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Abstract

Introduction: The purpose of this study was to evaluate views and attitudes concerning the
legality of assisted death and euthanasia in the UK and to identify the circumstances in which
individuals would or would not consider assisted death.
Materials and methods: The views of a sample of the general population in the UK were sought
through the use of a mixed methods questionnaire open to the public for 3 weeks.
Results: The responses of 117 participants were analysed using an SPSS MANOVA statistical
test for quantitative data and an in-depth content coding analysis for qualitative responses.
Discussion: The majority of respondents, 85·5%, believed that Physician-Assisted Death (PAD)
should be legalised in the UK and that individuals should be able to choose when, 88%, and
where, 88·9%, they die. Qualitative analysis revealed that more people would consider a
PAD for a severe physical terminal illness over mental illness. There was no statistical signifi-
cance for variables for quantitative data when considering overall demographics, professional
and educational backgrounds of the respondents.
Conclusion:Themajority of respondents in this study indicated that they believe assisted suicide
should be made legal and that the option should be available for those who are terminally ill.
Views indicated that if assisted dying was legal, it would allow terminally ill patients to die with
dignity and without prolonging pain.

Introduction

Across the world, there is a wide range of views on the use of assisted dying as an option for those
who are terminally ill. Assisted dying refers to both voluntary active euthanasia and physician-
assisted suicide (PAS). These two types of assisted dying are distinguished by a difference in the
degree of involvement of a doctor.1,2

Typically, both methods of euthanasia assistance occur for the purpose of relieving the
patient from intolerable and incurable pain. This is an important motive for those who request
assisted suicide.3 The presence of intolerable suffering as assessed by a physician is one of the
primary criteria for PAS in the Netherlands, Belgium and Luxembourg.4–6

However, it is essential to recognise that both methods of assisted dying are to be
distinguished from other end-of-life practices and their current ethical-legal status. End-of-life
practices are a highly debated topic in many countries. The international evidence is regularly
used to either back or oppose attempts at legal reforms.7,8 Canada, the United Kingdom (UK)
and France have all referred to research carried out in other countries to support the debate,
together with cases brought to the Law courts.9

One example of an end-of-life practice is the withdrawal of treatment, at the request of a
competent patient or their leading clinician. Usually, this requires a process of appealing to
the Law courts.10 The withdrawal of treatment is the only action towards assisted dying, which
is currently legal in the UK. It comes under the definition of ‘Passive euthanasia’, and was ruled
to be legal after the case of Anthony Bland, in 1993, was brought before the Law courts.11

Currently, in England, Wales and Northern Ireland, assisting a suicide is a crime. In the UK,
euthanasia has no legal position, and acts of euthanasia have previously been treated as murder.
However, it is the Suicide Act 1961,12 which makes it a specific offence of ‘criminal liability’,
when a person is complicit in another person’s suicide.13 Those convicted can potentially face
up to 14 years in prison. There is no specific crime of assisting someone to commit suicide in
Scotland because the Law there has been left in an uneasy state of prevarication regarding their
attitude to assisted suicide.14 However, it is still possible there for an individual engaging in com-
plicity with another person’s suicide to be the subject to prosecution for culpable homicide.

The Law throughout the UK prevents dying people from asking for medical help to assist
them to die. However, there have been several recent attempts to change this. In England,
the legislation proposed by Lord Joffe: Assisted Dying for the Terminally Ill Bill (2005–06)15

was rejected by the House of Lords, along with the rejection of the Bill proposed by Lord
Falconer several years later, Assisted Dying Bill (2013–14).16 In Wales, there were four separate

https://doi.org/10.1017/S1460396919000402 Published online by Cambridge University Press

https://www.cambridge.org/jrp
https://doi.org/10.1017/S1460396919000402
https://doi.org/10.1017/S1460396919000402
mailto:sophiedux94@gmail.com
http://orcid.org/0000-0003-2593-0434
https://doi.org/10.1017/S1460396919000402


attempts to introduce an assisted dying Bill between 2003 and
2006, and all were rejected by politicians.

There is an ongoingworldwide debate both for, and against,mak-
ing assisted dying legal and acceptable. At present euthanasia is legal
in Germany, the Netherlands, Belgium and Switzerland. Assisted
suicide is also legal in Canada, Japan and the US states of
Washington, Oregon, Colorado, Vermont, Montana, Washington
DC and California. Several European countries, such as Spain,
Sweden, England, Italy, Hungary and Norway, all allow passive
euthanasia under strict circumstances. Passive euthanasia is when
a patient suffers from an incurable disease and decides not to accept
life-prolonging treatments, such as artificial nutrition or hydration.

Only a few countries approve of assisted dying as a whole, with
assisted suicide being provided for by Laws in the Netherlands,
Switzerland and the US State of Oregon. In Belgium and the
Netherlands, there is legislation for euthanasia. However, unlike
in other countries, in Germany, assisted suicide can be practised
by anyone who is not a physician, because there is no existing
Law that forbids this.

When working with a patient making end-of-life decisions,
beyond the ethical concerns present with any client, the position
is that the ambiguously defined and potentially dynamic role of
the psychologist could give rise to complex ethical dilemmas
and legal liabilities.

Purpose of the study

The growing worldwide acceptance of the use of assisted suicide
and euthanasia and the complex ethical and social dimensions
of this issue present an interesting context in which to explore
the understanding of and the views and attitudes towards assisted
death and euthanasia in a general population in the UK.

The purpose of this study was not only to explore the under-
standing of and the views and attitudes of a population towards
assisted dying, but also to explore these in relation to an individ-
ual’s personal demographics, professional background and educa-
tion and to further identify which individuals would or would not
consider assisted death under certain circumstances.

The sample population in this study will include a variety of
individuals from different educational and professional back-
grounds. The hypothesis of the study is that individuals from a
health and/or psychology-related background will, overall, be less
likely to support assisted suicide and euthanasia.

Materials and Methods

The study was conducted during August 2018. The sample popu-
lation was a target number of 300 people obtained through a simple
random sampling method of participants who were all volunteers,
anonymous and from the general population in the UK.

The researcher was confident that a large enough sample could
be achieved through access to individuals through the use of
convenience sampling using email channels and social media,
based on a platform designed for data collection using Survey
Monkey. It was recognised that the study needed to sample enough
participants to enhance the reliability and validity of the research.

This study included the use of human subjects in the data col-
lection and consequently required that the design of the study met
ethical principles of research,17 including beneficence, non-malfea-
sance, integrity and impartiality, as considered by the University
of Hull Research Ethics policy, and their requirement to submit
the Ethics Checklist for research projects involving human

participants. This study gained ethical approval from the
University’s Ethics Committee.

Participants were not forced, coerced or bribed into completing
the questionnaire. Participants were offered the option to cease
completing the questionnaire at any point during completion.
Qualitative data collected from all participants was anonymised.

The questionnaire was anonymous, and informed consent was
sought by the completion of a text box, but it was also assumed
through the completion and return of the questionnaires.

Consent was gained from each participant through a separate
page on the online survey software prior to the start of the ques-
tionnaire. Participants were informed at the start of the survey that
all responses would only be used for the present study. All of the
data was anonymised and complied with the Data Protection Act
(2018).18

Confidentiality of the data provided was adhered to and
requests for personal data were minimised, and participants could
choose whether or not to contribute such information.

Procedure

The data collection was a mixed method of quantitative and qualita-
tive design using a single survey approach through the use of an
online-based questionnaire, delivered through the university’s licence
to onlinesurveys.ac.uk. Thismethod provided a balance between data,
which can be analysed and presented through SPSS, as well as pro-
vided data, which can contextualise the beliefs and values of partici-
pants. Requiring the qualitative data alongside the quantitative data
further defines the existing data and provides a more in-depth under-
standing, thus improving the reliability of the data collection and
analysis as well as ensuring robust research outcomes.

The questionnaire comprised of single multiple choice, tick box
questions and open-ended questions, with space provided to add
explanations and additional information. The first part of the ques-
tionnaire was concerned with the demographics and background
of the participant and yielded dichotomous nominal data.

Before the primary research was conducted, a pilot study was
carried out to verify a clear understanding of instructions, timing
and the validity of the responses to the questionnaire. Responses
were recorded, and participants were asked to provide feedback
on their experiences in completing the questionnaire.

Feedback provided on the pilot questionnaire allowed for an
informed view on improvements which were made prior to
carrying out the main body of research, including the addition
of an extra question, improving the clarity of the questions and
allowing for an estimation of how long the questionnaire would
take to complete.

Measures

The participants were first asked about their demographics and
educational background. Then, they completed a more qualitative
section regarding their opinions towards assisted dying. Finally,
the third section covered scenarios and asked them to provide their
response to quantitative multiple-choice questions, and through
qualitative questions to explain their reasoning.

Data analysis

The answers supplied provided a wide range of data, which were
then split into their separate categories of qualitative and quanti-
tative data. The quantitative data was analysed and evaluated with
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the use of IBM SPSS, version 24. Qualitative data was then analysed
with the use of a multivariate analysis of variance.

The qualitative data was coded to formulate themes and
collective responses to form concrete indicators for those themes.
This analysis was primarily performed manually with final themes
and concepts being typed up later. Different views were evaluated
through a combination of SPSS, for quantitative data, and content
analysis, for the qualitative data.

Results

In response to the online-based questionnaire, from a target popula-
tion of 300, 117 responses were received. One response was excluded
from the data collection because it did not meet the inclusion criteria,
due to the responder not completing the consent section.

From section 1 of the questionnaire, related to the survey
demographics, there were responses from 36 male and 80 female
responders. Their ages ranged from 19 to 88 years (median = 41·66
years, standard deviation= 17·58 years). The majority of
participants indicated they were from the UK, 85·34%, and
12·07% indicating they were of various other nationalities and
2·59% choosing not to indicate their nationality.

The sample demonstrated a wide range of professional and edu-
cational backgrounds. Many respondents had completed a higher
education degree of some description (undergraduate degree
= 25%, postgraduate degree= 27·6%, PhD= 27·6% and 17·2%
declined to answer).

From section 2 of the questionnaire, the overall majority of
respondents were in support of assisted dying, with 85·5%, believ-
ing that assisted dying should be legal in the UK (see Figure 1).

Furthermore, the majority of respondents also believed that
individuals should be allowed to decide when, 88%, and where,
88·9%, they die (see Figures 2 and 3, respectively).

The responses and demographic data was further analysed into
three groupings; these were educational background, gender and
highest educational achievement.

SPSS analysis of variance

There wasn’t a statistically significant difference in responses
based on educational background. F (15,299) = 1·10, p= 0·35,

Wilk’sɅ= 0·862 and partial η2= 0·05. The detailed results are dis-
played in Table 1.

There wasn’t a statistically significant difference between
responses based on gender. However, it is important to note that
there were unequal sample sizes involved in this analysis.
Therefore, F (3,112) = 1·34, p= 0·26, Wilk’s Ʌ= 0·965 and partial
η2= 0·04. The detailed results are displayed in Table 2.

The third grouping analysed was the participant’s responses
against their highest educational degree/qualification. Once again,
the statistics given were not statistically significant. F (9,219)= 1·34,
p= 0·22,Wilk’sɅ= 0·878, and partial η2= 0·04. The detailed results
are displayed in Table 3.

Due to only aminority of respondents being against the concept
of assisted dying, there wasn’t a statistically significant difference
found in any of the possible grouping variants.

Other questions looked more closely at the individual’s
thoughts on assisted death. 47% would consider physician-assisted
death (PAD) within the UK if it was legal, 31·6%might consider it,
12% would not consider it as a possibility (see Figure 4).

Exploring this theme further, participants were asked whether
they would travel to a country where PAD is legal, considering
PAD is not legal in the UK. Responses indicated that 21·4% of
respondents would definitely travel to another country for PAD
if necessary, while a further 45·3% would under certain circum-
stances. 11·1% of respondents would not consider the option,
and 22·2% were uncertain how they would respond (see Figure 5).

Finally, the participants were questioned on the circumstances
that may lead to an individual making the decision for PAD. The
majority of responders were in support of a doctor supporting
PAD; however, more responders were in agreement with a doctor
administering the lethal medication than the individuals taking it
themselves, 59·8 and 48·7%, respectively.

These results showed that responders believed more strongly
that PAD should be available to those whose physical suffering
is unbearable, rather than those who have emotional or mental
health suffering, 63·2 and 32·5%, respectively (see Figure 6).

It is noted for each of these four questions that between 15·4 and
31·6% of responders indicated that they don’t know if a doctor
should assist in an individual’s suicide in any of these circumstances.

Qualitative: findings

Section 3 of the questionnaire was concerned with responders’
understanding and personal views of assisted dying. There was a
100% response rate on all eight qualitative questions. However, with
regards to answering the question, the response was 98·3%, with two
respondents choosing not to respond to the questions and answering
the questions regarding their understanding of the concept with:

‘I do not agree’.

The findings showed that the majority of respondents to have a
good understanding of the term ‘Assisted-dying’ and its implications
on easing end-of-life practices for those who suffer unbearably,
either in a care setting or at home, and the fear of legal consequences
and lack of approved options:

‘Everyone has the right to decide if they wish to live or die. No one has the
right to judge others by making this important and drastic decision.
People’s individual rights and wishes should be respected, even if we do
not agree or like the outcome’.

‘Palliative care is not excellent throughout the UK, and people still die
undignified and painful deaths. Fear of litigation can still prevent people
from having proper pain relief in home settings’.

Figure 1. Bar chart shows the results of Question 9. ‘In 2018, assisted dying is not
legal in the UK. Do you think it should be made legal?’
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While coding the results, two main themes emerged in support
of assisted dying. Theme 1 was that it should be an individual’s
personal choice whether they wish to assist their own death, and
theme 2 was that it was perceived that because of the lack of
treatment options for terminally ill people who are suffering
unbearably, assisted suicide was acceptable.

However, there were also several arguments made for why the
concept should remain illegal:

‘This is not a choice for people. It is a choice of God who created us.’
‘I think it is open to abuse by unscrupulous relatives/doctors thus mak-

ing it murder’.

Comments against assisted dying tended to focus on two main
themes: religious beliefs and the fact that the practice has the
potential to be abused by those who would receive personal benefit.

During the coding of the data, there were several main themes
that occurred throughout the responses: Religious beliefs, unscru-
pulous reasons, medical reasons and moral reasons.

Arguments for assisted dying

Personal reasons
Many respondents felt the practice should be legal for the reason of it
being an individual’s own choice on how their life should end. There
was a strong response rate of 64·3% to indicate that it should be the
individual’s decision on how they should be allowed to die and that
they should not be judged by others for their decision.Many respon-
dents felt the decision should be theirs to make when the time comes
and that they should not have to be influenced by others due to the
potential stigma they will receive for making that decision:

‘Everyone has the right to decide if they wish to live or to die. No one has the
right to judge others by making this important and drastic decision-peo-
ple’s individual rights, and wishes should be respected, even if we do not
agree or like the outcome’.

There was a conflict between the responses of those who felt
strongly about how those who are physically able to, can and do
end their own lives and that such an opportunity should be

Figure 2. Responses for question 15.

Figure 3. Responses for question 17.

Table 1. Statistics for analysis of responses against participants’ educational background

Multivariate testsa

Effect Value F
Hypothesis

(df)
Error
(df) Sig.

Partial eta
squared

Noncent.
parameter

Observed
powerd

Intercept Pillai’s trace 0·931 488·547b 3·000 108·000 0·000 0·931 1465·640 1·000

Wilks’ lambda 0·069 488·547b 3·000 108·000 0·000 0·931 1465·640 1·000

Hotelling’s trace 13·571 488·547b 3·000 108·000 0·000 0·931 1465·640 1·000

Roy’s largest
root

13·571 488·547b 3·000 108·000 0·000 0·931 1465·640 1·000

Q5_EduBack
ground

Pillai’s trace 0·143 1·102 15·000 330·000 0·354 0·048 16·523 0·710

Wilks’ lambda 0·862 1·102 15·000 298·542 0·354 0·048 15·176 0·660

Hotelling’s trace 0·155 1·101 15·000 320·000 0·354 0·049 16·516 0·709

Roy’s largest
root

0·108 2·369c 5·000 110·000 0·044 0·097 11·847 0·738

a Design: Interceptþ Q5.
b Exact statistic.
c The statistic is an upper bound on F that yields a lower bound on the significance level.
d Computed using alpha= 0·05.
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available for those who are not physically able to carry out the
suicide themselves:

‘A person should be allowed to end their life if they feel the need to. People
who are able to do so are allowed to do it so the same should be for those
who need help doing so’.

There are others who recognise that legalising the practice will
cause its own problems, which will need a high level of regulation
to make it possible.

‘Needs a high level of regulation and safeguards in place but should be legal-
ized to maintain dignity over life, choices in illness and death’.

Medical reasons
For the sub-question to question 9, ‘In 2018, Assisted-dying is not
legal in the UK, do you think it should be made legal?—Please give

reasons for your answer’, 22·2% of respondents indicated that they
felt it should be the legal choice of the person dying of a terminal
illness, whether to make their last few hours less painful and trau-
matic for all involved. One respondent indicated that they felt it
would have been far less distressing for both patient and family,
personally if their family member had not suffered as they passed:

‘Having watched 8 people die in the past 7 years, half of those a long, drawn-
out death from cancer, I have learnt a lot about the process of dying. Farmore
than any non-healthcare-professional should know. I havewatched four fam-
ilymembers in the past decade (and one other 17 years ago) die a slow, linger-
ing death. These relatives lived full and happy lives. They would not have lost
out on anything by being given extramorphine in their final weeks, once they
were bedridden and their loved ones had said goodbye. It would have been a
lot less traumatic for my family who has now died, and for those who kept
vigil by their bedsides, had they been entitled to assistance in death’.

Table 2. Statistics for analysis of responses against participants’ gender

Multivariate testsa

Effect Value F
Hypothesis

(df)
Error
(df) Sig.

Partial eta
squared

Noncent.
parameter

Observed
powerc

Intercept Pillai’s trace 0·933 515·795b 3·000 112·000 0·000 0·933 1547·386 1·000

Wilks’ lambda 0·067 515·795b 3·000 112·000 0·000 0·933 1547·386 1·000

Hotelling’s trace 13·816 515·795b 3·000 112·000 0·000 0·933 1547·386 1·000

Roy’s largest
root

13·816 515·795b 3·000 112·000 0·000 0·933 1547·386 1·000

Q2_Gender Pillai’s trace 0·035 1·343b 3·000 112·000 0·264 0·035 4·030 0·350

Wilks’ Lambda 0·965 1·343b 3·000 112·000 0·264 0·035 4·030 0·350

Hotelling’s trace 0·036 1·343b 3·000 112 000 0·264 0·035 4·030 0·350

Roy’s largest
root

0·036 1·343b 3·000 112·000 0·264 0·035 4·030 0·350

a Design: Interceptþ Q2.
b Exact statistic.
c Computed using alpha= 0·05.

Table 3. Statistics for analysis of responses against the highest degree of education

Multivariate testsa

Effect Value F
Hypothesis

(df)
Error
(df) Sig.

Partial eta
squared

Noncent.
parameter

Observed
powerd

Intercept Pillai’s trace 0·856 178·641b 3·000 90·000 0·000 0·856 535·924 1·000

Wilks’ lambda 0·144 178·641b 3·000 90·000 0·000 0·856 535·924 1·000

Hotelling’s trace 5·955 178·641b 3·000 90·000 0·000 0·856 535·924 1·000

Roy’s largest
root

5·955 178·641b 3·000 90·000 0·000 0·856 535·924 1·000

Q6_Highest
Edu

Pillai’s trace 0·124 1·321 9·000 276·000 0·225 0·041 11·892 0·640

Wilks’ lambda 0·878 1·342 9·000 219·187 0·217 0·043 9·748 0·531

Hotelling’s trace 0·138 1·356 9·000 266·000 0·208 0·044 12·208 0·654

Roy’s largest
root

0·123 3·786c 3·000 92·000 0·013 0·110 11·357 0·799

a Design: InterceptþQ6.
b Exact statistic.
c The statistic is an upper bound on F that yields a lower bound on the significance level.
d Computed using alpha= 0·05.
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One respondent, who has a pharmaceutical background, looks
at the concept from a different angle which is no less important
than a personal one:

‘As a pharmacist of 32 years, I have seen the pain and suffering too many
individuals when pain or other upsetting symptoms could not be
controlled’.

Others acknowledge how medical advances in the last few decades
mean everyone is living far longer than a century ago. 5·4% of responses
suggest it is due to medical intervention that people who are ill are living
longer, but not recovering, and that medical intervention should therefore
be allowed to ease the suffering of those who are terminally ill and won’t
recover, thus easing symptoms of depression in the patient and family as
they suffer through pain and treatments to prolong that suffering:
‘Given our medical advances, humans now live too long for our bodies to

cope. Arthritis, Dementia/Alzheimer’s, Cancers and many other undigni-
fied and painful illnesses are at their highest incidences with people of an
older age. I’m by no means saying that with arthritis you should be allowed
to end your own life - but with a terminal illness (such as cancers) or an
undignified one (such as dementia/Alzheimer’s) it should be possible to
assist in easing said person on (if it is their individual wish) to avoid
suffering’.

Arguments against assisted dying

Religious reasons
There were several respondents who were firmly against the con-
cept of assisted dying on religious grounds. These few respondents,
0·43%, were considerably less thorough in completing their
responses when asked to provide reasons for their answers on
multiple-choice questions. The responses state that their reason
for believing that assisted dying should not be made legal is due
to religious beliefs:

‘It is against my beliefs’.
‘This is not a choice for people. It is a choice of God who created us’.

A few respondents were very clear throughout the question-
naire on their views and opinions regarding why it should not
be made legal. They indicated how it was up to their religions’
higher power on who should die at what time. One respondent
indicated that their opinions stemmed from their belief of how
all life is precious and should be protected at all costs:

‘I have a strong Christian faith and beliefs which would stop me from end-
ing my own life, and especially for involving someone else in this act. I
believe that we must protect life at all costs. I also believe that doctors
who have trained to save a life should never be put in a position where they
are asked to cause the death of a patient. We do not know the psychological
toll this will take on them over time. I am also aware of the many hospices
throughout the UK which strive to provide a dignified death through care
and, where appropriate, the withdrawal of life-sustaining treatment. I
believe that the governmentmust domore to promote and protect hospices
and the provision of palliative care throughout the UK’.

Unscrupulous reasons for assisting
There were several respondents who stated assisted dying should
not bemade legal, and they would not condone it due to any system
not being entirely safe. Respondents highlighted the fact that there
would have to be fixed safeguarding if it became legal. One indi-
vidual highlighted how the system was not suitable for the UK.
Others indicated concern about whether those who assisted in
the death were doing so for selfish reasons:

‘There are too many safeguarding issues and detecting whether or not
someone has been coerced towards seeking to end their life is too difficult’.

‘Assisted suicide - one could be coerced. Suicide - your choice alone’.

For those respondents who mentioned different unscrupulous
intentions behind assisting in death, this was a powerful topic.
There was concern about whether the individual seeking help
was doing so of their own free will, whether they were being

Figure 4. Responses for question 16.

Figure 5. Responses for question 11.
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unknowingly coerced or whether they were not mentally fit to
make the decision. This is highlighted very well by one respondent
who pointed out the risk of abuse to the system:

‘Risk of abuse and lack of robust framework to protect individuals’.

Medical reasons
The third theme identified in the data against assisted dying was
due to medical reasons. One respondent highlighted that medicine
is a science that not even science is foolproof and that mistakes will
always occur:

‘Medicine is just a study and is never 100% correct - it may be that your life
will not end as badly as predicted. Your life is not always what youwant it to
be, but that does not mean you should kill yourself because tomorrow may
hold a blessing’.

This response indicates a lack of trust that diagnoses are not
accurate 100% of the time and that assisted death should not be

an option because an individual will never know what their future
would have been like, and the outcomemight have been better than
expected.

A second respondent was also concerned and highlighted human
error as the reason they are against assisted suicide. Another
respondent indicated how human error happens every day, and
no system can account for it all of the time. Human error will occur,
and procedures will go wrong or happen to the wrong person:

‘This procedure is irreversible therefore no mistakes can be made. Human
error will lead to murder’.

Moral reasons
The final theme identified while coding the data was moral reason-
ing. Seven respondents, 0·6%, highlighted that they did not agree
with the concept of assisted dying due to firm beliefs that life is
precious. However, the reasons behind this theme were more

Figure 6. Responses for questions 19, 20, 21 and 22.
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complex. One response indicated that this was due to wanting to
appreciate the life they had with their loved ones for as long as
possible:

‘My life is precious. My time spent with loved ones is precious - I wish to
spend as long as possible with them’.

Others revealed a concern for the family left behind by those
who sought assisted death in a foreign country. The response high-
lighted how distressing this could be for family members who are
left with no other choice than to stay behind:

‘Travelling elsewhere to die can be cruel for those left behind, causing
unnecessary heartache and expense. It is illegal in this country for a reason’.

A final point of view was the lack of appreciation of the life these
individuals already have. This response notes that no matter how
dark life becomes, a light can always be found. They comment on
how assisting a suicide is not appropriate and should not be
supported:

‘I fail to see the difference between the two. However, assisted dying is an
inappropriate compromise to suicide and should not be condoned, there is
always a light to be found in the dark’.

All of these respondents clearly indicate their own beliefs and
opinions about the concept. It is a concept that is highly contro-
versial and debated readily all over the world. However, one
respondent has addressed the issues entirely in the first sentence
of her response. The response summarises the thoughts behind
the majority of responses, which do not support the idea of assisted
dying:

‘It is a difficult question to answer because with every solution is a problem
and has unforeseen consequences, but it has happened in other countries’.

Discussion

The purpose of this study was to investigate and evaluate the views
and opinions of individuals towards the topic of assisted dying and
euthanasia. Information was gathered through the mixed methods
questionnaire and then screened for possible grouping variables for
the quantitative statistics. The data analysis revealed that there was
no statistical significance in various groups due to the majority of
the participants being in favour of the legalisation of assisted dying
and euthanasia.

There was no correlation between those who support assisted
dying or those who do not and their professional background or
educational status. This was not in support of the original hypoth-
esis of this study : ‘the outcomes of the study will find that those
individuals from a health and a psychology related background will
overall, be less likely to support assisted suicide and euthanasia’.

The study included a review of the relevant legislation for other
countries and states around the world. This review revealed the
logistics and issues others faced in attempting to legalise assisted
dying, such as in Australia, where it was legal for a short period
of time before the decision was overturned and once again made
illegal.19 It is unlikely that the debate over the legalisation of PAD
and euthanasia will ever end. At present, the majority of the legis-
lation that exists addresses the choice of assisted dying in respect of
adult patients who are terminally ill, with their deaths predicted
within a specific time frame, typically 6 months.

The study found that the majority of respondents believe that
assisted dying and euthanasia should be a legal option available to
those who are physically suffering and that they should have the
choice. The results show that the majority of participants believe

that it should be legal in the UK, that everyone should have the
right to make their own choices about their life and that they
should be able to seek assisted dying because of unbearable suffer-
ing or because they are terminally ill with less than 6 months left to
live, should they so wish. Many responders felt strongly that if
patients were able to make this choice, then the experience would
be far less traumatic for everyone involved and that the patient
could thereby die peacefully and painlessly with their loved ones
by their side.

None of the countries or states that have legalised PAD and/or
euthanasia have incorporated policies requiring psychological or
psychiatric reviews in all cases of requests for assisted dying,
although it has been recommended several times over the years
by several different studies and reviews on the topic.20–22 In all
cases, it is deemed the patient should display mental capacity
and competence, but there isn’t a requirement for them to be
assessed by psychiatrists or psychologists to confirm this capacity
and competence.

The study reveals many strong opinions on autonomy, focusing
on how it should be an individual’s decision and that the decision
should not be impeded by the House of Lords rejecting the legal-
isation of PAD within the UK. However, at the same time, the
analysis shows that those who are in favour of legalisation recog-
nise the importance of having sufficiently structured safeguards in
place to overcome the foreseen problems.

This was one of the main reasons for several respondents as to
why PAD and euthanasia should not be legalised. The responses
expressed their concerns about the high potential for abuse, where
those who would benefit from the death of the patient could poten-
tially coerce them into agreeing to euthanasia. This clearly high-
lights the necessity for checks and balances to control the
circumstances and keep the patient safe, at the same time as
respecting their wishes.

The UK already has a proposed model for the introduction of
PAD, which can be found within the Bill proposed by Lord
Falconer, Assisted Dying Bill [HL] (2013–14).16

The Bill includes a level of criterion for when assisted dying
could be considered, whether the patient is of legal age, is suffering
from a progressive disease which is resistant to treatment and
where the patient expected to die within 6months. In these circum-
stances, it would typically be the decision of the medical profes-
sional to decide whether the patient is eligible to be given this
choice. However, the strong negative reaction of medical
professionals to the Bill saw it being rejected in the House of Lords.

Reasons for choosing PAD

A reoccurring theme for respondents to the questionnaire, and one
of the most common reasons given for choosing PAD, was the loss
of dignity, reported on behalf of both the patient and the family. It
is for this reason that themost touted term in the context of assisted
dying and euthanasia has become ‘Death with Dignity’. PAD and
euthanasia are also referred to under this term in several legislative
reports for the various states in the USA.23–26

The study indicates that death with dignity is the concern
for physicians in other countries who do participate in PAD.
Physicians in Washington state, Oregon as well as the
Netherlands who are asked about the motives of their patients,
have stated the motive that stands out the most is concern over
the patient loss of dignity.7

Another reason for choosing PAD, which occurs far less, but it
still mentioned by respondents, is the patient’s perceived burden to
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others. This is particularly true for palliative care where the patient
has returned to their own home. It is a reason why a few respon-
dents stated they would consider euthanasia. This response was
usually associated with the participant having a family member
who returned home before their death. It was noted how this added
stress and anxiety to the family when the patient perceived their
own care at home as a burden to others. Thus, it was reported
to be a common reason for desiring euthanasia, by the patient,
when they felt they became a burden for those who cared for them
the most.27

Reasons for not choosing PAD

One of the reasons identified in this study for individuals not want-
ing to consider PAD and euthanasia is the risk of abuse and
coercion of vulnerable people. It is known that abuse of the elderly
already occurs across the UK, and it is believed by some respon-
dents that if PAD was to become legal with inappropriate safe-
guards, then it is only a matter of time until an elderly patient is
coerced through abuse or manipulation by those who would
benefit from their death.8,10

A second reason identified is because of the religious views of
the participants. There was a good indication and a common rea-
son for participants not to consider PAD and euthanasia because of
the intrinsic value of every human life. It is the belief of these
respondents that it is crueller to those who are left behind when
someone dies. A repeated view stated by several respondents is that
it is not our place to decide to take a life, but god’s place, and all
human life is sacred and should therefore be protected.28

The main limitation was the small scale of the study.
The questionnaire had its limitations due to the inclusion of

both qualitative and quantitative questions. The quantitative data
gathered was limited in its responses with there being no identifi-
able grouping variable for comparison when using statistics. The
questionnaire was not as long as originally planned due to
the inclusion of both quantitative and qualitative data, as well as
the amount of time needed to complete the survey.

A more thorough study, involving a larger sample size and
therefore participants from a greater range of disciplines, would
increase the ecological validity of the study, while also allowing
for the possibility of discovering whether there are demographic
groupings, which become statistically significant when the data
is analysed. If the study had been longitudinal, then it could have
also explored whether participant’s responses to the questions
change over time, as their personal circumstances change. Both
of these options would improve the reliability and validity of
the study.

As part of this study, respondents were questioned on at what
point or when would they consider seeking an assisted death for
themselves. This could be further explored for more details.
Further research could sample patients who are terminally ill or
are suffering from a degenerative disease, to carry out qualitative
research on their desires and wishes for end-of-life care, to make
the experience less traumatic and distressing for all those involved.

Conclusion

Worldwide, there is much ongoing debate about the right of an
individual to seek assisted suicide. Somemodern-day societies have
sought to provide legislation to legalise PAD whilst others have
firmly taken the stance to make it illegal, for example, in the UK.

The majority of respondents in this study, the majority living in
the UK, indicated that they believe assisted suicide should be made
legal, an option available for those who are terminally ill. Views
indicated that if assisted dying was legal, it would allow terminally
ill patients to die with dignity and without prolonging pain. The
wishes of the individual should be accepted without fear of
judgement by others for their decision. This would grant the
terminally ill and mentally competent adult the ability to decide
on when to die and to pass away painlessly, peacefully and with
their family close by when the time comes.

A minority of respondents in this study were opposed to
assisted suicide, no matter what the circumstances were. This view
was supported by the belief that assisted dying isn’t a right for
anyone to have, and no one should take their own life, because life
is precious. However, generally, respondents agreed that it is
important to ensure that a terminally ill patient’s last days are as
pain-free, comfortable and as dignified as possible.
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