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Do mental or somatic diagnoses influence
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Abstract

Background Physician-assisted suicide (PAS) is increasingly being legalized in a growing number of countries and
is the focus of societal and ethical debates. However, there is limited knowledge regarding the perception and
acceptance of PAS across different physical and mental health conditions. This study aimed to explore emotional
responses, understanding, and willingness to support individuals with the wish for PAS.

Methods Participants from the general German population (N=512) were presented with four case vignettes of
PAS depicting individuals in an online study: one with cancer, one with depression, one with schizophrenia, and one
healthy individual. Participants were asked to evaluate the emotional reactions elicited by the desire for PAS, the
extent of their understanding of this wish, and their willingness to support each individual.

Results The study revealed significant differences in reactions to the case vignettes. Pro-social emotions were lowest
and anger highest when considering the healthy individual. Participants demonstrated the greatest understanding
and highest willingness to support the individual with cancer, while the least understanding and support were
observed for the healthy person.

Conclusions The differential levels of support for PAS across various conditions underscore the complex interplay
between societal values, perceived quality of life, and ethical considerations, particularly when mental health is
involved.
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Introduction

Physician-assisted suicide (PAS) is a highly relevant and
widely discussed topic, consistently highlighting the
ethical dilemmas and challenges of managing end-of-life
care. Proponents argue that PAS offers a long-awaited
option for individuals to die in a self-determined manner,
thus preserving their autonomy and dignity [1, 2]. Con-
versely, critics raise concerns about rapid accessibility,
potential neglect of palliative care, and the coercion of
vulnerable individuals [3, 4].

PAS has been permitted in Germany since the decision
of the German Federal Constitutional Court in 2020 [5].
According to the Federal Constitutional Court (2020),
the right to self-determined dying is not restricted to
externally defined conditions such as severe or incurable
illnesses. Individuals seeking PAS must be capable of pro-
viding informed consent and articulating their reasons in
a clear and understandable way. PAS is provided by doc-
tors and right-to-die organizations. Still, there are ongo-
ing debates about a need for new regulations. Precise
statistics on deaths resulting from PAS in Germany are
unavailable due to the lack of comprehensive documen-
tation. PAS involves a physician providing lethal medi-
cation, which the individual must self-administer [6].
Euthanasia remains illegal in Germany.

However, PAS is associated with numerous con-
cerns, criticisms and fears. There seems to be a consen-
sus among both the public and healthcare professionals
regarding the groups for whom PAS should be accessible.
PAS is more commonly accepted and deemed appropri-
ate for individuals with terminal illnesses characterized
by significant suffering and impending death, as well as
for those with progressive diseases [7, 8].

Several studies have already examined attitudes on
PAS in doctors, nurses or the general population. Studies
from Norway showed that only about one-third of doc-
tors support PAS for terminal illnesses, with just 12.7%
endorsing it for chronic illnesses [9]. In contrast, the
Norwegian general population shows greater acceptance
of PAS, although they remain critical for chronic illnesses
and even more for mental health disorders [7]. Gener-
ally, doctors’ perspectives on PAS differ from those of the
general public, as they could be directly involved in PAS
and have a distinct understanding of clinical diagnoses
and treatment options. In addition, studies found that
age, socio-economic-status, education level and religios-
ity can influence one’s attitudes towards PAS [3, 10].

However, opinions are divided on the accessibility of
PAS for individuals with mental health disorders, chronic
conditions, or no illness at all, with some advocating for
restricted access in these cases. A study from Switzer-
land assessed the attitudes of 457 psychiatrists towards
PAS for mental health disorders using case vignettes [11].
Approximately half of the psychiatrists rejected PAS for

Page 2 of 9

severe mental health disorders. Case vignettes were fea-
turing patients with anorexia nervosa, treatment-resis-
tant depression, and schizophrenia. The results showed
some variation, with approximately one-third of respon-
dents supporting PAS for the patients in each scenario.

The implementation of PAS for mental health disor-
ders is generally associated with numerous concerns.
Mental health disorders are believed to impair the forma-
tion of free will, and the wish for PAS may not be stable
and individuals may opt for PAS too hastily [11, 12, 13].
In a study from New Zealand, 46% of respondents from
the general population indicated that the presence of a
mental health disorder should be an exclusion criterion
for PAS [8]. While PAS for mental health disorders is
only permitted in some countries, the requirements for
eligibility are similar. The prerequisites include free will,
unrestricted judgment, and an independent and autono-
mous decision [14, 15]. However, it is not clear whether
these criteria can be met in the presence of mental health
disorders. It is essential to ensure that the wish to die is
not primarily a symptom of the existing disorder.

Some studies extend beyond surveying attitudes
towards PAS and investigate emotional reactions, stigma,
and the desire for distance from individuals seeking PAS,
depending on the type of death or illness involved. One
such study explored variations in these reactions based
on the type of death (PAS vs. long-term illness) and
age (28 vs. 80 years) [16]. Interestingly, the study found
no significant differences in emotional reactions or the
desire for social distance between the two types of death.

However, to date, no study has examined the percep-
tion of PAS across different diseases in Germany. This
study aimed to assess the attitudes of the general popu-
lation towards PAS in individuals with physical or men-
tal illnesses as well as in healthy individuals using case
vignettes. Participants rate their emotional reactions
and the degree of support and understanding towards
the person who wishes to die. The aim was to find out
whether understanding and willingness to provide sup-
port depended on the presence of an illness. Based
on existing research and theoretical frameworks, we
hypothesized that participants would show fewer nega-
tive emotions and a higher level of positive emotions and
understanding towards a person with a terminal physical
illness. Previous studies have shown that individuals with
terminal physical conditions are often seen as suffering in
ways that evoke understanding for PAS. People tend to
view mental illness as more treatable, which may result in
a rejection of PAS in these cases [17, 18].

We also hypothesized that the least understanding
and more negative emotions will be shown towards a
healthy person with a wish for PAS. This study seeks to
contribute to the broader discourse on PAS by elucidat-
ing how specific illnesses influence public perception
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and emotional response. This hypothesis is based on the
assumption that healthy individuals seeking PAS will
evoke less understanding, as they do not suffer from an
illness. Additionally, there is likely to be less willingness
to support healthy individuals in their desire for PAS [18,
19].

Methods

Design and sample characteristics

The study employed a cross-sectional design with partici-
pants completing an online questionnaire. Inclusion cri-
teria were: (1) 18 years or older, (2) sufficient knowledge
of German, and (3) signed informed consent. A sample
size calculation was conducted to ensure the study was
adequately powered. The sample size was calculated
using G*Power with the following parameters: effect size
f=0.15; a-error = 0.05, power: 0.80, number of groups=1,
number of measurements =4, resulting in a total sample
of at least 62 participants [20]. A total of 799 individu-
als responded to the questionnaire, with complete data
available from 562 participants. A total of 44 individu-
als had to be excluded due to missing data and another
6 participants due to outliers (>3 SDs above the mean),
resulting in a total sample of N=512 participants. The
outliers were based on survey duration to remove poten-
tially inattentive or non-serious responses. Recruitment
took place via social media (Facebook, Instagram) using
a post that provided information about the study. The
research group’s existing social media channels were
used for this purpose. While efforts were made to reach
a diverse sample, participation was voluntary, which may
have influenced the composition of the final sample. Data
were collected between July 25th and September 06th
2023. Data collection was conducted over a period of
six weeks. The process was terminated at the end of this
period, regardless of whether the pre-determined sample
size had been reached, in order to ensure a representative
time frame for the data collection. The Ethics Commit-
tee of the Medical School Berlin approved the study on
July 12, 2023 (MSB-2023/117). A publication displaying
attitudes on PAS while considering a possible influence of
one’s own experience of loss from this study has already
been published [21].

Measures

Vignettes

We developed four distinct vignettes, each featuring a
fictional individual. These vignettes detailed the person’s
background, life circumstances, and health status. All
four individuals were depicted as planning to utilize PAS.
The scenarios included a person with cancer, a person
with depression, a person with a schizophrenia spectrum
disorder, and a person without any illness. The vignettes
were collaboratively developed by the two authors,
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reviewed for clarity and accuracy by a third party, and
subsequently revised. The vignettes can be accessed in
the Supplementary Material.

Questionnaires

Sociodemographic information The following demo-
graphic data was collected: Age, gender, relationship sta-
tus, living situation and level of education. Participants
were also asked whether they had lost someone to suicide
and whether they had any personal experience with PAS.

Emotional reactions The emotional reactions pro-social
emotions, fear and anger were assessed using a total of
13 items. The items were originally based on the study by
von dem Knesebeck [22] and were revised by Eisma [23]
due to their low reliability. Therefore, one item of the pro-
social emotions scale was deleted and a total of five items
were added to the subscales. This resulted in the scales
pro-social emotions with four items (e.g. “I feel pity"), fear
with five items (“I feel tense’) and anger with four items
(“I feel annoyed:). The items are rated on a 4-point Likert
Scale from 1 =completely disagree to 4 =completely agree.
A sum score can be calculated for each factor. The inter-
nal consistency of the subscales in Eisma’s study [23] was
acceptable with Cronbach’s a=0.85 for the fear subscale,
a=0.82 for the anger subscale, and a=0.75 for the pro-
social emotions subscale. In this sample, the internal con-
sistency was acceptable to excellent with a=0.91, a=0.72,
and a=0.71, respectively.

Understanding and willingness to support

Understanding and willingness to support PAS were each
assessed using six items, which were designed specifically
for this study to capture distinct aspects of the respective
constructs. Due to this multidimensional structure, item-
level analyses were conducted to examine potential dif-
ferences across these facets. Internal consistency for each
item set was low (a=0.48 and a=0.47) supporting the
relevance of disaggregated interpretations. The English
version of the items can be accessed in the Supplemen-
tary Material.

Six items were used to measure how understandable
participants consider the wish for assisted suicide to be
(e.g., “I do not find Mrs. Meier’s illness serious enough
to make use of assisted suicide”). The items are rated
on a 5-point Likert Scale from 1 =completely disagree to
5=completely agree and are only evaluated on a descrip-
tive level; no sum score is calculated. Aggregating the
items could mask the subtle differences between these
two constructs and therefore was not pursued.

A further six items recorded the extent to which par-
ticipants would support the person in the case vignettes
in their wish for assisted suicide (e.g., “If Mrs. Meier were
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a relative or friend, I would support her in her wish”).
The items are as well rated on 5-point Likert Scale from
1=completely disagree to 5=completely agree, no sum
score is calculated.

Statistical analyses

Analyses were conducted using SPSS Version 28. For
continuous variables, means and standard deviations
were calculated, while frequencies and descriptive statis-
tics were computed for categorical variables. Normal dis-
tribution for the dependent variables was tested using the
Kolmogorv-Smirnov test. Outliers were identified using
box plots and were defined as >3 SDs above the mean.
These outliers were removed from the data set. In order
to analyze the differences in the emotional reactions to
the respective case vignettes, repeated measures ANCO-
VAs were calculated. Differences in acceptance and will-
ingness to provide support in the various case vignettes
were analyzed using further repeated measures ANCO-
VAs. To control for the influence of a personal experi-
ence of loss through suicide, this variable was included
as a covariate. The Bonferroni adjustment was performed
to correct for alpha error accumulation. We opted for
an item-level-analysis for willingness to support and
understanding of PAS. The aim was to explore the dis-
tinct dimensions these items were designed to capture
which would be overseen when using a sum score. Given
the exploratory nature of the study and the conceptual
heterogeneity of the items, we chose not to aggregate
responses into composite scores. This approach allowed
for a more nuanced examination of participant attitudes.

Results

Sample characteristics

Of the 512 participants, 93.0% were female. The age of
the participants ranged from 19 to 75 years (M =44.36;
SD=10.96). Participants generally had a higher educa-
tion, the education level was divided into secondary

Table 1 Sociodemographic data (N=512)

M (SD)/ n Range/ %

Age 44.36 (10.96) 19-75
Gender (female) 476 930
Marital status

Single 83 16.2

In a relationship 89 174

Married 253 494

Divorced 54 10.5

Widowed 33 6.4
Education level

Secondary 56 11.0

Higher Secondary 270 52.7

Tertiary 182 355

Other 2 04
Suicide Loss (yes) 168 328
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(high school, secondary school), higher secondary (voca-
tional school) and tertiary education (university or PhD).
Table 1 shows all sample characteristics. Participants
with suicide loss and participants without suicide loss
only differed significantly in terms of age, with people
without suicide loss being slightly younger (M =43.66,
SD=10.74) than people with suicide loss (M=45.79,
SD=11.29), £(283.55)=0.91, p=.043. Only two people
stated that they had personal experience with PAS and
both had lost someone to assisted suicide. However, as
these two people had to be excluded due to missing data,
this information was not included in the analyses.

Emotional reactions

First, repeated measures ANCOVAs were conducted
to analyze the differences in emotional reactions
towards the case vignettes. The Greenhouse—Geisser
adjustment was used to correct for violations of sphe-
ricity. While controlling for loss through suicide, sig-
nificant differences emerged for pro-social emotions,
F(2.55,1299.70) =87.68, p<.001, partial n* = 0.15, for
fear, F(2.90,1476.52) =8.03, p<.001, partial n* = 0.02, and
anger, F(1.99,1015.65)=118.25, p<.001, n* = 0.19. Par-
ticipants showed the highest expression of pro-social
emotions in the depression vignette and the lowest in
the healthy vignette. The highest level of fear was found
in the depression vignette and the lowest in the healthy
vignette. Anger was highest in the healthy vignette and
lowest in the cancer vignette.

In order to analyze the emotional reactions more
precisely, the individual ratings of the case vignettes
were compared with each other in a post-hoc analysis
while controlling for suicide loss. Table 2 shows means
and standard deviations for the emotional reactions.
Bonferroni-adjusted post-hoc analysis revealed sig-
nificantly lower levels of pro-social emotions (Mpg =
-0.32, 95%-CI[-0.57, -0.07], p=.005), fear (Mp;s = -0.88,
95%-CI[-1.29, -0.47], p<.001), and anger (Mp;z = -0.67,
95%-CI[-0.89, -0.45], p<.001) for the cancer vignette
compared to the depression vignette. Participants
showed significantly higher levels of pro-social emotions
(Mp;g = 1.69, 95%-CI[1.35, 2.03], p<.001) and lower lev-
els of anger (Mp,4 = -2.25, 95%-CI[-2.61, -1.90], p<.001)
towards the cancer vignette compared to the healthy
vignette. We also found significantly lower expression of
pro-social emotions (Mp,g = -0.28, 95%-CI[-0.55, -0.01],
p=.036) and lower levels of anger (Mp,4 = -0.31, 95%-CI[-
0.49, -0.13], p<.001) in the cancer vignette compared to
the schizophrenia vignette.

In addition, participant showed significantly less anger
(Mpg = -1.59, 95%-CI[-1.93, -1.25], p<.001), more fear
(Mpig = 0.95, 95%-CI[0.52, 1.37], p<.001), and a signifi-
cantly higher expression of pro-social emotions (Mp;g
= 2.01, 95%-CI[1.68, 2.34], p<.001) in the depression
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Table 2 Differences in emotional reactions between the case vignettes (N=512)

M (SD) Mpig 95%-Cl p
Lower Upper

Cancer - Depression

Anger 4.45(1.22) 5.11(2.05) -0.67 -0.89 -045 <0.001

Fear 9.27 (4.37) 10.15 (5.00) -0.88 -1.29 -047 <0.001

Pro-social 13.03 (2.64) 13.35(2.79) -0.32 -0.57 -0.07 0.005
Cancer- healthy

Anger 445 (1.22) 6.70 (3.27) -2.25 -2.61 -1.90 <0.001

Fear 9.27 (4.37) 9.21 (4.74) 0.06 -0.37 049 1.00

Pro-social 13.03 (2.64) 1134 (3.34) 1.69 1.35 2.03 <0.001
Cancer- schizophrenia

Anger 445(1.22) 4.76 (1.70) -0.31 -049 -0.13 <0.001

Fear 9.27 (4.37) 9.51(4.88) -0.24 -0.68 0.20 0.872

Pro-social 13.03 (2.64) 13.31 (2.86) -0.28 -0.55 -0.01 0.36
Depression- Healthy

Anger 5.11(2.05) 6.70 (3.27) -1.59 -1.93 -1.25 <0.001

Fear 10.15 (5.00) 9.21 (4.74) 0.95 0.52 1.37 <0.001

Pro-social 1335(2.79) 11.34(3.34) 201 1.68 2.34 <0.001
Depression - Schizophrenia

Anger 5.11(2.05) 4.76 (1.70) 0.36 0.16 0.55 <0.001

Fear 10.15 (5.00) 9.51(4.88) 0.64 0.26 1.02 <0.001

Pro-social 13.35(2.79) 13.31 (2.86) 0.04 -0.19 0.26 <0.001
Healthy - Schizophrenia

Anger 6.70 (3.27) 476 (1.70) 1.94 1.62 227 <0.001

Fear 9.21 (4.74) 9.51 (4.88) -0.31 -0.69 0.08 0.205

Pro-social 11.34(3.34) 1331 (2.86) -1.97 -231 -1.64 <0.001

Note. two-tailed significant, Bonferroni-adjusted

vignette compared to the healthy vignette. When com-
paring the depression and the schizophrenia vignettes,
analyses revealed significantly higher levels of anger
(Mpig = 0.36, 95%-CI1[0.16, 0.55], p<.001) and fear (Mp,4
= 0.64, 95%-CI[0.26, 1.02], p<.001) towards the depres-
sion vignette.

Participants also showed a significantly higher expres-
sion of anger (Mps = 1.94, 95%-CI[1.62, 2.27], p<.001)
and lower pro-social emotions (Mp,s = -1.97, 95%-CI[-
2.31, -1.64], p<.001) towards the healthy vignette com-
pared to the schizophrenia vignette.

Understanding and willingness to support

To assess participants’ understanding of the wish for PAS
and their level of support for the individual described
in the case vignette, we conducted an analysis of item
characteristics, along with mean comparisons and dif-
ferences between case vignettes, using repeated mea-
sures ANCOVAs. The Greenhouse—Geisser adjustment
was again used to correct for violations of sphericity.
The results of these analyses are presented in Table 3.
Significant differences were observed across all items in
the evaluation of the vignettes. Participants exhibited the
least understanding of the wish for PAS in the vignette
featuring a healthy individual. Furthermore, participants
did not perceive the symptoms of the healthy individual

as sufficiently severe for PAS, and opposed its permis-
sion for this individual. Participants expressed the low-
est level of agreement with allowing PAS in the case of
the healthy individual vignette. In contrast, participants
demonstrated the highest level of understanding across
all six items for the individual with cancer. They rated
the wish for PAS as most comprehensible, perceived the
symptoms as sufficiently severe to justify PAS, supported
its permissibility for this group, and indicated that they
would consider PAS themselves in a similar situation.

A similar trend was observed in the items assessing the
level of support. Participants showed a higher willingness
to support the individual with cancer, followed by the
individual with a schizophrenia spectrum disorder. They
were least likely to advise the person with cancer against
the decision or to suggest alternative options. In con-
trast, support for the healthy individual was lowest; par-
ticipants were more likely to suggest alternatives, express
anger about the decision, and advise against it. Interest-
ingly, while there were statistically significant differences
in participants’ willingness to accompany the person to
counseling or to distance themselves, these differences
were minimal. This suggests that, despite varying levels
of understanding, there remains a general willingness to
offer support.
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Table 3 Differences in understanding and willingness to support between the case vignettes (N=512)

Cancer Depression Healthy  Schizophrenia F p' n?
| can understand his/her wish for assisted suicide. 468(0.73)  4.19(1.10) 2.85(1.50) 51 (0.86) 28939 0.012 036
[ think he/she should make use of further therapy options. 253(128)  4.03(1.11) 4.42(098) 3.69(1.29) 301.28 0012 037
I do not find his/her iliness/complaints serious enough to make 144 (0.90) 240 (1.28) 3.62(143) 2.06(1.22) 27932 0.012 035
use of assisted suicide.
He/she should not be allowed to die through assisted suicide. 1.28(0.75)  235(1.35) 334(147) 204 (1.22) 25485 0.012 033
I think assisted suicide should generally be allowed for people 424(1.16) 296(1.42) 217 (1.32) 3.31(1.40) 27390 0.012 035
with this diagnosis.
If  were in his/her situation, | would also think about assisted 425(1.13)  3.64(1.29 2.09(1.27) 4.09 (1.06) 39811 0.012 044
suicide.
I'would support him/her in his/her plans. 421010 3.00(1.32) 2.13(1.19) 3.52(1.24) 38991 0012 043
I would propose alternatives. 289 (1.2 4.04(1.10) 4.55(0.81) 3.77(1.19) 248.02 0.012 033
I would be furious about his/her decision 1.79(1.1 232 (1.35) 291(1.52) 1.81(1.15) 11057 0.012 0.8
I would advise him/her not to do this. 1.7501.0 299 (1.39) 3.82(1.30) 2.59(1.34) 30646 0.012 038
I would accompany him/her to counseling sessions. 474 (0.6 474 (O 67) 455(0.92) 4.70(0.71) 10.55 0.012 0.02
I would distance myself from him/her because of his/her wish. 1.06 (0.3 3(0.64) 1.37(0.78) 1.17(0.54) 2451 0012 005

Note. two-tailed significant, 'Bonferroni-adjusted

Discussion

The aim of this study was to assess emotional reactions,
understanding as well as support towards different medi-
cal conditions. We hypothesized that a request for PAS
from an individual with a terminal physical illness is per-
ceived as more understandable, elicits greater willingness
to provide support, and is associated with fewer negative
emotions. We expected the opposite reactions towards a
request from a healthy individual.

Firstly, we found significant differences between all
emotions assessed towards the different vignettes. Pro-
social emotions were lowest, and anger was highest
towards the healthy vignette. Participants also showed
lower levels of anger, fear and pro-social emotions
towards the cancer vignette compared to the depression
vignette. Depression was associated with lower anger,
but higher fear levels and higher levels of pro-social emo-
tions compared to the healthy vignette, we found similar
findings comparing the schizophrenia and the healthy
vignettes. Focusing on understanding and willingness
to support, we see similar results. Participants showed
the most understanding and a higher willingness to sup-
port the person with cancer and the least for the healthy
person. These findings are mostly consistent with our
hypotheses and reflect current research findings.

A recent Australian study examined the differences for
euthanasia for people who suffer from physical or mental
illness [24]. They found more positive attitudes for indi-
viduals with cancer than for individuals with a mental
health disorder (depression, schizophrenia). The effect
was mediated by participants’ perceptions of autonomy
and illness controllability. Even if euthanasia differs
from PAS in its implementation, it is clear to see here
that medical aid in dying is more likely to be accepted
for physical than for mental illnesses. However, this is
often based on the assumption that terminal illnesses are

incurable and untreatable. In contrast, mental health dis-
orders often have potential for successful treatment and
symptom relief. Interestingly, participants in the study by
Levin et al. [24] attributed a higher degree of autonomy
to the cancer patient and less control over their own ill-
ness. This also reflects the assumption that individuals
with mental health disorders may have impaired deci-
sion-making capacity due to their condition, and that the
desire to die may be a symptom [8, 13]. Similar results
were found in an Israeli study in attitudes towards eutha-
nasia for patients with mental and physical illnesses [25].
The results showed a much more liberal attitude towards
patients with cancer.

Looking at the attitudes of healthcare professionals,
similar results can be seen. In a Canadian study assessing
the attitudes from psychologists, the majority rejected
PAS for mental health disorders, whereas they saw it as
justified for terminal illness [17]. In another study from
the Netherlands, over 80% of physicians stated they
would grant a request for PAS or euthanasia for people
with cancer and other physical illnesses [18]. In contrast,
only 34% would do so for mental health disorders. Physi-
cal conditions might be more objectively measurable,
while psychiatric conditions are not always visible and
assessable from the outside making the acceptance of
PAS in psychiatric cases more complex. Personal expe-
riences with somatic or psychiatric illnesses might also
influence attitudes towards PAS in these cases.

However, it should be noted that, due to various fac-
tors, the attitudes of doctors and laypeople are not fully
comparable. The attitudes of doctors are sometimes
influenced by their clinical training, a differentiated
view of diseases and their experience in a clinical con-
text. Understanding these discrepancies is essential for
improving communication and aligning expectations
between medical professionals and the general public.
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Interestingly, we also found differences between the
two mental health disorder vignettes. Participants
showed more liberal attitudes towards the vignette with
schizophrenia. In the study by Levin et al. [24] schizo-
phrenia is perceived as less controllable than depression
which might play a role in having a more accepting atti-
tude for PAS. Another explanation could be that partici-
pants have experienced depression themselves and are
thus aware of successful treatment options and have wit-
nessed how the wish to die can change when depressive
symptoms improve.

In our study, we also implemented a vignette display-
ing a healthy person. Participants showed significant
lower levels of pro-social emotions towards this person
as well as significant higher levels of anger. Participants
were least able to understand the wish for PAS, stating
that PAS should not be allowed and that the complaints
were not severe enough. Healthy people seeking PAS are
rather rare; in the Netherlands, for example, they account
for 3% of requests [18]. There is no reliable data available
for Germany on how many healthy individuals seek PAS.
The reasons why healthy people want to make use of
PAS are therefore unknown and cannot be conclusively
clarified. In reports from right-to-die organizations,
these cases are often categorized as ‘saturation with life’
Experts call for precise clarification and consideration
of granting that request. However, there is also a signifi-
cantly reduced willingness, at least among medical staff,
to support healthy individuals who are tired of living in
their request for PAS [18, 19].

However, the current findings should be considered in
light of influencing factors. A person’s personal experi-
ences inevitably shape their attitudes toward certain top-
ics [26, 27]. While we have controlled for suicide loss,
other experiences with illness may still influence atti-
tudes toward PAS. Additionally, all participants were pre-
sented with the case vignettes in a specific order, which
could have influenced their evaluation of each individual
vignette. It is possible that the evaluations would have
differed if the order had been changed, or if participants
had only been exposed to one vignette at a time.

Limitations

The results of this study provide important insights into
attitudes towards PAS in the general population. How-
ever, the results should be considered against the back-
ground of some limitations. Firstly, our sample consists
of over 90% women, which limits the generalizability.
This gender imbalance may impact the generalizability
of the results, especially in understanding how differ-
ent demographics perceive PAS. Another limitation of
this study is the potential self-selection bias inherent in
voluntary participation. We cannot draw conclusions
about causality based on our findings. While the study is
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cross-sectional, the main limitation for causal inference
arises from the within-subjects design and the lack of
random assignment, which restrict the ability to deter-
mine directional effects.

Although we used validated questionnaires, we also
used some items that were not validated. The results
must be interpreted considering this aspect. The evalu-
ation of the differences in understanding and acceptance
were analyzed at item level. It should be noted here that
the analyses are therefore less meaningful and there is
a higher probability of alpha error accumulation than
by using sum scores and less tests. Another limitation
is the development of the case vignettes. While these
vignettes were designed to reflect the unique legal and
cultural aspects of PAS in Germany, they were not based
on pre-existing vignettes commonly used in similar stud-
ies. However, the use of standardized vignettes, which
have been tested in other studies, might have allowed for
easier comparisons with other populations and settings.
In addition, the difference in sociodemographic infor-
mation could possibly influence the attitudes on PAS in
the respective case. One vignette involves a patient with
active psychotic symptoms, which may impair decision-
making capacity and would typically preclude PAS. It
was included to explore responses to ethically complex
scenarios, and findings should be interpreted accord-
ingly, also considering the potential to enforce stigma.
The vignette with the healthy person reports predomi-
nantly negative factors, which could have influenced the
participants’ answers. While we provided information
on the respective individual in each case vignette, specif-
ics of their treatment, such as type, intensity and quality
of care, were not included. Although the power analysis
indicated a required sample size of 62, the final sample
was substantially larger due to convenience sampling
over a fixed period. While this may raise concerns about
overpower, the larger sample increases the stability of
estimates and allows for broader generalizability within
the studied population.

Future research should aim for more balanced recruit-
ment, particularly ensuring an equal gender ratio. Addi-
tionally, it is advisable to include participants’ experiences
with various illnesses, as these could potentially influence
their attitudes toward PAS. To minimize contrast effects,
consideration should also be given to presenting the case
vignettes in a randomized order.

Conclusion

This study is among the first studies employing vignettes
in examining emotional reactions and understanding of
PAS across various illnesses as well as in healthy indi-
viduals in Germany. The findings are highly relevant to
the ongoing discourse on PAS in Germany. Even though
PAS has been permitted for four years now, there are still
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major uncertainties. The results provide valuable insights
into the prevailing attitudes within the general popula-
tion, highlighting potential concerns and perspectives.
Additionally, the study identifies trends indicating the
extent to individuals receive support for their request for
PAS and the level of understanding they encounter. Nev-
ertheless, the results underscore that PAS remains a sig-
nificant social and ethical issue, which will continue to be
discussed intensively in the future.
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