3. A patient has an incurable, painful illness, from which

he will not die. Should a physician be allowed by law

to end his life, if the patient asks for that?

4. If this patient asks for it, should a physician be allowed

to give them lethal medication so that the patient can

take his own life?

Table 1 Definitions of euthanasia and physician-assisted
suicide (adapted from Materstvedt et al. [2])

Euthanasia A doctor intentionally killing a person

by the administration of drugs, at

that person’s voluntary and

competent request

Physician-assisted

suicide

A doctor intentionally helping a

person to commit suicide by

providing drugs for self-

administration, at that person’s

voluntary and competent request
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Compliance with Ethics Guidelines

The study was approved by the ethics

committee of the Ruhr University Bochum

(Reg. No. 4502-12).

RESULTS

The results of this study are part of a study

among nurses and physicians submitted in part

elsewhere (Zenz J, Tryba M, Zenz M. Euthanasia

and physician-assisted suicide: Attitudes of

physicians and nurses. Submitted). A total of

317 eligible questionnaires were returned from

nurses (n = 180) and physicians (n = 137). The

response rate of physicians was 49%. This article

focuses on the responses given by physicians

(Table 3).

General Support

The general acceptance (i.e., ‘‘definitely should

be allowed’’ and ‘‘probably should be allowed’’)

for life-ending treatment in the case of a

terminal illness was high: 32.1% supported the

legalization of euthanasia and 47.4% supported

the legalization of PAS. The general support

decreased in the case of a non-terminal illness:

15.3% for euthanasia and 13.9% for PAS

(P B 0.001; Table 4).

Definite Support

The definite support (i.e., ‘‘definitely should be

allowed’’) was significantly lower than the

general support. In the case of a terminal

illness, 6.6% supported euthanasia and 13.1%

supported PAS. Support was even lower in case

of a non-terminal illness: 2.2% for euthanasia

and 1.5% for PAS (Table 4).

Table 3 Demographics of the respondents

Demographic n (%)

Age (years)

B35 7 (5.1)

36–45 16 (11.7)

46–55 70 (51.1)

56–65 35 (25.5)

[65 7 (5.1)

Not specified 2 (1.5)

Gender

Female 38 (27.7)

Male 41 (29.9)

Not specified 58 (42.3)

Religion

Not religious 17 (12.4)

Neither religious nor non-religious 18 (13.1)

Somewhat religious 70 (51.1)

Very religious 23 (16.8)

None of the above 8 (5.8)

Not specified 1 (0.7)

Respondent attended the death of a patient before

Yes 125 (91.2)

No 10 (7.3)

Not specified 2 (1.5)

Special qualification in palliative care

Yes 83 (60.6)

No 54 (39.4)

Special qualification in pain medicine

Yes 40 (29.2)

No 97 (70.8)

Special qualification in both palliative

care and pain medicine

25 (18.2)

No special qualification in palliative

care or pain medicine

39 (28.5)
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Differences Among Physicians

with a Special Qualification in the Field

of Palliative Care or Pain Medicine

Physicians with a special qualification in

palliative care were more reluctant toward

euthanasia and PAS in the case of a terminal

illness than physicians without this

qualification (Table 5). The definite support for

euthanasia in case of a terminal illness was 3.6%

in those physicians with a special qualification

in palliative care as opposed to 12.8% among

those without a special qualification. For PAS,

this was 9.6% and 20.5%, respectively. With

regard to the general support in the case of a

terminal illness, the differences between

physicians with a special qualification in

palliative care and those without this

qualification were significant (P B 0.05).

Physicians with a special qualification in

pain medicine were also more reluctant

toward euthanasia and PAS in the case of a

terminal illness than those without a

qualification (2.5% vs. 12.8% definite support

for euthanasia, respectively; 10.0% vs. 20.5%

Table 4 Attitudes on assisted dying: Responses to
questions one to four by the physicians

Question/answer Responses of the
physicians asked, n (%)

1. A patient has an incurable, painful illness, from which

he will die, for example, cancer. Should a physician be

allowed by law to end his life, if the patient asks for that?

Definitely not 84 (61.3)

Probably not 9 (6.6)

I don’t know 0 (0.0)

Probably 35 (25.5)

Definitely 9 (6.6)

Not specified 0 (0.0)

2. If this patient asks for it, should a physician be allowed

to give them lethal medication so that the patient can

take his own life?

Definitely not 64 (46.7)

Probably not 6 (4.4)

I don’t know 1 (0.7)

Probably 47 (34.3)

Definitely 18 (13.1)

Not specified 1 (0.7)

3. A patient has an incurable, painful illness, from which

he will not die. Should a physician be allowed by law to

end his life, if the patient asks for that?

Definitely not 105 (76.6)

Probably not 9 (6.6)

I don’t know 2 (1.5)

Probably 18 (13.1)

Definitely 3 (2.2)

Not specified 0 (0.0)

4. If this patient asks for it, should a physician be allowed

to give them lethal medication so that the patient can

take his own life?

Table 4 continued

Question/answer Responses of the
physicians asked, n (%)

Definitely not 108 (78.8)

Probably not 7 (5.1)

I don’t know 3 (2.2)

Probably 17 (12.4)

Definitely 2 (1.5)

Not specified 0 (0.0)
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Table 5 Responses of physicians with or without special qualification in palliative care and pain medicine

Question/answer Special qualification
in palliative care, n (%)

Special qualification
in pain medicine, n (%)

No special qualification, n (%)

1. A patient has an incurable, painful illness, from which he will die, for example cancer.

Should a physician be allowed by law to end his life, if the patient asks for that?

Definitely not 58 (69.9) 25 (62.5) 17 (43.6)

Probably not 5 (6.0) 2 (5.0) 4 (10.3)

I don’t know 0 (0.0) 0 (0.0) 0 (0.0)

Probably 17 (20.5) 12 (30.0) 13 (33.3)

Definitely 3 (3.6) 1 (2.5) 5 (12.8)

Not specified 0 (0.0) 0 (0.0) 0 (0.0)

2. If this patient asks for it, should a physician be allowed to give them lethal medication

so that the patient can take his own life?

Definitely not 46 (55.4) 17 (42.5) 14 (35.9)

Probably not 3 (3.6) 2 (5.0) 3 (7.7)

I don’t know 0 (0.0) 1 (2.5) 0 (0.0)

Probably 26 (31.3) 15 (37.5) 14 (35.9)

Definitely 8 (9.6) 4 (10.0) 8 (20.5)

Not specified 0 (0.0) 1 (2.5) 0 (0.0)

3. A patient has an incurable, painful illness, from which he will not die.

Should a physician be allowed by law to end his life, if the patient asks for that?

Definitely not 66 (79.5) 30 (75.0) 29 (74.4)

Probably not 6 (7.2) 4 (10.0) 2 (5.1)

I don’t know 1 (1.2) 1 (2.5) 0 (0.0)

Probably 9 (10.8) 5 (12.5) 6 (15.4)

Definitely 1 (1.2) 0 (0.0) 2 (5.1)

Not specified 0 (0.0) 0 (0.0) 0 (0.0)

4. If this patient asks for it, should a physician be allowed to give them lethal

medication so that the patient can take his own life?

Definitely not 65 (78.3) 32 (80.0) 33 (84.6)

Probably not 5 (6.0) 1 (2.5) 1 (2.6)

I don’t know 1 (1.2) 3 (7.5) 0 (0.0)

Probably 12 (14.5) 4 (10.0) 3 (7.7)

Definitely 0 (0.0) 0 (0.0) 2 (5.1)

Not specified 0 (0.0) 0 (0.0) 0 (0.0)
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definite support for PAS, respectively). The same

holds true regarding patients with a non-

terminal illness.

DISCUSSION

Our study demonstrates that the general

support for euthanasia and PAS is rather high

in Germany, even among physicians engaged in

palliative care and pain medicine. This is in line

with figures from the UK where similar

questions were asked to general practitioners

[4]. There were virtually no differences between

the UK data from 2009 and the German data

5 years later. The definite acceptance of

euthanasia in terminal illness was 6.6% in our

study and 8.6% in the UK, and in non-terminal

illness acceptance was 2.2% and 3.5%,

respectively [4]. Compared to the on-going

legislative discussion on PAS, both surveys

were obtained at the same stage. In England

and Wales, the legislation was clarified in the

Debbie-Purdy case in 2009. In 2010, the End of

Life Assistance Bill was rejected by Scottish

Parliament. In Germany, the legislative process

started this year (2014) and induced a broad

general discussion. Nevertheless, the group of

respondents of the two studies differs in that

the UK study included general practitioners,

while our study focused on the participants of

conferences on pain or palliative care.

Compared to a study performed among

palliative care specialists in Germany ten years

ago [5], the support has increased. Previously,

only 10% of the physicians asked supported the

legalization of euthanasia [5].

It is noteworthy that the definite support was

also quite low within our study. The

considerable differences in general and definite

support show the importance of the phrasing of

questionnaires, which can affect the results [6].

We selected concrete questions as opposed to

explicitly asking about ‘euthanasia’—from the

Greek for ‘good death’, and in German

‘Sterbehilfe’, that is, ‘help to die’. These

phrases are often misunderstood and may give

false-positive figures [2]. This has to be kept in

mind when evaluating polling results during

the legislation process. On the other hand, the

perception of the word ‘euthanasia’ can be

influenced by history and tradition [7]. This

may affect answers, especially in Germany [8].

About 70% of the German population support

euthanasia, but 57% do not know the

legislation on euthanasia [9].

Not surprisingly, a lower support rate for

euthanasia and PAS can be detected among

palliative care specialists [4, 10–13]. However,

some studies concerning Belgian physicians

found no influence of training in palliative

care on attitudes toward euthanasia and PAS

[14, 15]. In Belgium, a ‘‘synergistic relationship

between palliative care and euthanasia’’ is seen

by some colleagues [16]. Euthanasia is thus seen

as a possible option within a palliative care

setting complementing, for example, symptom

control and psychological support. This holds

true in Germany only for a minority of the

members of the German Society for Palliative

Care [17]. General practitioners both in

Germany and the UK feel unprepared for the

care of patients at the end of their life [18]. A

study among newly qualified physicians

showed alack of exposure to patients with a

terminal illness during education at medical

school [19]. Doctors with more contact to EOL

patients (e.g., oncologists, geriatrists) focus

more on symptom control rather than

accepting discussions on ending their patient’s

life [13].

The question of the target group of patients

could be partially answered by our study. The

acceptance of life-ending treatments is

significantly lower in the case of a patient
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with a non-terminal illness. This shows that the

respondents classify euthanasia and PAS as

treatments for patients with a terminal illness.

This is in line with the legislation of Oregon

[20]. One of the safeguards in Oregon, for

example, is that the physician is convinced

that the patient only has a life expectancy of

6 months or less. This is in contrast to the

Netherlands, where one of the criteria is

unbearable suffering with no prospect of

improvement without life expectancy limits

[21]. However, the law does not define what

‘‘unbearable’’ suffering is. This leaves room for

interpretation. In a seminal decision in 1984

(Schoonheim case), the Dutch Supreme Court

declared that ‘‘unbearable suffering’’ includes a

‘‘loss of dignity’’ [22]. Since the concept of

dignity is a personal one, it remains unclear

what unbearable suffering entails. Another

important decision by the Supreme Court

(Brongersma case, 2002) stated that

psychological suffering is also included in the

scope of unbearable suffering [22]. ‘‘Dignity’’

was a main reason for euthanasia requests in

more than half of the patients [23]. Over the last

decades, pain has decreased as main reason for

euthanasia requests, whereas deterioration has

increased and represents the main reason for

requests for euthanasia and PAS in Dutch

general practice [24]. Depression is highly

associated with the wish to die and the request

for euthanasia [25]. In Oregon, in 2013, the top

three reasons for people making use of the

Death with Dignity Act were: loosing autonomy

(93%), being less able to engage in activities

making life enjoyable (88.7%), and loosing

dignity (73.2%) [26]. This is in line with data

from the Netherlands, where pain no longer is

the main reason for euthanasia requests [24].

However, it is noteworthy that more than 50%

of all EOL decisions are made without

discussion with patient or family [27].

Dignity, as one of the key aspects of the

discussion about EOL decision making, is a

vague criterion. Advance directives can be a way

to ensure that the patients’ wishes are respected

in situations when the patient himself cannot

communicate. However, in a study among

general practitioners from Northern Ireland,

only 50% of the respondents found these

directives to be of use in clarifying the

situation regarding euthanasia [28]. The

questionnaire mentioned did not ask about

reasons why the physicians did not find the

advance directives useful. Therefore, it remains

unclear whether the reluctance refers to

advance directives in general or whether this

hints to possible difficulties in understanding

and implementing the patients’ will because of

vague or outdated advance directives. Another

important aspect is a possible change in the

patient’s attitudes in the course of illness

[28, 29]. Dignity is not a fixed concept but can

develop and change over time. The increase of

autonomy of the patient with all its

consequences regarding EOL care may also

increase the medical power of the health care

professionals [29]. This is underlined by studies

demonstrating that life-ending drugs are also

administered to patients without their explicit

request [27, 30]. Euthanasia and PAS should not

be a consequence of poor EOL care [31]. For

patients in pain and other physical symptoms

improved palliative care provision could reduce

euthanasia requests [32].

Limitations

The number of physicians in our survey is

quite limited. However, in the view of the

present discussion in Germany, we found

attendants of palliative or pain symposia to

be a relevant reference group and a survey an

urgent need.
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To avoid bias the questionnaire was

anonymous, asking only about gender, age,

occupation, and religiousness. This should

ensure honest answers [33]. However, EOL

decision making is a controversial topic and

because of the crucial role of the physicians

there might still be a certain bias to give socially

desirable answers.

The questionnaire used was a German

translation of an established questionnaire by

Seale [4]. Accordingly, our case vignettes

referred to a painful terminal or non-terminal

illness to focus on a physical symptom as

opposed to a vague and ambiguous concept

like loss of dignity [34]. Other questionnaires

have also used pain as a leading criterion for a

wish to die [35]. Another aspect is that no

definition or common aspect of dignity in EOL

care exists [34]. Nevertheless, loss of control has

proven to be essential within the decision-

making process of the patient [26].

Another limitation of the study is that the

questions do not allow us to draw any

conclusions as to whether the respondents are

also willing to act according to their answers.

The results obtained do not reflect the general

opinion of all doctors but provide an insight on

the point of view of physicians engaged in

palliative care and pain relief.

CONCLUSION

Our study demonstrates—similar to the data of

Seale [4]—that physicians are prepared to accept

a wish to die in patients with a terminal illness

but are reluctant in accepting to provide

assistance in the case of a non-terminal illness.

As well, physicians engaged in palliative care

and pain therapy may have an acceptance of

life-ending treatment in case of terminal illness.

This points to the fact that severe deficits still

exist for patients at the EOL. Hospice and

palliative care must be integrative parts of any

discussion on euthanasia and assisted suicide,

but possibly do not pose an alternative in all

cases. However, the patient’s right to die may

also include a right to refuse certain

‘‘treatments’’ from the doctor and to discuss

alternatives.
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