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Abstract
Background  Medical assistance in dying (MAiD) sparks debate in several countries, some of which allow or plan 
to allow MAiD where a mental disorder is the sole underlying medical condition (MAiD-MD). Since MAiD-MD is 
becoming permissible in a growing number of jurisdictions, there is a need to better understand the moral concerns 
related to this option. Gaining a better understanding of the moral concerns at stake is a first step towards identifying 
ways of addressing them so that MAiD-MD can be successfully introduced and implemented, where legislations allow 
it.

Methods  Thus, this article aims (1) to better understand the moral concerns regarding MAiD-MD, and (2) to identify 
potential solutions to promote stakeholders’ well-being. A qualitative thematic review was undertaken, which used 
systematic keyword-driven search and thematic analysis of content. Seventy-four publications met the inclusion 
criteria.

Results  Various moral concerns and proposed solutions were identified and are related to how MAiD-MD is 
introduced in 5 contexts: (1) Societal context, (2) Healthcare system, (3) Continuum of care, (4) Discussions on the option 
of MAiD-MD, (5) MAiD-MD practices. We propose this classification of the identified moral concerns because it helps to 
better understand the various facets of discomfort experienced with MAiD-MD. In so doing, it also directs the various 
actions to be taken to alleviate these discomforts and promote the well-being of stakeholders.

Conclusion  The assessment of MAiD-MD applications, which is part of the context of MAiD-MD practices, emerges 
as the most widespread source of concern. Addressing the moral concerns arising in the five contexts identified could 
help ease concerns regarding the assessment of MAiD-MD.
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Background
Medical assistance in dying (MAiD), which encompasses 
euthanasia and physician-assisted suicide [1], raises 
debate in several countries. Belgium, The Netherlands, 
Luxembourg, and Switzerland have allowed people liv-
ing with mental disorders to access some forms of MAiD 
for years [2]. More recently, Spain has passed a MAiD 
law making people living with mental disorders eligi-
ble for MAiD under certain conditions [3]. Canada has 
decriminalized MAiD for physical conditions and plans 
to allow MAiD when a mental disorder is the sole under-
lying medical condition (MAiD-MD) [4]. The subject of 
MAiD-MD is a delicate and controversial one, which has 
given rise to a great deal of international reflection, lead-
ing to the development of a rich literature on the subject. 
Hence, the literature on MAiD-MD is extensive, and 
research emerging from countries that allow this practice 
is complemented by contributions from countries that do 
not. An important part of the reflections and work car-
ried out on the subject regards the question of whether 
people living with mental disorders should be eligible 
for MAiD or not. Literature reviews on the arguments 
in favor and against MAiD-MD have notably been car-
ried out by Nicolini et al. (2020) and Grassi et al. (2022) 
[5, 6]. The ethical acceptability of MAiD-MD practices 
is a polarizing issue, which can limit the exploration of 
nuances in positions and impede the mutual understand-
ing of people with different perspectives on this question. 
We believe that a promising notion for exploring these 
nuances is that of moral concerns, as they may provide 
common ground for discussion between those in favor 
and those against MAiD-MD. Indeed, moral concerns 
may be part of the reasons why some people are opposed 
to MAiD-MD, but also of the drawbacks that those in 
favor of MAiD-MD feel are important to address if the 
practice is to be acceptable. For example, moral con-
cerns about the conciliation of MAiD-MD practices and 
suicide prevention practices may lead some people to 
oppose MAiD-MD, just as it may qualify the position of 
those in favor of MAiD-MD (e.g., being in favor on con-
dition that requests for MAiD-MD are not the result of 
suicidal impulses).

Considering that MAiD-MD is becoming permis-
sible in a growing number of jurisdictions, there is a 
need to better understand the moral concerns related to 
this practice. Gaining this understanding is a first step 
towards identifying ways of addressing them so that 
MAiD-MD can be successfully introduced and imple-
mented, where legislations allow it. Thus, this article aims 
(1) to better understand the moral concerns regarding 
MAiD-MD, and (2) to highlight potential solutions that 
have been suggested by others to promote stakeholders’ 
well-being (namely people living with mental disorders, 
their relatives, and their healthcare professionals). Hence, 

although highly relevant, moral concerns relating to not 
allowing MAiD for people with psychiatric suffering are 
not covered by this literature review.

Methods
This qualitative thematic review relied on systematic lit-
erature searches in addition to screening and structured 
thematic content extraction strategy, inspired by Arksey 
& O’Malley (2005) and by Levac & al. (2010), as well as 
by more structured forms of thematic literature reviews 
[7–12]. Figure 1 illustrates the article selection process in 
the form of a PRISMA-type diagram.

Identifying the research question: The following ques-
tions guided the review: What moral concerns are 
reported regarding medical assistance in dying where a 
mental disorder is the sole underlying medical condition? 
What possible solutions are proposed to address these 
concerns?

Identifying relevant studies: The literature searches 
were developed around three concepts: moral concerns, 
medical assistance in dying, and mental disorders. The 
search strategy was validated by a librarian from Uni-
versité de Montréal’s School of Public Health and put 
forward MeSH terms (Medical Subject Headings) and 
keywords for each concept, which were applied to the 
title, abstract, and keyword headings fields. Moral con-
cerns were identified using the “ethics” and “morals” 
MeSH terms, with the equation (Moral* or bioethic* or 
ethic*); medical assistance in dying was targeted using 
the MeSH terms “suicide, assisted”, and “euthanasia, 
active, voluntary”, with the equation ((Assist* or “medi-
cal aid”) ADJ2 (dying or dead or death or suicide or die)) 
or euthanas*; mental disorders were targeted with the 
“mental disorders” MeSH term, with the equation men-
tal disorder* or mental health or mental illness* or psy-
chiatric disorder* or psychiatric illness* or psychiatric 
disease* or behavior disorder* or bipolar* or depress* or 
psychos* or psychot* or schizoaffect* or schizphren* or 
cyclothym* or anxiety* or obsessive-compulsive disor-
der* or post-traumatic stress* or dissociat* disorder* or 
personality disorder* or eating disorder* or social phobia 
or substance-related disorder*. The literature search was 
conducted on July 13, 2022, in the MEDLINE (n = 641), 
EMBASE (n = 509), CINAHL (n = 170), PsycInfo (n = 268) 
and Web of Science (n = 256) databases, and the identi-
fied articles were imported into the Covidence software 
(N = 1278).

Study selection: Article selection was conducted in two 
phases: (1) by the title and the abstract, (2) by the con-
tent overview. The inclusion criteria for the first screen-
ing phase were: that it is an article and not a poster or 
conference abstract; that the article is written in French 
or in English (languages mastered by the authors); that 
the abstract of the article focuses on MAiD-MD. This 
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first screening phase allowed for 161 articles to move to 
the second screening phase. Articles were excluded if 
MAiD-MD was not central to the abstract; if they dealt 
with MAiD in a context other than mental disorders 
(e.g., MAiD only, MAiD for physical conditions or for life 
fatigue, MAiD in the context of neurocognitive or neu-
rodevelopmental disorders, MAiD for minors and new-
borns); if they dealt with suicide only or palliative care; 
if they dealt with involuntary euthanasia (e.g., Nazi era); 
or if they addressed moral concerns unrelated to MAiD-
MD (e.g., veterinary euthanasia, health ethics in gen-
eral).  The inclusion criteria for the second phase were: 
that the article focuses on MAiD-MD (e.g., an article 
about MAiD but with more than minimal content about 
MAiD-MD); that the article offers substantial qualitative 
analysis either by their methods (qualitative design) or 
by qualitatively appraising quantitative data (quantitative 
design); that the article mentions moral concerns related 
to MAiD-MD (e.g., an article about the eligibility criteria 
for MAiD-MD and discussing related moral concerns). 
This second screening phase allowed for the inclusion 
of 74 articles. Articles were excluded if MAiD-MD was a 
minor portion of the article (e.g., if only a brief paragraph 
alluded to MAiD-MD); if the qualitative contribution of 
the article was limited or absent (e.g., survey results pre-
sented with little interpretative analysis); or if the content 
was purely clinical. Inclusion criteria were piloted and 
established by the first author and a research assistant, 
who independently reviewed each article, and were vali-
dated by the second author. Disagreements were resolved 

through dialogue and contributed to the refinement of 
inclusion criteria.

Charting the data: The content extraction was carried 
out by the first author to identify moral concerns emerg-
ing from the literature as well as possible solutions to 
address them. A moral concern was identified when dis-
comfort, distress, uncertainty, or a dilemma as to the best 
way to act was identified [13] or if a described situation 
impeded stakeholders’ well-being [14]. Articles were clas-
sified as (1) theoretical article; (2) perspective, opinion, 
response, or comment; (3) review; (4) empirical study; (5) 
case review or case series; (6) chapter.

Collating, summarizing, and reporting the results: A 
thematic analysis allowed us to identify moral concerns 
and to group them into five contexts of emergence, as 
illustrated in Additional file 1. We have also identified 
potential solutions proposed in the literature and associ-
ated them with the context of emergence to which they 
correspond. Narrative summaries citing illustrative stud-
ies are presented to highlight these moral concerns and 
proposed solutions. Salient constructs, which recur in 
several contexts, have been identified in the discussion.

Consultation: Following Levac et al. (2010)’s steps for 
realizing a scoping review, this literature review included 
a consultation phase with a group of key stakeholders, 
including people living with a mental disorder, to com-
plement the literature review [11, 12]. The group’s com-
ments and experiential knowledge were considered to 
improve the formulation of some of the identified moral 
concerns and to shed better light on some of them.

Fig. 1  PRISMA diagram illustrating the systematic article selection process
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Results
The keyword-driven searches yielded 74 publications 
corresponding to the inclusion criteria, of which 18/74 
came from jurisdictions currently allowing MAiD-MD 
(Belgium, The Netherlands, Switzerland), 22/74 came 
from a country planning to expand its legislation (Can-
ada), 19/74 were from places where MAiD-MD is not 
considered (USA, Africa, Australia, other countries in 
Europe), and 14/74 were combined international per-
spectives. Among these publications, 29/74 were theoret-
ical articles; 28/74 were comments or perspectives; 7/74 
were reviews; 4/74 were empirical studies; 4/74 were case 
studies; and 2/74 were chapters.

This qualitative thematic review allowed us to identify 
various moral concerns and possible solutions, which 
are related to how MAiD-MD is introduced into the fol-
lowing 5 contexts of emergence: (1) societal context, (2) 
healthcare system, (3) continuum of care, (4) discussions 
on the option of MAiD-MD, (5) MAiD-MD practices. 
These contexts were identified iteratively during data 
extraction and are interrelated as shown in Fig. 2.

Societal context
Moral concerns related to the societal context
Policy making and tension between inclusion and protection
In the societal context, the primary moral concern sur-
rounding MAiD-MD relates to developing laws, policies, 
and regulations. On the one hand, the need to protect 
people living with mental disorders is highlighted, given 
their possible vulnerability [15–17]. On the other hand, 
excluding these people from eligibility for MAiD-MD 
is seen as an obstacle to their right to die with dignity 
[18]. Laws governing MAiD try to take this tension into 
account. However, concerns remain about the societal 
responsibility to help these people live with their con-
dition before considering helping them to die [18, 19]. 
Although MAiD-MD can bring some peace of mind [18, 

20, 21] by offering an exit option to people who fear that 
their suffering will be perpetual [22], concerns have been 
expressed about the message sent by the expansion of 
MAiD eligibility to potentially vulnerable people [23], 
who may be struggling to find meaning to their lives [24]. 
The fear that the gradual expansion of the laws governing 
MAiD could lead to abuses is also noted [25, 26].

Stigma, discrimination, and social determinants of health
The introduction of MAiD-MD raises fears of increased 
stigmatization and discrimination about mental disor-
ders and the fear that problems related to social determi-
nants of health may lead some people to consider seeking 
MAiD-MD. Discrimination can be experienced by people 
with mental disorders on a daily basis, both by the people 
around them [27], by the authorities [28], by the medical 
profession [17], or by public policies that exclude them or 
fail to consider them adequately [16, 29–32]. Experiences 
of stigma have been reported as contributing more to 
the intolerability of suffering among people with mental 
disorders than the symptoms of the disorder [33]. Some 
socially disadvantaged people might consider MAiD-MD 
to escape the suffering and stressors caused by their real-
ity [6], such as social isolation, homelessness, poverty, 
inadequate housing, and unemployment [33, 34]. Thus, 
people could ask for MAiD-MD to escape life circum-
stances that are in principle remediable (e.g., with policy 
and decisions regarding resource allocation [35]).

Public opinion, media and lack of trust
Some authors fear MAiD-MD may lead to or increase the 
erosion of patient and public trust in psychiatry [25, 36] 
by reinforcing the belief that nothing can be done to help 
people living with mental disorders [37]. The growing 
media coverage of controversial examples of MAiD-MD 
can amplify this lack of trust [37] by opening a space of 
doubt and fear in the collective imagination [38] and by 

Fig. 2  Five contexts of emergence of moral concerns related to MAiD-MD
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influencing policymaking. Finally, a history of mistreat-
ment towards people with mental disorders generates a 
taboo around MAiD-MD [39].

Identified needs and proposed solutions to societal 
context issues
A critical need is to help people live with their mental 
disorders before considering helping them die, which 
requires improving social support [40], reducing stigma 
[41], adapting work environments to mental health 
needs, and fostering a sense of community belonging 
[42]. It is essential to examine the legislative develop-
ments surrounding MAiD-MD [43] to ensure that the 
suffering of people living with mental disorders is not 
minimized [44] and to promote their empowerment in 
their care decisions as well as in their life trajectories, 
which may or may not include a request for MAiD-MD 
[38].

Healthcare system
Moral concerns related to the healthcare system
Lack of resources and access to care and services
Human, financial, and material resource shortages [34, 
45, 46] are acute in mental health care and services. In 
this context, adding a more rigorous assessment process 
for MAiD-MD requests, including various safeguards, 
could impose an additional burden on an already strug-
gling system [28, 45]. Furthermore, access to adequate 
and patient-centered mental health care is essential to 
alleviate suffering. However, many people living with 
mental disorders face significant delays in accessing care 
and services [46] or do not have access to treatments and 
services adapted to their condition at all [43]. MAiD-MD 
could thus be considered an alternative to care, which is 
deemed problematic [19, 47]. Although this possibility 
may suggest that it is preferable not to allow MAiD-MD 
in a context where resources and access to resources are 
lacking, preventing people in unbearable suffering from 
accessing MAiD-MD on the pretext that the healthcare 
system must be improved beforehand is to condemn 
prima facie eligible people to excruciating suffering [34].

Limits of medicine
The fact that, despite decades of research, medicine 
remains an imprecise discipline that cannot answer every 
problem is difficult to accept for some healthcare pro-
fessionals [48]. It can make them reluctant to conclude 
that a mental disorder is without prospect of recovery; 
hence, to consider a MAiD-MD request ineligible. In 
some cases, the lack of effectiveness of mental health 
treatments [49] can make healthcare professionals feel 
powerless or dread situations where they cannot help 
certain people [41]. Furthermore, when quality mental 
health care fails to help patients, they may be confined to 

intolerable suffering unless MAiD-MD is considered [48]. 
The fact that the causes of mental disorders are often 
misunderstood limits the chances that effective treat-
ments adapted to the patient’s needs will be available [50, 
51].

Suicide prevention
The main concern surrounding MAiD-MD and suicide 
prevention is the idea that MAiD-MD is a way of help-
ing some people commit suicide [49, 52]. Therefore, 
MAiD-MD seems complicated to reconcile with suicide 
prevention [53, 54], with suicide prevention being a well-
established societal responsibility [47]. Some healthcare 
professionals perceive MAiD-MD as a way to act on 
suicidal ideation, resulting in the death of people who 
would not otherwise have committed this act [52]. Thus 
perceived, MAiD-MD runs counter to the commitment 
of healthcare professionals to preserve life by prevent-
ing suicide [47]. However, data from a recent empirical 
study reported that people living with mental disorders 
have no difficulty distinguishing their previous suicidal 
states from their state when they requested MAiD-MD 
[20]. This suggests that the reasons leading a person to 
seek MAiD-MD may differ significantly from those lead-
ing them to commit suicide.

Lack of training and expertise
A lack of training and expertise from healthcare profes-
sionals could impede the introduction of MAiD-MD in 
the healthcare system [55, 56]. Some healthcare profes-
sionals feel ill-prepared to follow the law, failing to know 
how it applies to patients [56] and how to apply it with-
out discrimination [33] (e.g., without being influenced 
by biases against mental disorders). Others feel a lack 
of preparation to receive MAiD-MD requests and to get 
involved in MAiD-MD [55, 56], either due to a lack of 
communication skills [57], lack of knowledge of mental 
disorders [33, 58] or lack of reflexivity and ethical delib-
eration skills [56].

Identified needs and proposed solutions to healthcare 
system issues
Among the proposed solutions, having better-resourced 
mental health services is necessary [16, 40]. The need to 
show humility in the face of the limits of psychiatry in 
relieving mental suffering [24]  is reported, and the need 
to improve access to mental health care and services is 
also expressed [34, 42, 45, 57]. The importance of raising 
awareness of suicide risk and its management is men-
tioned too [37]. In addition, a glaring need is felt among 
healthcare professionals for training [42, 56] and guide-
lines considering the complexity encountered in prac-
tice [59], and both healthcare professionals, MAiD-MD 
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applicants, and their relatives would benefit from these 
resources being developed.

Continuum of care
Moral concerns related to the continuum of care
Hope for recovery and the patient-clinician relationship
The introduction of MAiD-MD into the continuum 
of care can affect the therapeutic relationship [17, 48, 
59], which is closely correlated with patients’ hope for 
improvement [37], a key facilitator of recovery [23, 52]. 
Healthcare professionals’ involvement or support of 
MAiD-MD could also affect the resilience of patients 
[60], the therapeutic relationship [26, 48, 60] and poten-
tially influence the patient to lose hope that their situa-
tion will improve if they have the impression that the 
healthcare professional is abandoning the therapeutic 
project [23, 37]. Such loss of hope can give rise to a self-
fulfilling prophecy [23, 37, 51] by reinforcing the patient’s 
sense of hopelessness and compromising their potential 
for recovery [51]. Conversely, some authors point out 
that acknowledging the irremediability of a person’s con-
dition can promote hope, empathy and engagement and 
thus promote recovery [33], making that person feel gen-
uinely considered [37].

Quality of care
Another primary concern surrounds the quality and con-
tinuity of care [19], and adding MAiD-MD as an option 
exacerbates this concern [23, 54]. The fear that MAiD-
MD might hinder the improvement of care practices, 
social support, and resources to help people live with 
their mental disorders has been expressed [37, 41]. It 
is problematic that a person could request MAiD-MD 
without first accessing care and services adapted to their 
situation [61, 62]. For example, Mehlum et al. (2020) 
mentioned doubting whether people living with bor-
derline personality disorder are offered evidence-based 
personality disorder-specific treatments. This suggests 
that people living with mental disorders may seek medi-
cal assistance in dying while not receiving the best treat-
ments for their condition [63]. A Dutch empirical study 
reported that some people who requested MAiD-MD 
felt they were being refused some therapeutic options 
because their mental healthcare professional deemed 
treatment incompatible with a wish for MAiD-MD [20]. 
A lack of holistic care for people living with mental disor-
ders has also been documented: psychosocial dimensions 
and interactional factors are often overlooked compared 
to biological dimensions [23]. Being regularly confronted 
with patients with suicidal ideation, healthcare profes-
sionals can involuntarily adopt paternalistic attitudes 
towards these people [64], which affects their quality of 
care.

Goals of care
MAiD-MD may seem irreconcilable with the valuing of 
recovery-oriented approaches in mental health care [65], 
and some fear that its introduction into the continuum 
of care will cause a paradigm shift from a goal of improv-
ing quality of life towards a goal of assessing eligibility for 
MAiD-MD [28]. Helping people live with their mental 
disorders should precede MAiD-MD [66]. Still, the goals 
of care should also be tailored to each person’s specific 
needs, preferences, and life goals, including the right to 
refuse treatments, and the need to recognize when inter-
ventions become futile [2, 32, 61, 62, 64, 67]. Healthcare 
professionals may find themselves uncertain about how 
best to act in the face of treatment refusals, believing 
that these refusals can lead to preventable deaths [4] and 
considering that alleviating suffering through MAiD-MD 
takes time away from patients, limiting opportunities for 
healthcare professionals to provide significant therapeu-
tic benefits [38]. Determining the futility of interventions 
is a difficult value judgment to make for both healthcare 
professionals and patients [32, 64].

Answering patients’ needs
Among the unmet needs of people living with mental 
disorders are those related to care and services (notably 
a lack of symptom relief ), but also those related to daily 
needs (notably the need to have satisfying relationships) 
and existential needs (especially the difficulty of find-
ing meaning to life) [16, 20, 68]. The lack of response to 
these needs can prevent them from having a satisfactory 
quality of life [31]. This lack of help in living with mental 
disorders may lead some people to conclude that MAiD-
MD is the only option susceptible to alleviate their suf-
fering. Although MAiD-MD may be an option adapted 
to the needs of some people living with mental disorders, 
they must have prior access to options likely to help them 
live with their condition, knowing that they may decide 
not to choose these options. These options may include, 
but are not limited to, healthcare, social services, adapted 
housing and community support.

Identified needs and proposed solutions to continuum of 
care issues
Quality care involves adopting a non-paternalistic atti-
tude towards people living with mental disorders [31, 
69]. Reasonable therapeutic alternatives should be tried 
before considering MAiD-MD [18, 22] while considering 
the patient’s values. Thus, a change in psychotherapeutic 
or pharmacological strategy or a change in physician or 
care setting should first be considered before conclud-
ing that no options are left to help the person. For some, 
the mere possibility of having access to MAiD-MD could 
be enough to lighten the burden of their mental disorder 
without feeling the need to take advantage of it [20, 21]. 
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It is essential to cultivate the therapeutic relationship, to 
maintain open communication, and to offer support to 
address existential questions [70]. Recognizing and con-
sidering their moral convictions may help healthcare pro-
fessionals be more mindful about discussing MAiD-MD 
with patients [28]. Communication should be patient-
friendly, and the uncertainty related to mental disorders 
explicitly recognized [71], choosing words so as not to 
undermine hope (e.g., avoiding saying that nothing more 
can be done to help the person [72]). Some underline the 
attention that palliative psychiatry should receive when 
the mental disorder has reached a certain chronicity, as 
it could help alleviate some suffering of mental disorders 
[37, 41, 70]. These avenues seem promising for help-
ing people living with mental disorders lead meaning-
ful lives and maintain a positive view of themselves [62]. 
Two-track approaches to MAiD-MD, which maintain 
recovery-oriented care in parallel with the assessment of 
MAiD-MD requests, are also reportedly promising [40, 
69].

Discussions on the option of MAiD-MD1

Moral concerns related to discussing the option of 
MAiD-MD
Reacting to MAiD-MD requests
Since MAiD-MD is a morally sensitive practice with 
which not everyone agrees, it can be difficult for health-
care professionals to receive requests for MAiD-MD, to 
respond to them in a way that suits the patient’s needs, 
to involve the family or not, and to adapt the treat-
ment goals. It can also be challenging for family mem-
bers to accept that their loved one intends to request 
or has requested MAiD-MD [24]. Perception conflicts 
can arise between patients and healthcare profession-
als [71, 73], whose training focuses mainly on preserv-
ing life, particularly when MAiD-MD is not considered a 
last resort because treatment options remain to be tried 
[22]. The way of receiving and responding to the request 
for MAiD-MD can be tinged with paternalism aimed at 
imposing healthcare professionals’ values on patients 
[48] or reveal a lack of empathy or sensitivity to their 
situation [39], which can increase the distress of appli-
cants. A person who requests MAiD-MD and is simply 
told that they are not eligible or that they are not there 
yet may feel frustration [20], even distress. MAiD-MD 
requests place a significant emotional burden on the 
healthcare professionals who receive and assess them 

1  The context of discussions on the option of MAiD-MD refers to the period 
of reflection surrounding this option as well as the request itself. A person 
may consider requesting MAiD-MD and wish to talk about it with those 
around them and their clinicians, then decide to go ahead or not. Consid-
eration of MAiD-MD may include a request for MAiD-MD, which will then 
be explored through discussions before moving on to assessment (which is 
part of the context of MAiD-MD practices).

[24, 55], particularly if they are conscientious objectors 
[45] or if these requests make them feel powerless to 
protect people with mental disorders [41, 53]. Conscien-
tious objectors can oppose MAiD-MD without ignoring 
the suffering at stake: assuming the opposite is a mistake 
[74]. The experience of being overburdened by the num-
ber or the weight of the requests also leads some health-
care professionals to refrain from participating in MAiD 
[55]. Moreover, having a loved one die from MAiD-MD 
can be distressing for relatives [55], who may need to 
reconcile the hope that the patient will recover with the 
support they want to provide [6]. Although the involve-
ment of relatives can be beneficial to better understand 
the situation of the person requesting MAiD-MD, confi-
dentiality issues also arise when it comes to whether or 
not to involve relatives in the discussions surrounding 
MAiD-MD [45, 75].

Challenging care experiences influencing discussions
Many people with mental disorders have difficult care 
experiences. These people are sometimes met without 
compassion or even with exasperation, which can affect 
their self-esteem and increase their marginalization [19]. 
Mental suffering can be difficult to understand [24, 48] 
and tends to be less recognized than the suffering aris-
ing from physical illnesses [15, 21, 39]. People living with 
mental disorders are often not taken seriously [20, 48] 
unless they have physical symptoms or somatic manifes-
tations. Even that is not always enough to make them be 
taken seriously. They may then feel helpless, which may 
lead them to seek MAiD-MD. This request can be well 
considered [42], but it can also be a cry for help in order 
to be seen and heard [20, 70], or a request for communi-
cation [63]. The moral, cultural, or professional biases of 
healthcare professionals can alter the quality of the care 
experience [37]. Thus, biases against psychiatric distress 
can lead healthcare professionals to conclude that the 
person’s suffering is exaggerated and only in their head 
[32].

Transference and countertransference issues
MAiD-MD can generate issues of transference and 
countertransference, in particular given the enduring 
relationship that some patients have with their health-
care professional [2, 28, 53, 59, 60, 71, 76]. A healthcare 
professional could involuntarily be overinvested [41] or 
identify too much with the patient’s situation [2, 46] and 
show them an excess of empathy because they fear the 
state of deterioration, suffering, and loneliness experi-
enced by the patient. This transposition of the healthcare 
professional’s emotions onto the situation would consti-
tute countertransference. A healthcare professional could 
share the patient’s demoralization [57] from lack of being 
able to relieve their suffering [28]: this transposition of 
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the patient’s despair onto the healthcare professional 
would constitute transference. Transference and coun-
tertransference often come together and are usually 
unconscious, but they can lead healthcare profession-
als to facilitate access to MAiD-MD, or to respond to a 
MAiD-MD request with hostility, which could subse-
quently make a patient reluctant to share their suicidal 
thoughts, push them to act on those suicidal thoughts, 
or lead them to change healthcare professionals, thus 
harming the continuity of care [28]. The ability to bear 
the suffering reported by patients while containing their 
feeling of helplessness is a major personal and relational 
challenge for healthcare professionals, who are often ill-
prepared for this type of communication [57]. Identifying 
their own feelings of countertransference is also difficult 
for healthcare professionals [59], who may lack perspec-
tive of their situation.

Identified needs and proposed solutions related to 
discussing MAiD-MD
The fundamental recommendation concerning the man-
agement of MAiD-MD requests is related to the way of 
receiving and responding to them. Whether the appli-
cant is eligible or not, requests for MAiD-MD should 
be welcomed with openness and empathy, and should 
be considered seriously [70]. These requests can be 
received first as a demand for human connection and 
professional expertise to relieve suffering [70], but they 
must also be considered as real requests for assistance in 
dying to which it is important to respond in a meaning-
ful way [42]. Feeling that their suffering is acknowledged 
and having the opportunity to talk about their request 
for MAiD-MD can ease the suffering of people living 
with mental disorders, give them hope, build trust in the 
therapeutic relationship, and lead them to consider new 
therapeutic avenues, or decrease their desire to die [20, 
58]. This requires facilitating communication through 
deliberation and considering the important values of all 
stakeholders [65, 70] as well as the needs of the MAiD-
MD applicant. The issues of transference and counter-
transference should be addressed through professional 
consultations where the observations, feelings, and moti-
vations of healthcare professionals would be shared with 
the consulted colleagues to gain better insight into pos-
sible situations of countertransference [71]. However, this 
might not always be sufficient [59].

MAiD-MD practices
Moral concerns related to MAiD-MD practices and their 
repercussions
Assessment of MAiD-MD requests
The assessment of requests is the dimension of MAiD-
MD that has received the most attention in the literature. 
The underlying moral concerns are manifold and relate to 

the complexity of the assessment of MAiD-MD requests 
[56, 58]; as well as to the interpretation and application 
of eligibility criteria [6, 56], mainly in relation to capacity 
[29, 77, 78], to the intolerability of suffering [17, 56, 64, 
70], and to the irremediability of the condition [47, 51]. 
The vagueness of the concepts of incurability and irreme-
diability, as well as the complexity of assessing the appli-
cant’s level of appreciation of their situation, have also 
been highlighted [45, 55, 77, 79]. With respect to capacity 
to consent, many authors are concerned that requests for 
MAiD-MD can be influenced by the mental disorder and 
that the desire to die can be a symptom of the disorder, or 
that the request for MAiD-MD can stem from external 
pressure [6, 41, 45], which would invalidate the voluntary 
nature of the request [56, 80]. When remediable external 
factors are driving the request, the concern that MAiD-
MD could become a permanent solution to a temporary 
problem is palpable [22, 81].

Cognitive distortions resulting from the disorder could 
invalidate the informed nature of the requests [47], but 
this is not always the case [44, 79]. The lack of stability 
of the desire to die, understood as a lack of continuity in 
the desire to obtain MAiD-MD, emerges as a concern 
[2]. The fluctuating nature of capacity also complicates 
its assessment [27, 48]. The question of the intolerabil-
ity of suffering highlights the subjective nature of this 
assessment by both the applicant and the healthcare 
professional [44, 58]. Knowing that the perceived accept-
ability of an intervention varies across patients [27], it 
can be difficult for healthcare professionals to confirm 
that a person’s suffering is intolerable [46]. Attempting 
to objectively assess suffering can also lead to insensi-
tivity towards a person’s unique experiences of states 
they consider intolerable [49]. In terms of the irremedi-
ability of the condition, the diagnostic and prognostic 
uncertainty complicates the assessment of eligibility for 
MAiD-MD [82], in particular because the possibility that 
a future intervention will succeed in alleviating the suf-
fering still exists [38], but also because refusing treatment 
can add a layer of complexity to the assessment of irre-
mediability [5]. Rooney et al. (2018) point out, however, 
that it is epistemically impossible to know with certainty 
that a person will never recover, and that to require such 
certainty in assessment condemns some people to suffer 
without considering the reality of their experiences [16].

Quality of the process and oversight
The interpretive leeway enjoyed by healthcare profes-
sionals complicates the task of ensuring the quality, rigor 
and consistency of the MAiD-MD request assessment 
process [2, 19, 28, 37]. The concern that some health-
care professionals could feel pressured to acquiesce to a 
request for MAiD-MD because it seems the least harm-
ful avenue for a patient demonstrating chronic suicidality 
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is also implied [22]. In addition, the subjectivity of the 
assessment increases the risk that it – or the discussions 
it relies on – contains biases, particularly in relation to 
the clinical experience, beliefs and values of health-
care professionals [28], or because of existing prejudices 
against mental disorders (e.g., assuming that all people 
living with mental disorders lack decision making capac-
ity) [32, 43, 61]. Although collaborative work and dis-
cussions between healthcare professionals can limit the 
impact of biases on the assessment process [71], some 
assessing healthcare professionals seem reluctant to 
involve other healthcare professionals who do not bear 
decision-making responsibility (e.g., members of the 
healthcare team who know the patient well) [56]. The 
length and complexity of the assessment process makes 
some healthcare professionals uncomfortable about hav-
ing to refuse a request for MAiD-MD [55], or even leads 
them not to get involved in this practice [46]. Concerns 
about appropriate safeguards have been raised, includ-
ing the lack of referral to a psychiatrist [37]; the use of a 
third party that can impose an arbitrarily high capacity 
threshold while neglecting the context behind the MAiD-
MD request [48]; or the imposition of a longer minimum 
period between the request and MAiD-MD implementa-
tion [48]. Freeland et al. (2022) point out that where some 
believe that the nature of mental disorders warrants 
additional safeguards, others consider the imposition of 
specific measures to be discriminatory [45]. Questions 
are also raised regarding the quality of regulatory over-
sight processes for MAiD-MD [37, 75] and the best type 
of oversight process to implement retrospectively or pro-
spectively [45].

Repercussions of MAiD-MD
Concerns related to the repercussions of MAiD-MD 
include the risk of error in the assessment of requests, the 
burden and moral distress that can accompany this prac-
tice, as well as the possibility that the patients feel left to 
fend for themselves or are pushed towards suicide. Errors 
in assessment could result in some patients being incor-
rectly deemed eligible, and vice versa [19, 47]. They could 
also put healthcare professionals at risk of sanctions, 
and some point to a need to protect healthcare profes-
sionals in this sense [56]. The burden of bearing the deci-
sion can be heavy for healthcare professionals [6]. Some 
of them may experience moral distress if they think the 
eligibility criteria for MAiD-MD do not take into consid-
eration key features of certain mental disorders, like fluc-
tuating suicidal ideations and behaviours [6]. One article 
deplored that some healthcare professionals believe that 
patients who have the physical capacity to commit sui-
cide should do so rather than resort to MAiD-MD and 
to the resources this practice mobilizes [31, 48]. Sev-
eral authors express a profound unease with this idea, 

knowing that letting the patient take matters into their 
own hands can lead to a violent and isolated death or to 
an even more painful situation in the event of a failed sui-
cide attempt [30, 41, 63]. In this sense, Berghmans et al. 
(2013) express that people living with mental disorders 
generally do not have the means to end their life with dig-
nity without the help of healthcare professionals [71]. An 
alternative to MAiD-MD could be voluntarily stopping 
eating and drinking, but MAiD-MD is perceived as being 
more humane [30, 68]. The fate of patients being refused 
MAiD-MD [83], as well as the impact of MAiD-MD on 
loved ones [55] and on other people living with mental 
disorders [59, 68], are noted as morally concerning and 
remain understudied.

Identified needs and proposed solutions to issues with 
MAiD-MD practices
The literature is replete with questions to address in rela-
tion to MAiD-MD, including the feeling of being a bur-
den [20, 69]; safeguards to implement or avoid [30, 56, 
69]; factors reducing the voluntariness of MAiD-MD 
requests [46]; the relevance of adopting a more holistic 
consideration of certain eligibility criteria, by better con-
sidering the quality of life and the needs of patients [48]; 
the importance of developing resources oriented towards 
aid in living, etc. A need for training [78], awareness-rais-
ing [27], and guidelines [78] is apparent, as well as a need 
to develop more support resources to help all stakehold-
ers through the challenging situations and discussions 
that can arise in the context of MAiD-MD [64, 70, 84].

Discussion
Critical analysis of the literature on MAiD-MD
The thematic analysis of available publications has made 
it possible to identify various moral concerns and pos-
sible remediations, which are related to how MAiD-MD 
is introduced in five contexts of emergence. The societal 
context can influence some people towards MAiD-MD 
because of stigmatizing experiences or difficult living 
conditions. The healthcare system poses certain barri-
ers to living with a mental disorder, both through lim-
ited access to insufficient resources, as well as gaps in 
knowledge, medical training and suicide prevention. The 
continuum of care is challenged with respect to qual-
ity of care, response to needs, goals of care, hope and 
the therapeutic relationship. Those who wish to discuss 
the MAiD-MD option encounter relational and com-
munication challenges. MAiD-MD practices are com-
plicated by different types of uncertainty, both in the 
assessment of MAiD-MD applications and in the qual-
ity and repercussions of the processes. The assessment 
of MAiD-MD applications, which is part of the context 
of MAiD-MD practices, is the most recurrent source of 
concern but addressing the various moral concerns that 
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emerge upstream of MAiD-MD (e.g., moral concerns 
emerging in the other four contexts identified) could 
indirectly facilitate the assessment of requests.

Three general observations emerge from this review. 
First, based on the sample of literature included in this 
review, we observe a lack of qualitative empirical studies 
reporting the perspectives of people living with mental 
disorders and their relatives. Second, we note points of 
convergence in the literature: certain morally concerning 
constructs transcend the contexts of emergence and thus 
seem particularly worrying. Third, taking a critical look 
at the possible solutions, we note that they are mainly 
oriented towards what should be done to remedy the 
concerns, without proposing how to do so.

Lack of qualitative empirical studies
Only 4 of the 74 articles included are qualitative empiri-
cal studies, and only one directly relates to the moral 
concerns of people living with mental disorders: the oth-
ers deal with the perspectives of clinicians. The remain-
ing 70 articles are contributions from clinicians or from 
academics. Among these articles, some (e.g., com-
ments written by clinicians) relate the moral concerns 
of patients or relatives, but this is done indirectly, via the 
interpretation of the authors. Based on the consulted lit-
erature, the perspectives of patients and their relatives 
thus seem poorly documented, and their being often 
reported by others can influence how they are communi-
cated. However, a growing body of empirical qualitative 
research on medical assistance in dying for people with 
mental disorders has emerged in recent years [85–87]. 
Some relevant articles, which would have emerged with 
a search strategy focusing solely on medical assistance in 
dying and mental disorders, may have been overlooked 
by the search strategy. It may be the case because when 
someone talks about their experience or shares their per-
spective on a sensitive subject, the moral dimensions of 
these experiences are not always made explicit, despite 
being implicitly present. Further enrichment of this body 
of empirical qualitative literature by clarifying the moral 
aspects of lived experience would increase our under-
standing of the discomfort experienced by those involved 
in medical assistance in dying for mental health reasons.

Points of convergence in the literature
The classification of moral concerns by contexts of emer-
gence has enabled us to identify that four morally con-
cerning constructs recur in different contexts. The fact 
that a given problem occurs in several ways, particularly 
in different contexts, suggests that it is widespread. We 
believe that the recurrence of these problematic con-
structs suggests the importance of addressing them as 
a priority. The first is stigma, experienced in society 
but also in care experiences. The second relates to the 

notion of burden: MAiD-MD entails a certain level of 
burden, particularly for the healthcare system; for clini-
cians feeling the weight of their professional responsibil-
ity in the context of care and MAiD-MD; for loved ones 
and clinicians feeling helpless in the face of persistent 
suffering. The third construct relates to relational and 
communication challenges arising in the care trajectory, 
upstream and downstream of requests for MAiD-MD: 
biases, uneasiness and judgments can show through in 
communication, and some people can then feel distress. 
The fourth construct concerns the factors influencing 
the request for MAiD-MD: environmental factors, other 
people and the mental disorder itself can alter the auton-
omous nature of the request by influencing it unduly. 
Although not all requests for MAiD-MD are marked by 
these influences, it is important to be attentive to them 
in order to prevent requests from being accepted when 
other options could have better met the needs of the 
applicants.

Critical look at moral concerns and proposed solutions
Given the large number of moral concerns documented, 
it is essential, on the one hand, to prioritize certain con-
cerns that seem more important or more recurrent, as we 
have undertaken to do by identifying specific points of 
convergence in the literature. On the other hand, we need 
to consider the source of these moral concerns. Consid-
ering that moral concerns are lived by people and thus 
form part of their experience, we recognize that all moral 
concerns can be genuinely worrying for the people who 
experience them but that some may have to be addressed 
at source. For example, some moral concerns may stem 
from misunderstanding the laws or practices of medical 
assistance in dying. They emerge from a lack of informa-
tion and can therefore be addressed more quickly than 
others, notably by explaining the laws, practices, and 
implications more clearly.

Moreover, in the current literature, the proposed 
solutions are generally oriented towards “what to do” 
to remedy a given moral concern – ideas for address-
ing the problems are proposed – without explaining 
“how” to remedy the problem in order to promote the 
well-being of those concerned. For example, if commu-
nication issues are interfering with the clinician-patient 
relationship, the importance of open communication 
will be emphasized, as will the importance of cultivating 
the therapeutic relationship, but the recommendations 
will generally not go as far as to suggest “how to do this”. 
However, while “how to” ideas are not well documented 
in the scientific literature, some in-depth reports emerg-
ing from the grey literature, notably in Canada, go fur-
ther, accompanying their “what to do” recommendations 
with a few pointers to guide “how” this might be imple-
mented locally. For a given moral concern, it would seem 
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promising to develop, with the concerned stakeholders, 
tools or resources that are adapted to each emergence 
context. For example, stigma could be addressed at the 
societal level through awareness campains, and at the 
healthcare level through training tailored to the nuances 
and subtleties of stigma and self-stigma. While stigma is 
not specific to MAiD-MD, it can significantly affect how 
MAiD-MD requests are responded to and assessed and 
how people living with mental disorders experience the 
process. The prejudice that leads some people to consider 
anyone living with a mental disorder de facto unfit to 
make a legitimate request for medical assistance in dying 
can also lead to systematic refusals of those requests. 
Thus, different reversible factors that may unduly influ-
ence the request for MAiD-MD could be tackled before 
considering going forward with MAiD-MD. In order to 
limit difficult relational experiences, tools could be devel-
oped to improve the recognition of biases: this type of 
introspection exercise could help communication in care, 
as well as in the reception and assessment of MAiD-
MD applications. Facilitating difficult discussions could 
also be beneficial in easing the burden felt by different 
stakeholders. Finally, although certain moral concerns 
relating to MAiD-MD seem particular to the context of 
mental disorders, several of them could emerge in the 
context of MAiD more broadly, and thus, the solutions to 
answer them may have already been developed in physi-
cal MAiD, and could therefore be applied in the context 
of mental disorders.

Limits
A first limitation of this review is the methodological 
choice of excluding the grey literature, which has inevi-
tably led us not to consider relevant reflection work on 
MAiD-MD such as the recent Final Report of Canada’s 
Expert Panel on MAiD and Mental Illness [88]. A second 
limitation is that considering that the moral dimensions 
of human experience are often implicit, the methodologi-
cal choice of limiting the literature search to writings con-
taining keywords related to ethics or morality in addition 
to keywords related to MAiD and mental disorders may 
have excluded some relevant articles. A third limitation 
is that given the qualitative orientation of this review, the 
search was restricted to publications with a certain depth 
of qualitative analysis. Some relevant articles, such as 
quantitative empirical research, could thus have been dis-
carded. A fourth limitation is that certain disorders, such 
as neurocognitive disorders, autism spectrum disorders 
and intellectual disabilities, were excluded for the sake of 
not grouping overly heterogeneous conditions together, 
but certain identified moral concerns identified in this 
review could still concern those groups. We excluded the 
articles on those disorders in order to delimitate clearly 
the literature review. Also, we consider that the potential 

similarities in the experienced moral concerns should be 
demonstrated, not assumed.

Conclusion
MAiD-MD raises fundamental ethical concerns that 
need to be addressed. This literature review is one of the 
first to look at the moral concerns related to MAiD-MD 
and possible solutions to address them. We hope that this 
advancement will guide the development of resources, 
interventions or support tools aimed at improving the 
experiences of people living with mental disorders, their 
loved ones and healthcare professionals, who experience 
these concerns.

Abbreviations
MAiD-MD	� Medical Assistance in Dying (in a context of ) Mental Disorder
MeSH	� Medical Subject Headings

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12910-023-00971-4.

Supplementary Material 1

Acknowledgements
The authors would like to thank Élissa Hotte for help in the study selection 
and Grace Feeney for editorial assistance. The authors would also like to 
express their appreciation to the Pragmatic Health Ethics Research Unit 
team members and to Catherine Perron, Julie Lafond, Luc Vigneault, Simon 
Courtemanche and Jocelyne Saint-Arnaud who commented on a previous 
version of this manuscript.

Authors’ contributions
Both authors contributed to the study conception and design. Material 
preparation, data collection and analysis were performed by CFG. The first 
draft of the manuscript was written by CFG and ER commented on previous 
versions of the manuscript. Both authors read and approved the final 
manuscript.

Funding
The literature review, the stakeholder consultation and the writing of this 
manuscript are supported by a grant from the Réseau québécois sur le 
suicide, les troubles de l’humeur et les troubles associés (ER), a doctoral grant 
from the Fonds de recherche du Québec – Santé (2021–2025) (CFG), and a 
career award from the Fonds de recherche du Québec – Santé (ER).

Data Availability
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interest.

Received: 23 April 2023 / Accepted: 15 October 2023

https://doi.org/10.1186/s12910-023-00971-4
https://doi.org/10.1186/s12910-023-00971-4


Page 12 of 13Favron-Godbout and Racine BMC Medical Ethics           (2023) 24:86 

References
1.	 Deschamps P. Les soins de fin de vie: repères éthiques, juridiques et socié-

taux. LexisNexis; 2017.
2.	 Calati R, Olie E, Dassa D, Gramaglia C, Guillaume S, Madeddu F, et al. Eutha-

nasia and assisted suicide in psychiatric patients: a systematic review of the 
literature. J Psychiatr Res. 2021;135:153–73.

3.	 Ramos-Pozón S, Terribas-Sala N, Falcó-Pegueroles A, Román-Maestre B. 
Persons with mental disorders and assisted dying practices in Spain: an 
overview. Int J Law Psychiatry. 2023;87:101871.

4.	 van Veen SMP, Evans N, Ruissen AM, Vandenberghe J, Beekman ATF, Wid-
dershoven GAM. Irremediable psychiatric suffering in the context of medical 
assistance in dying: a delphi-study. Can J Psychiatry. 2022;67(10):758–67.

5.	 Nicolini ME, Kim SYH, Churchill ME, Gastmans C. Should euthanasia and 
assisted suicide for psychiatric disorders be permitted? A systematic review 
of reasons. Psychol Med. 2020;50(8):1241–56.

6.	 Grassi L, Folesani F, Marella M, Tiberto E, Riba MB, Bortolotti L, et al. Debating 
euthanasia and physician-assisted death in people with psychiatric disorders. 
Curr Psychiatry Rep. 2022;24(6):325–35.

7.	 Barned C, Rochette M, Racine E. Voluntary decision-making in addiction: 
a comprehensive review of existing measurement tools. Conscious Cogn. 
2021;91:103115.

8.	 Bracken-Roche D, Bell E, Karpowicz L, Racine E. Disclosure, consent, and the 
exercise of patient autonomy in surgical innovation: a systematic content 
analysis of the conceptual literature. Acc Res. 2014;21(6):331–52.

9.	 Saigle V, Racine E. Ethical challenges faced by healthcare profession-
als who care for suicidal patients: a scoping review. Monash Bioeth Rev. 
2018;35(1):50–79.

10.	 Saigle V, Seguin M, Racine E. Identifying gaps in suicide research: a scop-
ing review of ethical challenges and proposed recommendations. IRB. 
2017;39(1):1–9.

11.	 Arksey H, O’Malley L. Scoping studies: towards a methodological framework. 
Int J Soc Res Methodol. 2005;8(1):19–32.

12.	 Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodol-
ogy. Implement Sci. 2010;5(1):69.

13.	 Quintal A, Hotte É, Racine E. Morality as experienced: a scoping review of 
moral matters encountered by adults living with rare diseases. Philos Ethics 
Humanit Med. (Under review).

14.	 Ryff CD, Singer BH. Know thyself and become what you are: a eudaimonic 
approach to psychological well-being. J Happiness Stud. 2008;9(1):13–39.

15.	 Tanner R. An ethical-legal analysis of medical assistance in dying for those 
with mental illness. Alta L Rev. 2018;56:149.

16.	 Rooney W, Schuklenk U, van de Vathorst S. Are concerns about irremediable-
ness, vulnerability, or competence sufficient to justify excluding all psychiat-
ric patients from medical aid in dying? Health Care Anal. 2018;26(4):326–43.

17.	 Reel K, Macri R, Dembo JS, Bean S, Shanker RR, Costa L, et al. Assisted death 
in mental health: our last, best judgement–assisted death for intolerable, 
irremediable suffering in mental health–substance use. Ethics in Mental 
Health-Substance Use: CRC Press; 2017. pp. 293–314.

18.	 Provencher-Renaud G, Larivée S, Sénéchal C. L’accès à l’aide médicale à 
mourir pour les personnes souffrant de troubles mentaux. Ann Med Psychol. 
2019;177(8):801–8.

19.	 Yarascavitch A. Assisted dying for mental disorders: why Canada’s legal 
approach raises serious concerns. 2017. Available at SSRN 2988535.

20.	 Pronk R, Willems DL, van de Vathorst S. Feeling seen, being heard: perspec-
tives of patients suffering from mental illness on the possibility of physician-
assisted death in the Netherlands. Cult Med Psychiatry. 2022;46(2):475–89.

21.	 Wilson C. Psychiatry’s last taboo. New Sci. 2016;231(3083):16–7.
22.	 Cowley C. Euthanasia in psychiatry can never be justified. A reply to Wijsbek. 

Theor Med Bioeth. 2013;34(3):227–38.
23.	 Blikshavn T, Husum TL, Magelssen M. Four reasons why assisted dying should 

not be offered for depression. J Bioeth Inq. 2017;14(1):151–7.
24.	 Simpson AIF. Medical assistance in dying and mental health: a legal, ethical, 

and clinical analysis. Can J Psychiatry. 2018;63(2):80–4.
25.	 Jones RM, Simpson AI. Medical assistance in dying: challenges for psychiatry. 

Front Psychiatry. 2018;9:678.
26.	 Naudts K, Ducatelle C, Kovacs J, Laurens K, Van Den Eynde F, Van Heeringen C. 

Euthanasia: the role of the psychiatrist. Br J Psychiatry. 2006;188(5):405–9.
27.	 Shaffer CS, Cook AN, Connolly DA. A conceptual framework for thinking 

about physician-assisted death for persons with a mental disorder. Psychol 
Public Policy Law. 2016;22(2):141–57.

28.	 Benrimoh D, Perreault A, Van Den Eynde F. Euthanasia requests in a Canadian 
psychiatric emergency room: a case series: part 1 of the McGill University 
euthanasia in psychiatry case series. Int J Law Psychiatry. 2017;55:37–44.

29.	 Steinbock B. Physician-assisted death and severe, treatment-resistant depres-
sion. Hastings Cent Rep. 2017;47(5):30–42.

30.	 Schuklenk U, van de Vathorst S. Treatment-resistant major depressive disorder 
and assisted dying. J Med Ethics. 2015;41(8):577–83.

31.	 Dembo J, Schuklenk U, Reggler J. For their own good: a response to 
popular arguments against permitting medical assistance in dying (MAID) 
where mental Illness is the sole underlying condition. Can J Psychiatry. 
2018;63(7):451–6.

32.	 Cholbi MJ. The terminal, the futile, and the psychiatrically disordered. Int J 
Law Psychiatry. 2013;36(5–6):498–505.

33.	 Gaind KS. What does irremediability in mental illness mean? Can J Psychiatry. 
2020;65(9):604–6.

34.	 Downie J, Schuklenk U. Social determinants of health and slippery slopes in 
assisted dying debates: lessons from Canada. J Med Ethics. 2021;47(10):662–9.

35.	 Ho A, Norman JS. Social determinants of mental health and physician aid-in-
dying: the real moral crisis. AJOB. 2019;19(10):52–4.

36.	 Buturovic Z. Embracing slippery slope on physician-assisted suicide and 
euthanasia could have significant unintended consequences. J Med Ethics. 
2020.

37.	 Courtet P, Olié E. Legislation and ethics of physician-assisted suicide and 
euthanasia in psychiatric patients: evidence from Benelux. In: Wasserman 
D, Wasserman C, Wasserman D, editors. Oxford textbook of suicidology and 
suicide prevention. Oxford University Press; 2021.

38.	 Kirby J. Medical assistance in dying for suffering arising from mental health 
disorders: could augmented safeguards enhance its ethical acceptability? 
JEMH. 2016.

39.	 Hirsch J. The wish to die: assisted suicide and mental illness. J Soc Work End-
of-Life Palliat Care. 2016;12(3):231–5.

40.	 Verhofstadt M, Van Assche K, Sterckx S, Audenaert K, Chambaere K. Psychiat-
ric patients requesting euthanasia: guidelines for sound clinical and ethical 
decision making. Int J Law Psychiatry. 2019;64:150–61.

41.	 Dembo JS. Addressing treatment futility and assisted suicide in psychiatry. 
JEMH. 2010.

42.	 Macri R, Wagner F, Stuckey MI. A values-based analysis of recovery-oriented 
practice in mental health care and medical assistance in dying. Can J Com-
mun Ment Health. 2020;39(2):1–10.

43.	 Biggs H, Diesfeld K. Assisted suicide for people with depression: an advocate’s 
perspective. Med Law Int. 1995;2(1):23–37.

44.	 Dembo J, van Veen S, Widdershoven G. The influence of cognitive distortions 
on decision-making capacity for physician aid in dying. Int J Law Psychiatry. 
2020;72:101627.

45.	 Freeland A, Godkin D, Dembo J, Chan P, Knoops F, Lachmann M, et al. Medical 
assistance in dying (MAiD) for persons whose sole underlying medical condi-
tion is a mental disorder: challenges and considerations. Can J Psychiatry. 
2022;67(1):71–87.

46.	 Pronk R, Evenblij K, Willems DL, van de Vathorst S. Considerations by Dutch 
psychiatrists regarding euthanasia and physician-assisted suicide in psychia-
try: a qualitative study. JCP. 2019;80(6):14494.

47.	 Miller FG, Appelbaum PS. Physician-assisted death for psychiatric patients - 
misguided public policy. N Engl J Med. 2018;378(10):883–5.

48.	 Bahji A, Delva N. Making a case for the inclusion of refractory and severe 
mental Illness as a sole criterion for canadians requesting medical assistance 
in dying (MAiD): a review. J Med Ethics. 2022;48(11):929–34.

49.	 Kious BM, Battin M. Physician aid-in-dying and suicide prevention in psychia-
try: a moral crisis? AJOB. 2019;19(10):29–39.

50.	 Żuradzki T, Nowak PG. Deep uncertainties in the criteria for physician aid-in-
dying for psychiatric patients. AJOB. 2019;19(10):54–6.

51.	 Hatherley JJ. Is the exclusion of psychiatric patients from access to physician-
assisted suicide discriminatory? J Med Ethics. 2019;45(12):817–20.

52.	 Mack RA, Stanton CE. Responding to terminal anorexia nervosa: three cases 
and proposed clinical characteristics. J Eat Disord. 2022;10(1):87.

53.	 Denys D. Is euthanasia psychiatric treatment? The struggle with death on 
request in the Netherlands. Am J Psychiatry. 2018;175(9):822–3.

54.	 Sinyor M, Schaffer A. The lack of adequate scientific evidence regarding 
physician-assisted death for people with psychiatric disorders is a danger to 
patients. Can J Psychiatry. 2020;65(9):607–9.

55.	 Deschepper R, Distelmans W, Bilsen J. Requests for euthanasia/physician-
assisted suicide on the basis of mental suffering: vulnerable patients or 
vulnerable physicians? JAMA Psychiatry. 2014;71(6):617–8.



Page 13 of 13Favron-Godbout and Racine BMC Medical Ethics           (2023) 24:86 

56.	 Demedts D, Roelands M, Libbrecht J, Bilsen J. The attitudes, role & knowl-
edge of mental health nurses towards euthanasia because of unbearable 
mental suffering in Belgium: a pilot study. J Psychiatr Ment Health Nurs. 
2018;25(7):400–10.

57.	 Kissane DW, Kelly BJ. Demoralisation, depression and desire for death: prob-
lems with the Dutch guidelines for euthanasia of the mentally ill. Aust N Z J 
Psychiatry. 2000;34(2):325–33.

58.	 Dom G, Stoop H, Haekens A, Sterckx S. Euthanasia and assisted suicide in the 
context of psychiatric disorders: sharing experiences from the low countries. 
Psychiatr Pol. 2020;54(4):661–72.

59.	 Schoevers RA, Asmus FP, Van Tilburg W. Physician-assisted suicide in psychia-
try: developments in the Netherlands. Psychiatr Serv. 1998;49(11):1475–80.

60.	 Lemmens T. When a theoretical commitment to broad physician aid-in-dying 
faces the reality of its implementation. Am J Bioeth. 2019;19(10):65–8.

61.	 Trachsel M, Jox RJ. Suffering is not enough: assisted dying for people with 
mental illness. Bioethics. 2022;36(5):519–24.

62.	 Vandenberghe J. Physician-assisted suicide and psychiatric illness. N Engl J 
Med. 2018;378(10):885–7.

63.	 Mehlum L, Schmahl C, Berens A, Doering S, Hutsebaut J, Kaera A, et al. Eutha-
nasia and assisted suicide in patients with personality disorders: a review of 
current practice and challenges. Borderline Personal Disord Emot Dysregul. 
2020;7:15.

64.	 Pienaar W. Developing the language of futility in psychiatry with care. S Afr J 
Psychiatr. 2016;22(1):978.

65.	 Winkler L, Wetterauer C. Provide access to information on assisted suicide for 
a patient with a diagnosis of depression? An ethics consultation. GeroPsych. 
2021;34(2):57–62.

66.	 Gevers JK. Physician-assisted suicide and the Dutch courts. Camb Q Healthc 
Ethics. 1996;5(1):93–9.

67.	 Zhong R, Xu Y, Oquendo MA, Sisti DA. Physician aid-in-dying for individuals 
with serious mental illness: clarifying decision-making capacity and psychiat-
ric futility. Am J Bioeth. 2019;19(10):61–3.

68.	 Nicolini ME, Gastmans C, Kim SYH. Psychiatric euthanasia, suicide and the role 
of gender. Br J Psychiatry. 2022;220(1):10–3.

69.	 Stoll J, Ryan CJ, Trachsel M. Perceived burdensomeness and the wish for 
hastened death in persons with severe and persistent mental illness. Front 
Psychiatry. 2020;11:532817.

70.	 Liégeois A. Euthanasia and mental suffering: an ethical advice for Catholic 
mental health services. Christ Bioeth. 2013;19(1):72–81.

71.	 Berghmans R, Widdershoven G, Widdershoven-Heerding I. Physician-
assisted suicide in psychiatry and loss of hope. Int J Law Psychiatry. 
2013;36(5–6):436–43.

72.	 Hurwitz TA. Euthanasia in mental illness: a four part series: part II: sadness and 
suicidality: why mentally ill patients request euthanasia. JEMH. 2016.

73.	 Frati P, Gulino M, Mancarella P, Cecchi R, Ferracuti S. Assisted suicide in the 
care of mentally ill patients: the Lucio Magri’s case. J Forensic Leg Med. 
2014;21:26–30.

74.	 Nicolini ME, Gastmans C, Kim SYH. Parity arguments for ‘physician aid-in-
dying’ (PAD) for psychiatric disorders: their structure and limits. Am J Bioeth. 
2019;19(10):3–7.

75.	 Pearce S. Invited commentary on … When unbearable suffering incites 
psychiatric patients to request euthanasia: a qualitative study. Br J Psychiatry. 
2017;211(4):246–7.

76.	 Kirby J. Medical assistance in dying for suffering arising from mental health 
disorders: could augmented safeguards enhance its ethical acceptability? 
JEMH. 2017.

77.	 Broome MR, de Cates A. Choosing death in depression: a commentary on 
treatment-resistant major depressive disorder and assisted dying. J Med Eth-
ics. 2015;41(8):586–7.

78.	 Sheehan K, Gaind KS, Downar J. Medical assistance in dying: special issues for 
patients with mental illness. Curr Opin Psychiatry. 2017;30(1):26–30.

79.	 Brodeur J, Links PS, Boursiquot PE, Snelgrove N. Medical assistance in dying 
for patients with borderline personality disorder: considerations and con-
cerns. Can J Psychiatry. 2022;67(1):16–20.

80.	 Hall W, Parker M. The need to exercise caution in accepting addiction as a 
reason for performing euthanasia. Addiction. 2018;113(7):1178–80.

81.	 Olie E, Courtet P. The advocates of euthanasia in patients with mental illness 
are going in the wrong direction. Br J Psychiatry. 2019;214(3):171.

82.	 van Veen SMP, Scheurleer WFJ, Ruijsch ML, Röder CH, Widdershoven GAM, 
Batalla A. Last-minute recovery of a psychiatric patient requesting physician-
assisted death. Psychiatr Serv. 2020;71(6):621–3.

83.	 Verhofstadt M, Audenaert K, Van Assche K, Sterckx S, Chambaere K. Ghent 
University Hospital’s protocol regarding the procedure concerning euthana-
sia and psychological suffering. BMC Med Ethics. 2019;20(1):59.

84.	 Verhofstadt M, Audenaert K, Mortier F, Deliens L, Liégeois A, Pardon K, et 
al. Concrete experiences and support needs regarding the euthanasia 
practice in adults with psychiatric conditions: a qualitative interview study 
among healthcare professionals and volunteers in Belgium. Front Psychiatry. 
2022;13:859745.

85.	 Verhofstadt M, Pardon K, Audenaert K, Deliens L, Mortier F, Liégeois A, et 
al. Why adults with psychiatric conditions request euthanasia: a qualitative 
interview study of life experiences, motives and preventive factors. J Psychiatr 
Res. 2021;144:158–67.

86.	 Verhofstadt M, Chambaere K, Pardon K, Mortier F, Liégeois A, Deliens L, 
et al. The impact of the euthanasia assessment procedure: a qualitative 
interview study among adults with psychiatric conditions. BMC Psychiatry. 
2022;22(1):435.

87.	 Verhofstadt M, Audenaert K, Van den Broeck K, Deliens L, Mortier F, Titeca K, et 
al. Euthanasia in adults with psychiatric conditions: a descriptive study of the 
experiences of Belgian psychiatrists. Sci Prog. 2021;104(3):368504211029775.

88.	 Gupta M, Carter RM. Final report of the expert panel on MAiD and mental 
illness. Ottawa, Ontario: Health Canada; 2022.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	﻿Medical assistance in dying for people living with mental disorders: a qualitative thematic review
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Results
	﻿Societal context
	﻿Moral concerns related to the societal context
	﻿Policy making and tension between inclusion and protection
	﻿Stigma, discrimination, and social determinants of health
	﻿Public opinion, media and lack of trust


	﻿Identified needs and proposed solutions to societal context issues
	﻿Healthcare system
	﻿Moral concerns related to the healthcare system
	﻿Lack of resources and access to care and services
	﻿Limits of medicine
	﻿Suicide prevention
	﻿Lack of training and expertise


	﻿Identified needs and proposed solutions to healthcare system issues
	﻿Continuum of care
	﻿Moral concerns related to the continuum of care
	﻿Hope for recovery and the patient-clinician relationship
	﻿Quality of care
	﻿Goals of care
	﻿Answering patients’ needs


	﻿Identified needs and proposed solutions to continuum of care issues
	﻿Discussions on the option of MAiD-MD﻿�﻿﻿﻿
	﻿Moral concerns related to discussing the option of MAiD-MD
	﻿Reacting to MAiD-MD requests
	﻿Challenging care experiences influencing discussions
	﻿Transference and countertransference issues


	﻿Identified needs and proposed solutions related to discussing MAiD-MD
	﻿MAiD-MD practices
	﻿Moral concerns related to MAiD-MD practices and their repercussions
	﻿Assessment of MAiD-MD requests
	﻿Quality of the process and oversight
	﻿Repercussions of MAiD-MD


	﻿Identified needs and proposed solutions to issues with MAiD-MD practices
	﻿Discussion
	﻿Critical analysis of the literature on MAiD-MD
	﻿Lack of qualitative empirical studies
	﻿Points of convergence in the literature
	﻿Critical look at moral concerns and proposed solutions
	﻿Limits


	﻿Conclusion
	﻿References


