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“Itis difficult to be absolutely sure one
way or the other.” - a mixed method study
on Finnish physicians’ views on euthanasia
and physician-assisted suicide
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Abstract

Background Euthanasia and physician-assisted suicide (PAS) are complex and ethically challenging topics. Physicians’
attitudes toward euthanasia and PAS have been studied, but little is known about their ethical considerations
regarding these topics. This study aimed to assess Finnish physicians'views on assisted dying (AD), including
euthanasia and PAS. Our special emphasis was to describe physicians'views on the legalization of AD, their views on
AD as a phenomenon, and how AD reflects on physicians'roles.

Methods A survey including statements and open questions concerning euthanasia and PAS was sent to all Finnish
physicians in 2020. The data was analysed using quantitative measures and a qualitative approach.

Results Altogether, 6889 physicians answered the survey, yielding a response rate of 26%. Of the responders, 9%
fully agreed that accepting euthanasia would benefit the physician-patient relationship, while 19% fully agreed

that it would harm this relationship. From 2565 responders, 3033 answers were received to the open questions.

The qualitative analysis yielded two unifying categories, firstly ‘Physicians’views on assisted dying (AD) in the

current societal situation and on its legalization’included three main categories namely:’AD and end-of-life issues

in the current societal situation’ (f=230), Physicians perspectives on legalisation of AD’ (f=605) and ‘The possible
consequences of legalizing AD' (f=543). Secondly, the unifying category ‘Physicians views on AD as part of their work
and as a phenomenon’included two main categories,’AD and the physicians’ professional role (f=650) andAD as a
multifaceted phenomenon’ (f=296).

Conclusion Assisted dying is seen as a complex issue, and it was difficult to form an opinion on it. Physicians and the
care team are faced with ethical dilemmas about topics related to AD, even though it is not legalized in Finland. Open
and pluralistic discussion on AD, including ethical aspects, implications for society and end-of-life care practices is of
utmost importance.
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Introduction

Discussions concerning different aspects of assisted
dying (AD), including euthanasia and physician-assisted
suicide (PAS), are ongoing around the world. Cultural,
political, clinical, legal, and ethical considerations need to
be taken into account when having these discussions.

While practices of euthanasia and PAS are adopted in
quite many Western countries, they are still a marginal
phenomenon globally [1-3]. The World Medical Asso-
ciation (WMA) considers euthanasia to be unethical [4].
Although general support for euthanasia and assisted sui-
cide has been rising [5]. The Finnish Medical Association
is in line with the WMA and objects to the legalization of
euthanasia [6]. The International Association for Hospice
and Palliative Care (IAHPC) and the European Associa-
tion for Palliative Care (EAPC) have stated, in 2017 and
2016, respectively, that euthanasia and PAS should not
be included as part of the clinical practice of palliative
care [7, 8]. However, the British Medical Association
recently adopted a neutral position on physician-assisted
dying, and the Royal Dutch Medical Association is in line
with local legislation, according to which physicians are
allowed to perform euthanasia and PAS [9, 10].

Considering ethical issues in healthcare and end-of-life
care, the four main principles are: non-maleficence (do
no harm), beneficence (do good), autonomy (the right
of self-determination) and justice (e.g. appropriate use
and allocation of healthcare resources) [11, 12]. Others
include, for example, truth-telling, confidentiality and
the professional-patient relationship. Respecting life can
be considered one of the fundamental principles of medi-
cine [11, 12]. This has been one of the arguments object-
ing legalization of euthanasia and PAS. In the Charter of
Fundamental Rights of the European Union, human dig-
nity is called out in the first article, and in Finland, the
National Advisory Board on Social Welfare and Health
Care Ethics (ETENE) raised the term human dignity as
an important ethical principle, especially in end-of-life
situations [13, 14]. Human dignity has been used as an
argument both for and against euthanasia and assisted
suicide.

Physicians’ support for euthanasia and PAS has been
shown to be lower than among the public [5]. Overall, in
countries where AD is allowed, the support among physi-
cians is high, whereas in countries where it is not allowed,
the support remains lower [5]. However, the variation of
opinions among physicians is large [5]. In Finland, there
is a clear division of the opinions on AD [15]. This divi-
sion of opinions highlights that ethical dilemmas around
euthanasia and PAS are complex and contentious.

In countries where AD is performed, physicians have
had mixed feelings after taking part in AD, ranging from
moral distress to feelings of success in alleviating suffer-
ing [16-21]. Medical assistance in dying (AD in Canada)
has also enriched the capacity for caring and altered the
relationship with patients and families, according to a
Canadian study [22].

Euthanasia is not legalized or decriminalized in Fin-
land, and although euthanasia is not specifically men-
tioned in law, it is considered as a criminal act. Assistance
in suicide is not specifically mentioned in Finnish law.
However, the potential consequences for a physician per-
forming PAS or euthanasia are not known since these
actions have never been tested in a court of law. Neither
euthanasia nor PAS has been reported to be practiced in
Finland.

An initiative calling for the legalization of euthana-
sia was rejected by the Finnish Parliament in 2018 [23].
After that, an expert group established by the Finnish
Ministry of Social Affairs and Health did not reach a
common understanding on the legalization of euthanasia
or assisted suicide in Finland [24]. A new citizen initia-
tive was launched in the autumn of 2023 and was given
to the parliament in May 2024 [23]. The new initiative
is expected to spark debate and discussions about AD,
making it crucial to gain a broad overview of physicians’
views. Similar debates are ongoing in other countries,
including the United Kingdom, Ireland, and Japan [25,
26].

Many of the previous studies concerning physicians’
attitudes and opinions toward AD are quantitative [27—
31]. Qualitative research is mostly done with quite a
small number of participants [32-34]. A broader over-
view which goes beyond the numbers is needed.

This study aimed to assess Finnish physicians’ views on
euthanasia and PAS with special emphasis on physicians’
views on the legalization of AD, AD as a phenomenon
and how AD reflects on physicians’ roles.

Materials and methods
This mixed methods study includes both quantitative and
qualitative analysis.

Participants

An electronic survey including statements and open
questions concerning PAS and euthanasia, as well as
background information, was sent to all Finnish physi-
cians and medical students with permission to work as
a physician under supervision and who were members
of the Finnish Medical Association (n=26,740). Those
whose email addresses were not known or had denied
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participation in surveys were excluded. The survey was
conducted in 2020 via the Finnish Medical Association.

The survey

The survey included an introduction letter and a ques-
tionnaire. The introduction letter included information
about the study, guarantee of anonymity, and voluntari-
ness. In the questionnaire, PAS was defined as follows: a
physician deliberately helping a person to commit suicide
by giving drugs to the person to take them by him/herself
on this person’s voluntary and competent request. Eutha-
nasia was defined as follows: a physician deliberately
killing a patient by administering drugs at the patient’s
voluntary and competent request. The legal status of
these actions was also mentioned in the questionnaire;
Euthanasia is a punishable act under the criminal law in
Finland [35]. Because suicide is not considered a criminal
act, assistance in suicide is not regarded as a criminal act.
However, healthcare professionals have a special obliga-
tion to protect the patients they take care of; thus, it can
be assumed that the act of a physician will not remain
without legal consequences.

The questionnaire included several statements con-
cerning euthanasia and PAS. In this study, we included
two statements: “Accepting euthanasia would harm the
doctor-patient relationship in general” and “Accepting
euthanasia would benefit the doctor-patient relationship
in general’; for which results have not been previously
published. The participants were asked to express their
agreement on statements on a Likert scale: fully agree,
partly agree, partly disagree, fully disagree, or I cannot
say. In addition to statements, participants were asked if
they had faced a request for euthanasia or assistance in
suicide by a patient or a patient’s relative. If the partici-
pant answered yes, an open question followed: “Would
you describe the situation and your actions shortly?”
Another open question was also included: “If there is
anything else you would like to share with the Finnish
Medical Association concerning euthanasia or physi-
cian-assisted suicide, please tell us” Additionally, some
background information, such as age, gender and self-
reported experience in the care of dying patients (yes or
no) and for how long (not at all/less than 5 years/5-10
years/more than 10 years), were asked. No prior relation-
ship was established between the researchers and the
participants in the survey. The questionnaire is available
as a supplementary file 1.

Parts of the results from this survey have been previ-
ously published [15, 36]. A study comparing parts of the
quantitative data was published in 2022 [15] and another,
published in 2024 [36], included previously unpublished
quantitative data and qualitative data from a 2020 survey
concerning physicians’ actions when facing a request for
euthanasia or PAS.
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Ethical considerations

The survey was performed by the Finnish Medical Asso-
ciation using their member registry. The association has
permission to send questionnaires to its members if they
have not declined this. Responding was anonymous,
and participation was voluntary. Participants gave their
informed consent by voluntarily answering the question-
naire. The research data did not include any personally
identifiable information. According to Finnish legisla-
tion, ethics approval is not needed in this type of ques-
tionnaire study [37]. This study was conducted according
to national laws, regulations, and the Declaration of
Helsinki.

Data analysis

The answers of the responders are described with
numbers and proportions. When assessing relations
between background factors and the answers concern-
ing the statements “Accepting euthanasia would harm
the doctor-patient relationship in general” and “Accept-
ing euthanasia would benefit the doctor-patient relation-
ship in general” the Likert scale was converted into two
options: fully/partly agree and fully/partly disagree/I
can’t say. These two-scale answers and background fac-
tors were tested using the Pearson chi-square test. Two-
sided p-values less than 0.05 were considered statistically
significant. Data analysis was performed using IBM SPSS
Statistics for Windows, Version 27.0 (IBM Corporation,
2020).

The qualitative analysis was performed by using an
inductive content analysis approach, where categories
emerge from the data, and no theoretical framework was
used as a starting point as recommended in the guide-
lines [38, 39]. The qualitative data consisted of answers
to the two open questions. After careful familiarization
with the qualitative data, three research questions were
posed: (1) What were physicians’ views on assisted dying
and end-of-life issues in the current societal situation? (2)
What were physicians’ views on the legalization of AD?
(3) What were physicians’ views on assisted dying as a
phenomenon, and how does this reflect their role as phy-
sicians? Only the manifest contents of the data were ana-
lyzed. The units of analysis consisted of words, sentences,
or phrases that constructed a meaning.

The analysis followed four phases: (1) transcribing
the data verbatim from the questionnaires to a Micro-
soft Word template and familiarizing with the data. No
software was used in the analysis. During this phase, the
research questions were refined since the data directed
the analysis process [38]; (2) reducing and coding the
data that were relevant to the study aim; (3) grouping
the reduced expressions based on similarities; and (4)
forming subcategories, categories, main categories and
unifying categories of the data. The analysis process was
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performed by two authors who have formal education
and experience in conducting qualitative research con-
cerning this subject and other subjects as well, each phase
first individually and then assessing the findings together
and building consensus. After the first authors performed
the coding and categorization of the data, it was criti-
cally assessed by the other authors who have experience
in conducting qualitative research. The frequencies (f) of
the reduced codes were counted to describe the notewor-
thiness of each category in relation to the entirety. The
collected data were rich and yielded a total of 2326 codes.
Data saturation was achieved during the analysis, which
indicates that the data were sufficient [40].

Table 1 Characteristics of the responders

n (%)
Number of participants 6889
Female 4020 (59)
Age distribution
<35y 1437 (21
35-44y 1220 (18)
45-54y 1131 (16)
55-64y 1292 (19)
>65y 1798  (26)
Specialty in full-time job
Operative 1408 21
Conservative 1645 (24)
Diagnostic 426 6)
Psychiatric 566 (8)
General medicine, occupational medicine, and other 1611 (23)
fields
Not specialized 1218 (18)
Current working status
Working 4656 (68)
Student 400 6)
Retired 1626 (24)
Out of work due to another reason 191 (3)
Currently taking care of dying patients
Yes 2859 42)
No 3953 (57)
Amount of experience from care of patients at their
end-of-life
Not at all 1113 (16)
<5y 2778 41)
5-10y 912 (13)
>10y 2050 (30)
Patient or patient’s relative having ask for euthanasia or
PAS
Yes 1068  (16)
No 5821 (85)

PAS, physician-assisted suicide
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Results

The characteristics of the responders are presented in
Table 1. The response rate was 26%, as 6889 physicians
answered the survey. The majority of the responders
were women (59%). The largest age group was physi-
cians over 65 years old, and approximately one-fourth of
the responders were retired. Of the responders, 16% had
faced a request for euthanasia or assistance in a suicide
from a patient or patient’s relative. At the time of the sur-
vey, 42% of the participants were involved in taking care
of patients at their end-of-life. Almost one-third of all
responders had over 10 years of experience in end-of-life
care.

The statements concerning the doctor-patient rela-
tionship are shown in Table 2, and associations between
background factors and these statements are presented
in Table 3. One-third of the responders fully disagreed
that accepting euthanasia would harm the doctor-patient
relationship. On the other hand, one out of ten respond-
ers fully agreed that accepting euthanasia would ben-
efit the doctor-patient relationship. Older responders,
responders participating and having the most experience
with care of patients at their end-of-life agreed more fre-
quently that accepting euthanasia would harm the doc-
tor-patient relationship. Male responders and responders
whose patients or patients’ relatives have asked for eutha-
nasia or PAS agreed more often that accepting euthanasia
would benefit the doctor-patient relationship.

From 2565 responders, 3033 answers were received to
the open questions. The qualitative analysis yielded two
unifying categories. Firstly, Physicians’ views on assisted
dying in the current societal situation and on its legali-
sation’ include three main categories, sixteen categories
and seventy-one subcategories (Fig. 1). Secondly, ‘Physi-
cians’ views on assisted dying as part of physicians’ work
and as a phenomenon’ include two main categories, 10
categories and thirty-three subcategories (Fig. 2).

Physicians’ views on assisted dying in the current societal
situation and on its legalization

Three main categories were identified, namely, (1) AD
and end-of-life issues in the current societal situation
(f=230), (2) physicians’ perspectives on the legalization
of AD (f=605), and (3) the possible consequences of the
legalization of AD (f=543) (Fig. 1).

Assisted dying and end-of-life issues in the current
societal situation.

The physicians described feelings of inadequacy in the
current societal situation regarding AD and end-of-life
situations. Some of them stated that the situation where
AD is not legalized puts the patients in a position where
they are exposed to unnecessary suffering, which they felt
was wrong. Some of the physicians described that they
did not have enough possibilities to alleviate suffering in
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N the current situation, due to inexperience, disagreements
T between the patient, family and physician or lack of
g resources in healthcare. The physicians stated that pallia-
’é o = tive care could not always alleviate patients’ suffering due
282 to severe symptoms or difficult disease trajectories. Some
physicians described mixed feelings or frustration when
they were treating patients or discussing end-of-life care
J2 3 if they were in favor of euthanasia, but it is prohibited.
o~ A few physicians stated that the current societal situation
E is unequal when not all patients have the opportunity to
<P travel to another country to receive assisted death. Exam-
32 = ples from the original data:
634 It is not morally right to keep a person alive
when there is no possibility of improving their condi-
RS tion.
> 80Q11 Patient in severe pain and I felt guilt for inex-
‘§ perience and failure to manage pain
|8 g 454 In my work..., I have seen that the best possible
al— x palliative care is not enough for every situation.
g 5= Physicians described confusion about where the line is
g o= % between AD and end-of-life decisions, particularly in sit-
S uations where decisions were made to withdraw care or
o3 when treating severe symptoms near death. Withdrawal
E E § i of care could also cause conflict in the care team. Some
Sl physicians described situations where they were con-
§ fronted by the team about their decisions to withdraw
3| | care or where they felt that a colleague was refusing to
g 2s withdraw care, even though it would have been the right
SIS decision. Physicians described that withdrawing care was
g9 ethically difficult, particularly in the case of patients who
£ =;' S o were dependent on ventilatory support and demanded
é il the withdrawal themselves. Some physicians also
g described situations where the patient’s family requested
8 that the care should be withdrawn, even though the situ-
% o g ation did not meet the medical criteria for withdrawal of
i g % care. As some of the physicians stated:
g % < 432 Should we talk about assisted suicide if a
Gg |5 % patient in pain is given so much medicine that the
S| |’ g pain is controlled but the risk of fatal respiratory
2 |8 g depression is very likely?
e é ° 2936Q11 I cared for a patient close to death. Con-
% £ = tinued fluids only as long as the veins allowed. The
© £ patient passed away. A team member accused me of
E g % murder. The relatives did not.
sl 13 3 4436Q11...parents have asked for withdrawal of
|5 :: treatment in a situation where a long-term progno-
£l & 8 sis for a child was good.
g1g 22
o5 5
o 0 0
i g 22 The physicians described that they had obtained
% § 88 requests for AD even though it was not legal. Some of
c 89 U . . .
=A< < them expressed having received requests outside the
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Table 3 Proportion of the responders with different background factors fully or partly agreeing the statements concerning the impact

of euthanasia on doctor-patient relationship

Accepting euthanasia P-value* Accepting euthanasia P-val-
would harm the doctor- would benefit the doctor-  ue*
patient relationship patient relationship
Fully/Partly agree, n (%) Fully/Partly agree, n (%)
Gender 0.813 <0.001
Female 1502 (37) 1051 (26)
Male 1049 (38) 987 (35)
Age <0.001 <0.001
<35y 442 3N 474 (33)
35-44y 423 (35) 375 31
45-54y 404 (36) 368 (33)
55-64y 529 41) 313 (24)
>65y 776 (43) 532 (30)
Specialty in full-time job <0.001 <0.001
Operative 493 (35) 477 (34)
Conservative 704 (43) 433 (26)
Diagnostic 138 (32) 166 (39)
Psychiatric 207 (37) 159 (28)
General medicine, occupational medicine, and other fields 636 (40) 425 (26)
Not specialized 396 (33) 398 (33)
Participates in the care of patients at their end-of-life <0.005 0.196
Yes 1124 (39) 838 (29)
No 1422 (36) 1214 (31
Amount of experience <0.001 0.010
Not at all 325 (29) 359 (32)
<5y 962 (35) 861 (31
5-10y 349 (38) 279 (31
>10y 928 (46) 559 (27)
Patient or patients'relative having asked for euthanasia or PAS 0.075 <0.001
Yes 373 (35) 421 (40)
No 2205 (38) 1644 (28)

* Pearson Chi-Square

doctor-patient relationship from relatives, friends, or
colleagues. A few physicians described situations which
had caused mixed feelings for them, particularly when a
patient had committed suicide after having been turned
down for a request for AD. Sometimes they described
that the request came from family members, not from
a patient, and sometimes the motives for these requests
were financial or the patient’s misdeeds. Examples from
the original data:

3512Q11 (Relative) in old age once asked for help if/
when the time comes that he/she can’t take it any-
more. I couldn’t promise and told that it was a very
difficult question. I...did not know how to proceed.
25Q11 Asked to withdraw care because the patient
had already done so many bad things in his life that
he should have died.

Physicians’ perspectives on the legalization of assisted
dying.

Many physicians stated that resources should be priori-
tised for palliative care services, the development of pal-
liative care competence or healthcare services, not AD.
Physicians stated that appropriate palliative care reduces
or removes the need for AD. Some physicians stated that
efforts should be made to avoid excessive and unreason-
able care instead of AD and that guidelines and compe-
tence should be developed to set goals of care or advance
directives instead of promoting AD. Some of them said
that palliative care services should be established first,
and then the discussion about AD could begin. As some
of them stated:

1051 I believe that euthanasia should not be legal-
ised, but that resources should be directed toward
better terminal care and palliative care.

1027 Instead of discussing euthanasia, there should
be more discussion (in addition to quality end-of-life
care) about goals of care/advance directives.
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AD AND END-OF-LIFE ISSUESIN

THE POSSIBLE CONSEQUENCES OF LEGALIZING AD (f=543)

THE CURRENT SOCIETAL PHYSICIANS PERSPECTIVES ON LEGALIZATION OF AD (f=605)
SITUATION (f=230) 2 S )
Prioritizing d Ensuring decisit ki Conseguences on the practice of
iencingi in the (£=322) (f=49) medicine (f=187)
societalsituation (f=107) Resources should be prioritized to ensure There must be a team behind the decision Would not be able to participate or Conseguences on the care of the patient
(f=21) implement as a physician (f=53) (f=65)

Suffering without the possibility of AD is
wrong (f=41)

Insufficiency in alleviating suffering (f=28)
Palliative care is not always enough (f=19),
Conflict with one’s own view of AD illegality

(f=15)

Travelling abroad to get AD is not possible

for everyone (f=4)

palliative care (f=139)
Adequate palliative care reduces the need
for AD (f=42)
Attention should be paid to excessive and
unreasonable care instead of AD (f=37)
D ofi

AD should be based on legislation (f=13)
Sensitivity of decision-making to avoid
misinterpretation (f=8)

Control of ADis ademand and a challenge
(=7)

Concern about the impact of AD on
physician well-being (f=35)
AD is a threat to the patient-physician
relationship (f=30)
Quitting medical practice if the AD
igation comes into force (f=25)

services should be prioriti 30)
Palliative care services should be
developed before legalizing AD (f=28)
Focusing effort on strengthening palliative
care competence (f=27)

Setting goals for care and making advance
directives should be developed(f=19)

Conflicts in end-of-life i (1=72)
Difficulty in drawing the line between end-

Setting criteria for AD in different groups
1#=86)

of-life care and AD (f=58) P e
Conflictsin the by it ic reasons should be excluded (=5) palons D)
care(f=6) (=32) C iety (f=148) Consequences on the healthcare system
Ethical aspects of withdrawing life- Somatic disease should be a criterion for Concern about the realization of the (f=49)
sustaining treatments (f=5) AD (f=17) Conviction or inadequate services slippery stope (f=79) Legalization of AD may lead to deterioration
Request from the closest ones to stop Social reasons and dementia should be should not be a barrier to legalization Legalization may lead to ethically wrong of palliative care (f=33) Legalization may
treatment (f=3) excluded (f=13) (£=34) actions under pressure from society (f=36) lead to favoring AD for saving money (f=11)
Difficulties in setting criteria for AD for Due to a lack of resources, it must be made L ization leads to ion of the AD ization is a risk at a time of financial
children (f=8) possible (f=20) right to live (f=17) challenges (f=5)
Dementia, fatigue from life and Conviction must not be an obstacle to the The benefits for a small number of people
psychological symptoms are complex realization of AD (f=14) are smaller than the di: fora
Ethical challenges of the AD request criteria for AD (f=8) 1307 popaiatioss (fS15). c to th ici a
=51 AD only after everything else has been tried 5 S ~ €
Arequest notin a doctor-patient (f=8) the profession (=20}
relationship (f=22) ones (f=74) the image of
The of the need for Pressure to request euthanasia to avoid as aprofession (f=14)

Patient’s decision to commit suicide after
request (f=13)
The request does not come from the patient
(=12)
A request from a relative motivated by the
patient's actions or finances (f=4)

The controversy over the criteria for AD
(f=38

The need for common criteria (f=18)
The difficulty to set common criteria for AD
(f=15)

Because of the subjective nature of
suffering, there can not be external criteria

The physician's motives for providing AD
are not always good (f=15)
Legalchallenges for physicians (f=13)
Concerns about how others view
physicians who provide or refuse AD (f=6)
Concerns about becoming obligated to
provide assisted dying (f=5)
Concerns on the impact on young

AD provides one more tool for end-of-life
care(f=14)
AD makes it difficult to prevent suicides
(=12}

AD provision due to lack of care (f=10)
AD would lead to a lowering of the standard
of care for individuals (f=9)
Awareness of the possibility of AD brings
security to the patient (f=8)
Legalization of AD reduces the suffering of
theclosest ones of peoplewho have
committed suicide (f=7)

euthanasia (f=61)
Difficulty in ensuring patient's own will
(f=26)

Difficulty in assessing suffering (=19)
AD is not a solution for closest ones or staff
anxiety (f=7)

Difficulty in assessingthe eligibility (f=5)
AD based on the patient's own request (f=4)

Boundary conditions for AD delivery sites

Implementation in specialized units (f=12)
Can commercial companies practice AD?
(f=3)

being a burden (f=44)
Asking for AD because of pressure from
loved ones (f=16)
Fear of patients thinking that they need to
ask for AD (f=9)
AD bring; iti burden

May reduce the attractiveness of
specializations (f=3)
Impact of legalization on medical education
(f=3)

to patient and loved ones (f=5)

AD, assisted dying

Fig. 1 The unified category presented with main categories, categories and sub-categories concerning physicians'views on assisted dying in the current
situation and on its legalization which emerged from the qualitative analysis

Physicians’ views on assisted dying as part of their work and as a phenomen

AD AND THE PHYSICIAN’S PROFESSIONAL ROLE (f=650)

AD AS A MULTIFACETED PHENOMENON (f=296)

AD is not mandatory or
Physicians should not be obliged (f=200)

Responsibility for implementation should fall to another professional (f=79)
AD is not a task for the physician (f=73)

Physicians should not have the right to decide on end of life (f=11)

rt of the ph

ician's role (f=363

The role of the physician is to promote life (f=119)

Therole is to protect and respect life not to hasten death (f=82)
Therole is to cure and alleviate suffering not to hasten death (f=37)

AD as a promoter of human rights (f=94)

People have the right to decide about their death (f=58)
AD is about patient autonomy (f=16)
Allowing AD is respect for human dignity (f=5)
ADis a humane act (f=10)
AD is good care (f=5)

AD is against the professional ethics of physicians (f=77)

AD is contrary to medical oath and principles (f=40)
AD is contrary to ethical principles (f=37)

Need for open discussion about AD (f=64)

A need for diverse discussion about AD (f=41)
The discussion is emotional and one-sided (f=13)
Important to involve palliative care experts’ views in the discussion (f=5)
AD is a societal phenomenon (f=5)

Difficul

in forming an opinion on AD (f=62
Difficultand controversial as a topic (f=50)
Prioritizing physician-assisted suicide or euthanasia (f=7)

Personal views on AD (f=49)
AD is against personal beliefs (f=22)
The suffering of a loved one increases acceptance of AD (f=13)
Acceptance of AD as a civilian (f=10)
Ageing and life experience increase acceptance of AD (f=4)

AD is a part of the physician’s professional role (f=42)
Enabling AD belongs to the physician’s role (f=25)
AD should not be punishable to the physician (f=12)

The delivery of AD is physician’s duty (f=5)

Lack of knowledge challenges the debate (f=60)

Lack of knowledge about AD (f=20)
Lack of knowledge about palliative care (f=12)
Challenging concept of suicide (f=10)
Highlight the differences between palliative care and AD (f=9)
Bringing death into the debate (f=9)

AD is wron;

in principle (=16

AD is killing (f=9)

AD is wrong (f=7)

AD is transferring responsibility for the death to the physician (f=5)

AD, assisted dying

Fig. 2 The unified category presented with main categories, categories and sub-categories concerning physicians'views on assisted dying in the current
societal situation and on its legalization, which emerged from the qualitative analysis
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422 Before discussing euthanasia, end-of-life care
in Finland should be developed to an optimal level
throughout the country.

Physicians described their thoughts on the criteria for
implementing AD. On one hand, some argued that
patients with psychiatric diseases, dementia, and social
suffering should be excluded from AD. On the other
hand, others emphasized the complex nature of these
situations and stated that these should not be exclusion
criteria. Some physicians stated that only suffering from
a somatic illness is an acceptable criterion for AD. A
few of the physicians brought up the complexity of AD
in children. This was described as questions of who can
make the decision on behalf of a child and when a child
is capable of making a consent decision. Some examples
from the original data:

4433Q11 I think euthanasia should be excluded
from psychiatry, otherwise the work of psychiatrists
becomes impossible. A large proportion of patients
want to die in the acute phase.

296 It is impossible to set an age limit for ‘eligible to
decide’ in a fair way.

Some of the physicians described that it would be diffi-
cult to ensure the patient’s own will and the persistence
of the wish of AD when it could be influenced by fam-
ily, friends, physician or society. They also stated that the
degree of suffering was difficult to assess because of its
subjective nature. Some physicians stated that sometimes
the suffering of the family or staff could influence the
patient’s wish for AD. In addition, the patient’s eligibility
to decide could be difficult to evaluate. As some of the
responders stated:

)«

725 In either case, the patient’s ‘autonomous wish”
may be overwhelmingly influenced by the wishes
and judgments or assumptions of relatives or society,
sometimes even of the doctor, so that the patient’s
decision is never entirely subjective.

959 How would sufficient suffering be defined and
who would determine it?

Physicians described that the decision about AD should
be made by a team of physicians or by a multidisciplinary
team. Some physicians described that the decision-
making process could be challenging when it should be
based on successful communication, which can be diffi-
cult due to the patient’s condition, language or cultural
differences. The need for legislation and systematic con-
trol of the AD practice was noted. At the same time, the
difficulty of how this could be reliably organised was
addressed. Some physicians stated that there should
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be clear, unambiguous and common criteria before AD
could be legalized. In contrast, some of the physicians
described the difficulty of establishing clear, unambigu-
ous, common criteria because of the subjective nature
of suffering and the unique individual situations of the
patients. Some physicians also stated that there should
not be external criteria because the decisions should be
based on patients’ wishes. As some of them stated:

558 I think that euthanasia is so susceptible to so
many misinterpretations that I cannot imagine as
a physician wanting or being able to assess the real
motives behind wanting it.

467 It is difficult and even impossible for an outsider
to assess in which situation the patient’s suffering in
the case of a progressive and terminal illness is such
that some of the criteria for physician-assisted sui-
cide or euthanasia established by outsiders would be
met.

Some physicians stated that due to the lack of resources
in healthcare systems, AD should be legalized to avoid
unnecessary suffering of the patients and their families.
Some of the physicians stated that conviction and reli-
gion should not be an obstacle to the legalization of AD
or to performing the act. Some of the physicians also
reflected on the constraints of the implementation of AD.
It was suggested that there could be a limitation on the
number of units and physicians who would have the pos-
sibility to perform AD. Some physicians suggested that
there should be specific education for physicians about
AD. Some physicians also stated that palliative care phy-
sicians should be involved in the AD process because of
their competence in caring for patients at their end of
life. Some physicians also considered whether AD could
be practiced in a commercial manner. Examples of the
original data:

225...may allow AD. It is hypocritical to claim that
the suffering of people in the final stages can be man-
aged well in the face of all the resource constraints.
796 A doctor should not, for his own religious rea-
sons, deny the willing patients who meet the criteria
the right to euthanasia in general.

974 I am not in favour of automatically allowing
euthanasia in the treatment repertoire of every doc-
tor. It makes more sense for this to be organised in
specialised units, where people can also be assessed
and referred for effective treatment of pain and dis-
tress.

The possible consequences of legalizing assisted dying.
Finnish physicians thought that the legalization of AD
could affect the practice of medicine. Some physicians
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stated that if AD were legalized, they would not be able
to participate in the decision-making or the process of
administering AD. Physicians hypothesized whether AD
would develop in such a way that, even if administering
AD was not an obligated task at first, it would sooner or
later be mandatory for all physicians. Some physicians
stated that if AD were to become mandatory, they would
choose to stop practicing medicine. Some reflected about
how carrying out AD could harm the mental health of
the physician, how it could increase workload and feel-
ings of work exhaustion, and how it would affect young
physicians. Some of them described AD as a threat to
the physician-patient relationship, as the physician has
a dominant position in this relationship, and the patient
may lose confidence in the physician’s primary inten-
tion to treat the patient. Some physicians also expressed
that the physician’s motivation may not always be good
due to indifferent attitudes or psychological problems.
Some of them stated that legal challenges would inevita-
bly increase with the introduction of AD. Some expressed
their views on how AD would affect the attitude of the
medical profession toward physicians who perform or
refuse to perform AD. Examples of the original data:

610 I would not be able to actively euthanise another
person.

364 There would also be a considerable additional
psychological burden on the physicians performing/
deciding upon euthanasia.

513 Physicians are often accused of not wanting to
examine or treat because of the need to save money.
I believe that legalising euthanasia and taking a
positive stance on euthanasia alone would perma-
nently damage the trust in the medical profession
and the physician-patient relationship.

Physicians stated that the legalisation could have an
impact on society. Some of them expressed their views
about the realization of the slippery slope, meaning that
the criteria and boundaries set would expand and could
lead to misconduct. Some physicians expressed that the
current era might increase social pressure on physicians
to carry out AD for the wrong reasons, such as reduc-
ing healthcare costs. A few physicians argued that medi-
cine has its historical dark side in the form of violations
against humanity and AD could open the path towards
new assaults. Some of them thought that the right to
life would be compromised and devalued, which could
send a wrong message to vulnerable groups. Physicians
stated that they understood that some patients could
benefit from AD, but the risk to society would be greater,
and therefore, the legalization should not be considered.
Some examples from the original data:
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500 “Life must have intrinsic value. Euthanasia is
a slippery slope, as we have seen in other countries
and elsewhere. These “side effects” do not become
apparent immediately, but over years - decades they
do.

140 At some point, politicians will start to take
advantage of this legislation in a secularised society.

The physicians identified possible consequences of the
legalization to the patients and their loved ones. Some
stated that the legalization could increase the pressure
on vulnerable groups of patients to request AD because
they could feel like a burden to society or their closest
ones. Some of the physicians had experienced that when
euthanasia was discussed in the media, some patients
had stated their fears that they would need to ask for AD
or be offered it as a primary care option. Some physicians
stated that AD places an additional psychological burden
on the patients and their closest ones when they are in a
vulnerable situation. Examples of the original data:

943 I fear that the acceptance of euthanasia will
increase in society and that sick/elderly people may
end up in having an unnecessary sense of obligation
to leave their environment unburdened. Such a thing
is not humane in my opinion.

554 At the end of life, the patient would have to con-
sider whether he or she would prefer to die a little
(or; for psychological or other reasons, a lot) earlier,
and this is a very heavy burden to bear for both the
patient and the relatives.

Physicians also commented on the potential impact of
the legalization of AD on patient care. Some physicians
stated that AD would provide another valuable tool for
end-of-life care when a patient’s suffering is unbearable
and current care options do not help. Some of them also
stated that the knowledge of AD as an option would give
patients a sense of confidence and security of care. An
option for AD might also reduce the suffering of those
closest to a person who, in other circumstances, would
commit suicide; if AD were legal, the person could have
AD in an acceptable way, which may ease the suffering
of those closest to them. On the other hand, some physi-
cians stated that the care of suicidal psychiatric patients
could be more difficult. Some physicians stated that
insufficient care could be behind the requests for AD.
Some of the physicians argued that AD could lead to a
situation where the standards of patient care could be
lowered because AD could be seen as an easier solution.
As some of them stated:

4357Q11 patients would be happier if euthanasia
were an option for them if necessary
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388 Euthanasia also avoids all the unnecessary and
extra emotional suffering that patients’ own, often
much more shocking, suicide decisions cause to their
relatives.

783 and, as I said, it would make it even more dif-
ficult, for example, in psychiatry, to make patients
who want to commit suicide more hopeful towards
life.

The legalization of AD could have an impact on the
healthcare services, when some physicians stated that
there could be less support for development, research
and services in palliative care. Some physicians argued
that AD could be used as a substitute for inadequate
services. This could lead to the deterioration of the
healthcare service system. Some stated that when the
government is having financial challenges, it would be
risky to push forward the legislation of AD. Some exam-
ples from the original data:

672 I also believe that the acceptance of euthanasia
and physician-assisted suicide would undermine the
development and research of palliative and end-of-
life care.

731 In time, euthanasia should be allowed, but in
today’s climate it does not seem safe. (drastic auster-
ity in healthcare, performance targets before welfare
targets, etc.).

Physicians identified possible consequences of the legal-
ization of AD to their profession. Some of them stated
that AD could negatively impact the image of physicians
as a profession when the same profession saves and ends
patients’ lives. Some physicians also mentioned possible
negative consequences on the attractiveness of medical
specialities and education. As some physicians stated:

1112 In principle, I see a problem in a situation
where the same person is trying to maintain life and
actively shorten it at the same time.
430 I see a threat that current physicians will not
dare to specialise in palliative care,

Physicians’ views on assisted dying as part of their work
and as a phenomenon
Two main categories were identified, namely, (1) AD and
the physician’s professional role and (2) AD as a multifac-
eted phenomenon (Fig. 2).
Assisted dying and the physician’s professional role
Many physicians stated that if AD were legalized, par-
ticipation in the process should be voluntary for them.
Physicians should not be forced to participate in AD
against their will. According to some, AD is not a task
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which is a natural part of the physician’s role. Others
stated that physicians should not have the right to decide
when it is time for another person to die. Some suggested
that it could be a profession other than physicians who
provide AD (for example, lawyers, police, military, a new
profession developed for this task or nurses). Examples
from the data:

409 In no case should euthanasia or assisted suicide
become an obligation for the physician.

1889 It is not and should not be the role of a physi-
cian to actively hasten the death of a patient.

According to many of the responders, the role of the phy-
sician is to protect and respect life and cure and alleviate
suffering, not to hasten death. Some thought that AD is
an act contrary to the medical oath and principles, and
also to general ethical principles. As some of them stated:

913 The physician’s job is to protect life, not to get
involved in deciding who gets to live and who doesn’t.
581 Euthanasia is not treating the patient but elimi-
nating him, euthanasia is contrary to the Hippo-
cratic oath of the physician.

Conversely, some physicians stated that if AD was legal-
ized, enabling AD to suffering patients would be a part
of the basic role of the physicians, as they have the com-
petency to ensure a safe procedure. Some stated that it
should not be punishable if a physician delivers AD and
that it is the duty of the physician to ensure that the
patient does not suffer without the possibility of AD.
Some examples from the original data:

474 The physician’s role is to help the person; in some
circumstances, euthanasia and physician-assisted
suicide are also helping the person.

388 in the face of an unrelenting and painful death,
it is the duty of the physician, if the patient so
desires, to help the patient to die. Only physicians
have the necessary skills and training to do so.

Some of the physicians stated that AD was against their
personal, religious or other philosophical beliefs. Some
stated that they could accept AD as a lay person and had
thought that they could accept it for themselves or their
closest one if they were suffering. However, they would
not accept it as a physician and as part of their practice.
Some physicians also identified aspects that influenced
their views on AD. When they had experienced end-of-
life situations in which their closest ones had suffered,
they said that this increased their acceptance of AD. A
few physicians stated that ageing and life experience had
increased their acceptance of AD.
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532 It is my conviction that the protection of life in
all situations and circumstances must be the guiding
and sole principle and aim of the medical profession.
272. having watched the slow death of a loved one,
I can’t argue that any amount of medication will
guarantee a painless death, I cannot in good con-
science argue against euthanasia in its entirety.

Assisted dying as a multifaceted phenomenon

When describing AD as a phenomenon, some phy-
sicians stated that AD is the patient’s right as people
should have the right to decide about their own death
and they have no duty to live if life is a burden or suffer-
ing for the person. Some physicians stated that AD sup-
ports a patient’s right to autonomy and respects human
dignity. Some physicians described that AD would be a
human act and a part of good care.

4447Q11 My opinion is that we should each be able
to decide for ourselves whether we want to live or
die. If death is the wish, it must be faced with dignity
and in ‘civilised conditions’

393 It is then only humane to help a person who is
suffering greatly by the last possible means, by has-
tening death.

For some physicians, AD was wrong in principle. They
felt that assisted dying was killing another human being,
and some felt that the patients and relatives were try-
ing to shift the responsibility for the wrongdoing to the
physician.

808 Killing another human being is always killing,
whether it is done legally or criminally.

591 I suspect that the request for euthanasia is more
about wanting someone else (e.g. a physician) to take
over part of the morally unpleasant decision (espe-
cially for patients with religious beliefs) than about
being incapacitated to kill oneself.

Physicians identified the need for an open discussion
about AD in society. Some physicians stated that the cur-
rent discussion did not include all necessary stakehold-
ers. They believed that this was important because the
topic is a broad societal issue. Some physicians noted that
the discussion relied more on emotional aspects than
on facts and was perceived as one-sided, which also led
to feelings of frustration. Some suggested that palliative
care professionals should be involved in the discussion
because of their knowledge and experience in end-of-life
care. Some stated that the topic felt difficult and contro-
versial and that it was difficult to form an opinion on the
subject. Some also stated that more discussions should
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be focused on whether to prioritize PAS or euthanasia as
a better option.

1931 An important and complex issue, both ethi-
cally and clinically. It is important to discuss this
issue openly, objectively and in a pluralistic way so
that all those concerned can have their views heard.

1103 I think that euthanasia, the “good death’] is
seen in the public debate as too simple. For example,
if euthanasia could only be requested by a legally
competent adult, then, for example, a person with
memory loss, mental retardation or a terminally ill
minor would not be able to request this “good death’.
1010 A very difficult question, good luck with your
reflection. 1 have personally changed my position
many times.

Lack of knowledge — both among lay people and the
medical profession — about AD and end-of-life care
issues was seen as a barrier to constructive discussions
about AD. Some of the respondents emphasized the
importance of highlighting the difference between pal-
liative care and AD in the debates to avoid confusion
and fear among laypeople and patients. Some physicians
reflected on the use of the term suicide concerning AD
and felt that another term would be more appropriate.
Others stated that one difficulty in the AD discussion was
the medicalization of death.

954 I have the impression that the media and the
general public do not understand the difference
between euthanasia and end-of-life care.

197 Discussions about death and dying and the
taboos surrounding end-of-life care are important in
society.

Discussion

The results of this study provide new, manifold and broad
knowledge about physicians’ views on euthanasia and
PAS. The results highlighted that physicians face ethi-
cal dilemmas related to a request for assisted dying even
though it is not legal in Finland. The phenomenon of
assisted dying is seen as multifaceted and controversial.
In both qualitative and quantitative results, the disper-
sion of responders’ opinions of the effect on the physi-
cian-patient relationship was seen.

Of the responders, 37% fully/partly agreed that eutha-
nasia would harm the physician-patient relationship,
while 30% fully/partly agreed that euthanasia would ben-
efit this relationship. These divided opinions were further
emphasized in the qualitative data. The responders were
concerned that the physician-patient relationship could
be harmed because the trust in the physician’s explicit
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goal to protect life is threatened if AD is legalized. In
contrast, awareness of the possibility of AD was seen as
a way to increase patients’ feelings of safety and trust
in end-of-life care. In a study made in Canada, medi-
cal assistance in dying altered the relationship between
patients and families, making it deeper and more per-
sonal [22]. Medical care that includes assisted dying was
described as relationship-centered care [22]. Building
trust in professionals, especially physicians being part of
the AD process, was one of the themes that was brought
up by patients and families when they were asked how to
improve the experiences requesting AD in Canada [41].
The importance of a trustworthy and safe physician-
patient relationship seems to be highly emphasized by
physicians and patients alike when struggling with the
challenging issues of AD.

In our study, responders reflected different criteria for
AD. The criteria have been under constant debate since
AD practices have been adopted. There is no gener-
ally accepted definition of ‘unbearable suffering’ in the
context of a request for AD [42]. This leaves a possibil-
ity for interpretation, which is also seen in our results.
Another debate that was seen in this study concerns the
permission of euthanasia and PAS in the case of psychi-
atric disorders. A systematic review from 2020 showed
that articles providing ethical reasoning and opinions
in favour of or against assisted death based on psychiat-
ric disorders were evenly distributed [43]. Based on our
results, the ambiguity of physicians concerning the crite-
ria for AD remains high.

The conflicts in the care team and confusion about
AD and end-of-life questions were particularly related
to withdrawal of care and treatment of severe symptoms
close to death. Earlier research shows that although clear
definitions have been specified for euthanasia and PAS
[8], termination of life-sustaining treatments is still con-
fused with euthanasia and PAS, even among physicians
[44]. In addition, hastening a patient’s death or a fear
of doing so when alleviating severe symptoms or with-
drawal of treatment is an ethically challenging question
and is sometimes confused with euthanasia or PAS [45].
To support the physician and the care teams, the results
call for strengthening the competence on how to deal
with end-of-life issues and requests for assisted dying.

In our study, many physicians reflected on physicians’
role in AD. The most frequently merged opinion was that
physicians should not be obliged to participate in AD. In
most countries where AD is allowed, they have the pos-
sibility to refuse based on professional conscience [25].
A few of the responders also stated that they accept AD
as a civilian, which further emphasizes the importance of
exploring physicians’ role as part of AD and the complex-
ity of this issue.
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When reflecting on the results in the light of ethical val-
ues, it was clearly seen that physicians’ attitudes toward
AD are ambivalent. On one hand, non-maleficence [11,
12] was stated as a justification for not making eutha-
nasia or PAS legal, when life as such was seen to have
intrinsic value. In addition, it was stated that the motiva-
tion of physicians may not be the patient’s best interests
but, for example, saving costs. On the other hand, some
responders pointed out that suffering without the possi-
bility of AD causes harm to the patient. When reflecting
on beneficence [11, 12], the legalization of AD was justi-
fied with the argument that euthanasia and PAS are good
care. On the other hand, the legalization was opposed
because AD is not considered to be a medical procedure
and is wrong as such. In addition, regarding justice [11,
12] the opinions varied as some physicians stated that
the resources in healthcare should be allocated to pallia-
tive care or the development of other beneficial health-
care services. However, others stated that because of the
lack of healthcare resources, euthanasia or PAS should be
legalized to ensure equal access to relief of suffering. The
legalization of euthanasia and PAS was justified based
on the autonomy [11, 12] of the patient and the right to
decide when to die. On the opposite side, there were also
opinions that the evaluation of an autonomous decision
could be difficult. In a previous study, the difficulty of
autonomous decision-making was also addressed [46].
It has been argued in previous papers that the pros and
cons of AD can be argued with the same ethical values of
medicine [47, 48].

This study addressed the complexity of assisted dying
as a phenomenon. This is highlighted by the physi-
cians’ various and even opposite opinions, but especially
through the difficulty in forming a clear opinion on this
challenging issue in the first place. Even though AD is not
legal in Finland, ethical dilemmas are obvious in the cur-
rent societal situation. The physicians expressed general
feelings of insecurity and ethical complexities related to
end-of-life decisions and even stated that they have faced
a request for AD despite the current illegal status of it.
Struggling with these challenging issues influenced not
only the physicians themselves but also the whole care
team. According to a recent editorial in the International
Journal of Public Health, guiding and modulating AD’s
evolving design and development will be the most urgent
medical-ethical challenge for the West in the coming
years ahead [49]. Our results confirm this challenge.

Strengths and limitations

The sample is large and represents well the Finnish physi-
cians [50]. The qualitative analysis process was reported
in detail, which increased the reliability of the results.
Because of the representative sample, it can be assumed
that the study population gave a versatile view of the
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phenomenon of interest. Furthermore, dependability was
strengthened by presenting the figures of all the catego-
ries (Figs. 1 and 2). The authenticity was strengthened
by providing authentic citations of the data. During the
analysis, the researchers constantly discussed the analy-
sis throughout the whole process. Confirmability was
strengthened by focusing on the manifest content during
the analysis [39].

There are also limitations in this study. Firstly, non-
response bias might have affected the results, but the
number of responders was still substantial. Furthermore,
there was no possibility to return the qualitative findings
to the physicians for comments [38] due to the anonym-
ity of the responders. It should also be acknowledged
that statements and questions on the questionnaire are
not without ambiguities, which might have an effect on
the answers of participants. Due to the complex nature
of AD, it might be impossible to formulate unambiguous
statements and questions. There are clear differences in
the ethical and practical issues between euthanasia and
PAS, but in the open-ended question and some other
parts of our results, these two methods of AD were com-
bined. This should be taken into account when interpret-
ing our results.

Conclusions

This study describes new findings on physicians’ views
on assisted dying and its legalization. Assisted dying was
seen as a complex issue about which it was difficult to
form an unambiguous opinion. Physicians and the care
team are faced with ethical dilemmas about topics related
to assisted dying, even though it is not legal in Finland.
Open, pluralistic discussion, education and recommen-
dations about the professional, ethical and legal aspects
of assisted dying and its influence on society and end-of-
life care practices are obviously also needed in countries
where assisted dying is not legal.
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