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Abstract

Assisted dying (AD), including physician-assisted suicide (PAS) and medical aid in dying
(MAID), is an increasingly prominent and contested end-of-life practice. This review
examined whether and how AD is understood as kalothanasia, a “good death” aligned
with dignity, autonomy, relational closure, and meaning-making. Guided by PRISMA
and ENTREQ, we searched PubMed, Scopus, Web of Science, CINAHL, and PsycINFO.
Sixteen studies (2018-2025) met inclusion criteria, predominantly from Canada (n=9;
56.3%), with additional studies from Australia and the USA (n=2 each) and single studies
from the Netherlands, Switzerland, and New Zealand. Interviews were the sole data
collection method, conducted in-person, virtually/telephone, or via mixed modes;
thematic analytic approaches predominated. Six interrelated themes were identified: (1)
autonomy and control over dying; (2) dignity and relief of suffering; (3) choreographing
a “good death” through planning and presence; (4) ambivalence and moral conflict; (5)
assisted suicide as care versus intentional ending of life; and (6) closure, bereavement,
and continuing complexity. Overall, assisted suicide was experienced as a moral and
relational process rather than a purely medical act, and the attainability of a “good death”
was contingent on interpersonal dynamics and organizational context. Findings support
integrating death education and structured ethical support to foster realistic expectations,

reduce moral distress, and inform clinical practice, service design, and policy.

Keywords: Assisted dying; good death; assisted suicide; death with dignity; lived

experiences.



Introduction

Assisted Dying (AD), also referred to as Physician-assisted suicide (PAS) or medical aid
in dying (MAiD), describes the practice in which a physician provides a patient with the
means to end their own life, typically through the prescription of a lethal dose of
medication that the patient self-administers (De Lima et al., 2017). Over the past two
decades, AD has moved from the margins of medical ethics into mainstream clinical and
policy discourse, particularly as several jurisdictions have legalized or are actively
debating its regulation. Across jurisdictions where assisted dying is regulated, access is
typically subject to strict procedural and eligibility safeguards. For example, in Italy,
recent Constitutional Court rulings and the 2025 Tuscan regional law require that requests
for medically assisted suicide be assessed by public healthcare services, verified by a
multidisciplinary commission, and approved by an ethics committee. Similarly, European
countries such as the Netherlands and Belgium regulate assisted dying through detailed
statutory frameworks that specify eligibility criteria, professional oversight, and
mandatory consultation procedures, reflecting an effort to maintain patient autonomy
with institutional and ethical safeguards (Seveso et al., 2025). Despite this growing
institutional presence, AD remains a deeply contested practice, situated at the intersection

of medicine, ethics, law, and personal values.

Much of the controversy surrounding AD reflects enduring tensions within medicine
regarding the goals of care at the end of life. Supporters frequently frame AD as a
compassionate response to intolerable suffering and as an extension of respect for patient
autonomy, particularly in cases of terminal illness and irreversible decline. Opponents,
by contrast, emphasize concerns related to professional integrity, the physician’s duty to
do no harm, and the potential normalization of death as a solution to suffering (Fontalis
etal., 2018). Reviews of professional position statements demonstrate a lack of consensus
across medical organizations, with arguments oscillating between commitments to
autonomy and relief of suffering on one hand, and concerns about moral limits and the

traditional healing role of medicine on the other (Emanuel et al., 2020).

Central to these debates is the broader question of what constitutes kalothanasia, also

known as “good death.” In palliative care and end-of-life research, a good death is



commonly associated with effective symptom control, preservation of dignity, a sense of
autonomy, relational closure, and meaning-making at the end of life. (Kovéacs, 2014)
While these dimensions are frequently invoked in policy and ethical discussions, they are
neither universally defined nor uniformly valued. The concept of kalothanasia,
understood as a good or dignified death, captures this normative ideal while
simultaneously highlighting its moral and cultural contingency. Rather than referring to
a single outcome, kalothanasia reflects an aspiration to align the circumstances of dying

with personal values, relational needs, and perceptions of dignity (Kovacs, 2014).

Assisted dying is often positioned as a means of achieving such an idealized death,
particularly in the context of anticipated loss of bodily function, independence, or
identity. Qualitative research with patients nearing the end of life suggests that support
for AD is frequently grounded not only in physical pain, but also in fears of indignity,
dependency, and loss of control (Fontalis et al., 2018). In one open-access qualitative
study, participants emphasized that witnessing the prolonged deaths of others strongly
shaped their desire for the option of assisted death, with many expressing a preference to
die with medical support and in the presence of loved ones rather than endure an
unpredictable or prolonged dying process (Seale et al., 2006). These findings suggest that
AD is often understood less as an act of self-destruction and more as an attempt to

preserve agency and relational meaning at the end of life.

At the same time, empirical studies highlight that the notion of a good death in AD
contexts is far from straightforward. In particular, the role of existential suffering has
emerged as a source of significant ethical and clinical uncertainty. Existential suffering
has been described as a form of distress arising from a perceived loss of meaning, purpose,
or coherence in one’s life, rather than from physical symptoms alone. Research with
healthcare professionals in AD contexts indicates that while many clinicians acknowledge
the legitimacy of existential suffering, opinions remain deeply divided regarding whether
such suffering should be sufficient grounds for accessing assisted death (Gaignard et al.,
2023). This ambivalence underscores the difficulty of translating abstract ideals of dignity

and autonomy into concrete clinical decision-making.

Importantly, perceptions of AD and its relationship to a good death vary across

stakeholders. Patients, family members, caregivers, and healthcare professionals often



approach AD from distinct moral and relational positions, shaped by their roles,
responsibilities, and emotional proximity to the dying person. Studies of families and
caregivers describe AD as both a source of comfort (by enabling preparation, shared
presence, and anticipatory closure) and a site of enduring moral tension, even when the
death is retrospectively framed as peaceful or compassionate. Similarly, healthcare
professionals report experiences ranging from moral affirmation to distress and
ambivalence, particularly when assisted dying challenges established norms of care
within palliative or hospice settings (Gaignard et al., 2023; Shapiro et al., 2021; White et
al., 2023).

Despite a growing body of empirical literature on AD, several gaps remain. Much existing
research has focused on legal frameworks, prevalence, and attitudinal surveys, often
privileging abstract ethical arguments or population-level opinions. Fewer studies have
systematically examined how AD is experienced and interpreted in relation to the concept
of a good death across different stakeholder groups. While research on ethical positions
on AD is well articulated, empirical qualitative research capturing lived experiences,
moral reasoning, and meaning-making remains comparatively limited and fragmented.
Moreover, there is a lack of integrative qualitative syntheses that explicitly situate AD

within frameworks of kalothanasia and death with dignity.

While assisted dying has been widely debated in terms of legal regulation and
professional positions (Emanuel et al., 2020; Fontalis et al., 2018), qualitative work has
more often examined experiences and attitudes within single stakeholder groups or
without an explicit interpretive lens of the “good death” (Gaignard et al., 2023; Seale et
al., 2006). Moreover, although the good death has been theorized and discussed as a
multidimensional ideal in end-of-life research (Kovacs, 2014), prior syntheses have not
systematically examined assisted dying through the lens of kalothanasia across patients,
families/caregivers, and healthcare professionals, nor have they foregrounded how ideals
of dignity, autonomy, and meaning-making are negotiated relationally and under
institutional safeguards (De Lima et al., 2017; Seveso et al., 2025). By treating
kalothanasia not as a fixed endpoint but as a socially situated and morally negotiated

process (Cottrell & Duggleby, 2016; Kovacs, 2014), this review offers a relational and



practice-relevant reframing of assisted dying that can better inform clinical guidance,

education, and policy debates (Emanuel et al., 2020; Fontalis et al., 2018).

The present qualitative systematic review synthesizes qualitative evidence on how
assisted dying is perceived, experienced, and understood by patients, families or
caregivers, and healthcare professionals in relation to ideals of a good death, kalothanasia,
and death with dignity. By examining both explicit references and implicit descriptions
of autonomy, suffering, relational closure, and meaning-making (Kovacs, 2014), this
review clarifies how a “good death” is imagined, pursued, and contested in assisted dying
contexts. In doing so, it provides a practice-relevant synthesis to inform clinical guidance,

education, and policy debates (Emanuel et al., 2020; Fontalis et al., 2018).

Analysing AD through the lens of kalothanasia enables examination beyond legality and
procedural ethics by foregrounding how a “good death” is socially and culturally
constructed rather than fixed (Cottrell & Duggleby, 2016). In contemporary healthcare,
particularly palliative care, this ideal is often linked to symptom control, dignity,
autonomy, and relational closure. Treating kalothanasia as a dynamic, sensitizing concept
allows AD to be understood as a morally and relationally negotiated process, marked by
ambivalence and ethical tension across patients, families, and professionals. Using this
lens, the present synthesis integrates diverse stakeholder perspectives while remaining
attentive to lived meanings and the institutional contexts that shape whether AD is

experienced as aligned with death with dignity.

Methods

This qualitative systematic review aimed to identify and synthesize qualitative evidence
on how patients, families/caregivers, and healthcare professionals perceive assisted
suicide with respect to kalothanasia, understood as good death, and death with dignity.
Specifically, the review examined how assisted suicide is associated with features
commonly linked to a good death, including symptom management, autonomy,
preparedness, relational closure, and meaning-making. It further sought to compare
patterns across stakeholders and clinical contexts and to derive practice-relevant

implications for assisted dying contexts.



Research Questions

The review was guided by the following research questions:

Among patients eligible for or seeking assisted suicide, their families/caregivers, and
healthcare professionals, how is assisted suicide perceived, experienced, and understood,
in relation to the concepts of good death, kalothanasia, and death with dignity, including
both explicit references and implicit descriptions of features commonly associated with a

‘good death’?

Design

This review was guided by the qualitative systematic review methodology and was based
on thematic analysis for synthesizing common themes across the studies (Fontalis et al.,
2018). This review followed PRISMA guidelines (Page et al., 2021) and the ENTREQ
(Supplementary material), to maintain transparency in qualitative research (Tong et al.,
2012). A critical quality appraisal was conducted by two researchers following the JBI
Critical Appraisal Checklist for Qualitative Research. This review protocol has been
registered in the Open Science Framework (blinded for peer review). No ethical approval

was required due to the nature of this study.

Information Source and Search Strategy

To identify proper keywords and relevant literature, one researcher (blinded for peer
review) conducted an initial search in PubMed on 5 October 2025. Subsequently, two
researchers (blinded for peer review) collaborated to develop the most suitable search
string strategy for PubMed, which was adapted for other databases. A systematic search
was conducted in five databases, such as PubMed, Scopus, Web of Science, CINAHL,
and PsycINFO on October 8 2025. An example of the search string can be seen in Table
1.

Table 1. Search string

\ Database \ Search Strategy




PubMed | ((("Suicide, Assisted"[Mesh] OR "Assisted Suicide"[tiab] OR "physician-
assisted suicide"[tiab] OR "assisted dying"[tiab] OR "assisted death"[tiab]
OR "medical aid in dying"[tiab] OR MAiD[tiab] OR "aid in dying"[tiab]
OR '"physician-assisted death"[tiab])) AND ((perception*[tiab] OR
attitude*[tiab] OR experience*[tiab] OR perspective*[tiab] OR
meaning*[tiab] OR view*[tiab] OR "lived experience"[tiab] OR
belief*[tiab]))) AND ((qualitative[tiab] OR interview*[tiab] OR "focus
group*"[tiab] OR ethnograph*[tiab] OR phenomenolog*[tiab] OR
"grounded theory"[tiab] OR "thematic analysis"[tiab] OR "content
analysis"[tiab]))

Eligibility Criteria

This study included only primary peer-reviewed studies that address assisted suicide,
assisted dying, physician-assisted suicide, and medical aid in dying (MAiD). The
population of interest was adult patients who were eligible for, seeking, assessed for, or
who had undergone assisted suicide, family members or informal caregivers, and
healthcare professionals involved in the assisted suicide process. It included studies
conducted in different settings, including any country or legal context, hospital, or
community setting. The included outcomes were limited to qualitative data on
participant’s perceptions, lived experiences, attitudes, meanings, moral reasoning, and
values (e.g., autonomy, dignity, burden, suffering, control), hopes and fears,
interpretations of a ‘good death’ (e.g., symptom control, relational closure, existential
peace, and others), and perceived benefits, harms, or risks associated with assisted
suicide. It was considered only studies published in English. It was excluded studies

focusing exclusively on euthanasia and mixed methods.

Study Selection and Quality Assessment

Following the search string (Table 1), all identified references were downloaded in RIS
format and uploaded into the Rayyan (Ouzzani et al., 2016), an online platform for
systematic reviews. Duplicates were automatically removed. Two independent
researchers (blinded for peer review) conducted the assessment of titles and abstracts in
accordance with the predefined inclusion criteria. Potentially relevant articles were full
text assessed by the same reviewers. Any discrepancies between reviewers during the
assessment were resolved through a peer debriefing with a third reviewer (blinded for

peer review). The search results and the studies eligible (and not) for this review are



comprehensively reported in the PRISMA flowchart (Figure 1). A critical appraisal of
methodological quality was conducted independently by two researchers (blinded for peer
review) using the JBI Critical Appraisal Checklist for Qualitative Research. Any
disagreements were resolved through discussion and, when necessary, a third senior
researcher (blinded for peer review) was involved. The JBI checklist comprises 10 items
assessing methodological congruity, rigor, and transparency across the alignment of
philosophical perspective, research design, data collection, analysis, interpretation, and
ethical considerations in qualitative studies (Lockwood et al., 2024). The critical appraisal

b1

was answered with “yes”, “no”, “unclear”, and “not applicable” formats.

Data Extraction and Analysis

The data extraction and synthesis were performed by two researchers to ensure
methodological rigor. For data extraction, the researchers (blinded for peer review)
developed an extraction table containing the study characteristics, including study title,
authors’ surname/year of publication/country, participants, context, methodology, data
collection methods, phenomenon of interest, and main findings. The data synthesis was
guided by Thomas and Harden’s (2008) three-stage framework for qualitative thematic
synthesis, comprising line-by-line inductive coding of study findings, the development of
descriptive themes, and the generation of higher-order themes to address the review aim
and research question while remaining grounded in the original data. Importantly,
kalothanasia was not used as an a priori coding framework or deductive template. Instead,
themes were generated inductively from the included studies, and only subsequently
interpreted and discussed through the lens of kalothanasia as a sensitizing concept, to

clarify how participants’ accounts aligned with or complicated features of a “good death.”

Reflexivity

The review team is trained in psychology, health psychology, and applied ethics, with
prior research experience in patient engagement, end-of-life communication, and death
education. This background informed a particular sensitivity to relational, moral, and
meaning-making dimensions of assisted dying, as well as to experiences of ambivalence
and ethical tension across stakeholder groups. To mitigate the risk of imposing normative
assumptions about a “good death,” themes were developed inductively from primary
study findings and only subsequently interpreted through the sensitizing concept of

kalothanasia.
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Identification of studies via databases and registers
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—
T
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Figure 1. PRISMA flowchart of the assessment process.

Results

Study Characteristics

Overall, sixteen studies met the inclusion criteria for this qualitative systematic review.
Published between 2018 and 2025, most studies were from Canada (n= 9; 56.3%),
followed by Australia (n= 2; 12,5%), and the United States (n= 2; 12,5%), with single

studies from the Netherlands, Switzerland, and New Zealand. The included studies
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encompassed patients seeking or eligible for assisted suicide, family members, and
caregivers (n= 9; 56,3%). Across all studies, the sample size ranged from 8 to 42
participants, with a cumulative of 332. All the 16 studies adopted the interview as the
primary data collection method, in which 37,5% (n=6) adopted an in-person interview,
25% (n=4) virtually, and 37,5% (n=6) adopted mixed methods, such as in-person and
virtual/phone call. Most of the studies employ thematic forms of qualitative analysis, with
thematic analysis being the most frequently used (62.5%), followed by inductive (12,5%).
Narrative, phenomenological, and others were used in a smaller proportion of the findings
(6,3% each). The most common phenomena of interest were autonomy and control over
dying, dignity and relief of suffering, moral reasoning surrounding assisted suicide,
relational and caregiving processes, and bereaved experiences. For a comprehensive list

of studies’ characteristics, please refer to Table 2.

Critical Appraisal

The methodological quality of the included studies was high in accordance with the JBI
Critical Appraisal Checklist for Qualitative Research, as seen in Table 3. All the studies
included in the final version of this review demonstrated clear congruity between the
research methodology and the research goal, data collection, data analysis, and
interpretation of the findings. Participants’ voices and lived experiences were adequately
represented in all 16 studies, typically through rich and in-depth illustrative quotations,
and the conclusions consistently flowed from the presented analysis. Ethical
considerations were explicitly mentioned, with evidence of ethical approval reported in
the majority. Only one study (Srinivasan, 2019) showed uncertainty regarding ethical
reporting. The main methodological limitation across the evidence concerned researcher
reflexivity. While most of the studies acknowledge the researcher’s positionality at least
implicitly, the influence of the researcher on the research process was inconsistently
addressed, with several studies rated as “unclear” (D. T. Brown et al., 2024; Buchbinder
et al., 2018; Haining et al., 2021; Lewis et al., 2024; Nuhn et al., 2018; Pronk et al., 2023;
Serota et al., 2023) and one study rated as “no” in this criterion (Srinivasan, 2019).
Notably, the first item was marked as “not applicable” across studies, reflecting the
predominantly descriptive or pragmatic qualitative design, in which an explicit
philosophical positioning was not articulated by the authors. Despite these limitations, no
studies were excluded based on methodological quality, and all were deemed sufficiently

rigorous to contribute meaningfully to this qualitative synthesis.
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Table 2. Study Characteristics

Study Title Author(S), | Aim Participants Context Methodology Data Phenomenon Of | Main Findings
Year, Collectio | Interest
Country n
Method(S
)
Physicians’ Matthew | Explore Physicians (N | Physicians Qualitative Virtual, | Lived Two
moral et al., physicians’ | =21) involved in | descriptive approach | semi- experiences significant
distinctions 2025; experiences providing (Thematic analysis) | structure | and moral conclusions
between Canada and either MAID, intervie | beliefs of emerged
medical bioethical WLT, or WS physicians; from the
assistance in distinctions both bioethical and | data:
dying (MAiD) in practices moral practitioners
and providing distinction generally
withdrawing MAID and between MAiD | equate
life-sustaining WLT and Medical
treatment in Withdrawing Assistance
Canada: a Life Treatment | in Dying
qualitative (WLT) (MAiD) and
descriptive Withdrawal
study of Life
Support
(WLT) in
moral
permissibilit
y, despite
recognizing
distinctions

such as




intent and
participation
. Both are
seen as
morally
similar due
to terminal
illness
contexts,
with most
physicians
indicating
relief of
suffering as
the primary
intention,
challenging
existing
bioethical
views that
categorize
death
negatively in
the context
of
alleviating
suffering.
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What About
Us?
Experiences
of Relatives
Regarding
Physician-
Assisted
Death for
Patients
Suffering
from Mental
Illness: A
Qualitative
Study

Pronk et
al., 2021;
Netherlan
ds

Experience
s of
relatives
with regard
toa PAD
request by
patients
suffering
from
mental
illness

Relatives (N =
12)

Relatives
from patients
who had
requested
PAD
because of
their
suffering
from a
mental
illness.
These
relatives
related to 12
unique PAD
cases

Qualitative

(Inductive analysis)

Intervie
WS
(Virtual
and in-
person)

Relatives'
experience

with PAD, and
exploration of

their
ambivalence
towards it

(characterized

by their

understanding

of the wish to
die among
others)

This study
highlighted
the
ambivalence
surrounding
the process
of requesting
physician-
assisted
dying
(PAD). This
involves
recognizing
the desire to
die while
simultaneous
ly hoping for
an
alternative
choice from
the patient.
Key aspects
of
understandin
g this wish
include
compassion,
respect for
autonomy,
shared

15




experiences
with the
same mental
illness, and
concerns
about
potential
gruesome
suicides.
Conversely,
personal
beliefs, such
as religious
convictions,
or the
optimism
regarding
the patient's
recovery
with
different
treatments
create
conflicts
with the
acceptance
of PAD
requests.
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The Young et | Examines | People who Those with a | Qualitative Semi- PAS asaway | The choice
discursive al., 2021; | the want/would terminal, (Thematic analysis) | structure | to have control | of AD was
context of New discursive | consider PAS incurable, d over death; seen as
medical aid in | Zealand | contextof | (N= 14) degenerative intervie | dying with enabling
dying: A control as or WS autonomy, more
paradox of well as the progressive agency and individual
control? participants illness freedom freedom and
’ control. In
perception desiring and
of control advocating
to offer for the
insights choice of an
into how assisted
paradoxical death,
ly, a participants
medical were seeking
regime of to diein a
assisted manner that
dying was
reinforces consistent
health with their
professiona values and
Is as in the way they
control of lived their
the lives. The
circumstan basis of their
ces of reasoning
dying. for wanting
AD lay in
determining

17




what makes
life good and
worthwhile.
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Choreographi
ng a good
death: Carers'
experiences
and practices
of enacting
assisted dying

Lewis et
al., 2024;
Australia

Caregivers'
perspective
and
experience
in
providing a
'good
death'

Caregivers (N
=42)

Caregivers
of dying
loved ones
seeking
VAD

Reflexive approach
(Thematic analysis)

Intervie
wSs

Choreographin
g a good death
for loved ones
seeking VAD.

Assisted
dying
depends
heavily on
the work of
family
carers.
Carers must
plan,
organise,
and adapt to
many
challenges,
often
without clear
guidance.
Ideas about a
“good
death” can
comfort
carers, but
they can also
create
pressure
when things
do not go as
expected.

19




Unacknowled | Sarota et | Explores Family Family Narrative approach Intervie | Family Physical
ged Painand | al., 2023; | the role of | members (N = | members of WS members pain was a
Disenfranchis | Canada physical 12) terminally ill (Virtual) | justifying moralizing
ed Grief: A and patients who moral agent that
Narrative emotional chose MAiD permissibility | was used to
Analysis of pain in the of MAID or justify why
Physicaland stories of viewing MAID | MAiD was
Emotional family asa or was not
Pain in members compassionate | morally
Complex with choice due to acceptable.
MAiD complex the physical MAIiD was
Bereavement MAIiD and emotional | seen as a
Stories bereaveme pain of the compassiona
nt patient te choice for
people who
were in
extreme
physical
pain.
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A qualitative
study
exploring
family
caregivers'
support needs
in the context
of medical
assistance in
dying

Smolej et
al., 2023;
Canada

Explore the
experiences
and support
needs of
family
caregivers
who are or
who have
provided
care to
individuals
who are
seeking or
have
sought
MAID.
[We'll
focus on
data
regarding
caregivers'
thoughts
and
feelings
about
MAID]

Caregivers (N
=11)

Caregivers
(spouses,
parents, and
adult
children) of
patients
seeking
MAiD

Descriptive design
(Thematic analysis)

Semi-
structure
d
telephon
e
intervie
ws and
online
surveys

Caregivers'
perspective,
thoughts, and
feelings about
MAID as a way
to end life.

The paper
examines
caregiver
supports,
services, and
administrativ
e procedures
related to
Medical
Assistance
in Dying
(MAID). It
highlights
caregivers'
perspectives,
with many
expressing
support for
MAID,
citing
reasons such
as patient
autonomy,
empathy,
relief for
patients, and
the chance
for closure.
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Hospice care
providers
experiences of
grappling
with medical
assistance in
dying in a
hospice
setting: a
qualitative
descriptive
study

Freeman
etal.,
2021;
Canada

Examining
the
perspective
of hospice
workers
after
legalization
of MAiID

Hospice care
staff (N = 8)

Hospice and
palliative
care

Descriptive design
(Inductive and
thematic analysis)

In-
person
intervie
W

Hospice
workers'
perspective on
MAID and
patients
seeking MAiD

The
initiation
and
provision of
MAID gave
rise to a
disrupted,
distinct, and
fragmented
care
pathway,
one that
excluded
most of
those at the
frontline of
hospice care.
The different
pathway for
those who
chose MAiD
may lead
some care
providers to
struggle with
relational
challenges
and
interpersonal
unease.
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Medical
assistance in
dying and the
meaning of
care:
Perspectives
of nurses,
pharmacists,
and social
workers

Mills et
al., 2021;
Canada

(1)
Characteriz
e
providers’
Views
about the
care they
offer in
general; (2)
examine
whether or
not they
consider
MAID a
form of
care; and
(3) explore
their
reasons for
viewing or
not viewing
MAID as
care.

Healthcare
workers -
Nurses (N =
10),

Social workers
(N=23),
Pharmacists (N
=3)

Healthcare
workers with
direct
professional
expereince
with MAiD
(defined as
involvement
when a
patient was
considering,
requesting,
or receiving
MAID)

Iterative approach
(Inductive, thematic
and template
analysis)

Intervie
wSs

Explore HCP
views on
MAID and it's
relation to care
and autonomy

Many
participants
perceived
their
participation
in MAID as
care because
they were
supporting
patient
autonomy,
while others
described
MAID as
palliation.
Most
participants
articulated
both logics
at varying
points in the
interview.
Similarly,
participants
repeatedly
discussed
MAID as a
better form
of death—
one that is
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kinder for
patients and

relatives.
Care Brown et | Assess Patients (who | People who | Interpretive/construct | Sem- Patient-and The care
Consideration | al., 2022; | opportuniti | requested have direct ivist approach structure | family- consideratio
s in a Patient- | Canada es to assessment for | experience (Thematic analysis) | d centered care ns identified
and Family- enhance MAIiD) (N =5) | with MAiID intervie | (PFCC) in assist in
Centered patient-and | Family (patients, WS MAIiD conceptualiz
Medical family- members (N = | families, and (Emotional, ing the
Assistance in centered 11) healthcare physical, components
Dying care Healthcare providers) spiritual, and of a quality
Program (PFCC) in | providers (N = relational PFCC
MAID 14) PFCC MAID
considerations) | program.
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Bereavement
and the
Oregon Death
with Dignity
Act: How
does
assisteddeath
impact grief?

Srinivasa
n, 2019;
USA

Explores
bereaveme
nt
experiences
with an
assisted
death

Family
members
(mostly
spouses) (N =
22)

Family
members of
patients who
died through
DWDA

Thematic Analysis

Intervie
wSs

Grief during
the dying
through
DWDA
process.

This study
provides an
in-depth
qualitative
explor-ation
of
bereavement
experiences
following
anassisted
death.

The 'sense of
control'
theme
describes
personal
experiences
and views of
loved ones
regarding
DWDA, and
how it
provided a
sense of
control,
autonomy,
dignity,
peace, and
closure.
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Exploring the
experience of
supporting a
loved one
through a
medically
assisted death
in Canada

Holmes
et
al.;,2018;
Canada

To explore
the
experience
of family
and close
friends of
patients
seeking
medical
assistance
in dying
(MAID) in
Canada.

Caregivers/sup
port system of
patients
seeking/have
seeked MAID
(N=18)

Experience
of people
whose loved
ones sought
out MAID
due to
terminal/seri
ous medical
condition

Thematic Analysis

Virtual
intervie
WS

Focus on
personal
feelings when
loved one
wanted MAID,
preparation for
MAID, day of
assisted death
and reflections
after, and
comparing
MAID to
natural death.

Participants
in the study
recounted
their
experiences
supporting
loved ones
through the
Medical
Assistance
in Dying
(MAID)
process in a
context
where
assisted
death has
recently
been
legalized.
They
expressed
full support
for their
loved ones’
wishes after
witnessing
their
suffering.
The
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participants
offered
emotional
and practical
support in
preparation
for MAID,
ultimately
finding the
process
peaceful and
noting
advantages
over natural
death based
on their
loved ones'
circumstance
.
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Experiences
and
perspectives
of people who
pursued
medical
assistance in
dying

Nuhn et
al., 2018;
Canada

To explore
the
experiences
, wishes,
fears, and
beliefs of
people who
requested
and were
eligible for
medical
assistance
in dying
(MAID) in
Canada in
the first
year after
legalization

People
requesting and
eligible for
MAID
(suffering from
long-term
medical
conditions) (N
=23)

Family and
friends who
were identified
as the patients’
primary
support people
(N=18)

Explore
experience
of people
seeking
MAID, the
first year
after
legalization

Descriptive design
(Thematic analysis)

In-
person
intervie
W

Explore
reasons for
choosing
MAID, and
hopes/fears/wis
hes regarding
MAID.

The most
prominent
theme was
that people
believed it
was
important to
have
autonomy
and control
over their
own lives.
They wanted
to decide for
themselves
when their
suffering
was too
great and
they wanted
to have end-
of-life
options that
included
MAID.
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Caregivers'
Experiences
With Medical
Aid-In-Dying
in Vermont: A
Qualitative
Study

Buchbind
er etal.,
2018;
USA

To explore
the
experiences
of lay
caregivers
involved
with AID
in the U.S.,
focusing on
the day of
death.

Caregivers of
11 patients (N
=19)

Caregivers'
experience
on the day of
dying

Descriptive design
(Inductive
interpretative
thematic analysis

In-
person
intervie
W

Day of dying
using MAiD

AID
(Assistance
in Dying)
enables
terminally ill
patients to
control the
circumstance
s of their
death,
including
timing,
location, and
attendees,
thereby
avoiding the
suffering
associated
with the
dying
process. This
approach
often results
in a more
orderly
death
compared to
natural ones.
Patients
seeking AID
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rely on
social
support from
caregivers,
significantly
altering the
end-of-life
caregiving
experience,
making it
more
predictable
and
manageable.
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Family
Caregivers’
Reflections on
Experiences
of Assisted
Suicide in
Switzerland:
A Qualitative
Interview
Study

Gamondi
etal.,
2018;
Switzerla
nd

To explore
family
caregiver'
reflections
on
experiences
of assisted
suicide in
Switzerlan

d.

Family
caregivers (N =
28)

Caregivers
of loved ones
who chose
assisted
suicide as
their form of
dying/death

Deductive coding
framework
(Framework
analysis)

Intervie
ws (60-
90 mins)
in native
languag
e
(French
and
Italian)
and then
translate
dto
English

Experience of
caregivers in
phases.

Findings
indicate that
families
played a
critical role
in allowing
patients to
obtain
assisted
suicide, and
it appears
likely that
assisted
suicide in
some cases
may not
have been
possible if
families had
not provided
crucial help.
It is possible
that the
Swiss civil
model of
assisted
suicide
allows
patients and
families

31




greater
autonomy in
decision
making and
organization
of assisted
suicide.
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Understandin
g the Reasons
Behind
Healthcare
Providers’
Conscientious
Objection to
Voluntary
Assisted
Dying in
Victoria,
Australia

Haining
etal.,
2021;
Australia

To
understand
how
conscientio
us
objection
(CO)
operates in
the context
of VAD

Health
professional (N
=17)

Health

professionals

who self-
declared
their CO to

VAD prior to

the
legalization
of VAD in
2019

Phenomenological
(Thematic analysis)

Sem-
structure
d
intervie
ws (In-
person
and
virtual)

COto VAD
among health
care workers

A key
finding of
this study is
that,
amongst
these
participants,
religious
reasons for
objecting to
VAD were
seldom
cited. Most
participants’
accounts of
their CO
referred to
reasons that
could be
regarded as
secular,
humanist, or
professional.
This runs
counter to
what might
be assumed:
that as
religious
affiliations
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weaken and
church
attendance
diminishes,
that the need
to
accommodat
e doctors’
CO to
procedures
like assisted
dying might
also recede.
It also
highlights
the
importance
of having a
better
understandin
g of non-
religious CO
to VAD.
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Patient
experiences
with requests
for medical
assistance in
dying

Fruhstorf
er, 2024;
Canada

To explore
experiences
of patients
who have
complex
chronic
conditions
(CCCs),
such as
fibromyalgi
a and
chronic
fatigue
syndrome,
when they
request
medical
assistance
in dying
(MAID) in
Canada.

People who

have sought out
MAID (N = 16)

Patients who
have
complex
chronic
conditions
(CCCs), who
have sought
out MAID

Descriptive design
(Thematic analysis
and deductive
analysis)

Virtual
intervie
WS

Exploring

reasons behind

seeking out
MAiD

This report
provided an
opportunity
for people
with CCCs,
such as
chronic pain
and CFS, to
describe
their
suffering
and their
journeys
toward
applying for
MAID.
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Table 3. Critical appraisal based on JBI guidelines

Study Title | Author( | 1.Is there | 2.Is 3.Is there | 4. Is there | 5.Is there | 6.Is there | 7.1s the | 8. Are 9.1Is the | 10. Do the
s), Year, | congruity | there congruity | congruity | congruity | a influenc | participa | research | conclusion
Country | between congruity | between | between between statement | e of the | nts, and ethical s drawn in
the stated | between | the the the locating researc | their accordin | the
philosophi | the research | research research the her on voices, g to research
cal research | methodol | methodolo | methodolo | researche | the adequatel | current | report
perspectiv | methodol | ogy and gy and the | gy and the | r researc |y criteria | flow from
e and the | ogy and the representa | interpreta | culturally | h, and represent | or, for the
research the methods | tion and tion of or vice- ed? recent analysis,
methodolo | research | used to analysis of | results? theoretica | versa, studies, or
gy? question | collect data? Ily? address and is interpretat
or data? ed? there ion, of the
objective evidence | data?
s? of
ethical
approval
by an
appropri
ate
body?
Physicians’ | Matthew | N/A Yes Yes Yes Yes Yes Yes Yes Yes Yes
moral et al.,
distinctions 2025;
between Canada
medical
assistance in
dying
(MAiD) and
withdrawing

life-




sustaining
treatment in

Canada: a

qualitative

descriptive

study

What About | Pronk, et | N/A Yes Yes Yes Yes Yes Unclear | Yes Yes Yes
Us? al.,

Experiences | 2021;

of Relatives | Netherla

Regarding nds

Physician-

Assisted

Death for

Patients

Suffering

from Mental

Ilness: A

Qualitative

Study

The Young, | N/A Yes Yes Yes Yes Yes Yes Yes Yes Yes
discursive etal.,

context of 2021,

medical aid | New

in dying: A | Zealand

paradox of

control?

Choreograph | Lewis, et | N/A Yes Yes Yes Yes Yes Unclear | Yes Yes Yes
ing a good al.,

death: 2024,

Carers' Australia

experiences

and practices
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of enacting
assisted
dying

Unacknowle
dged Pain
and
Disenfranchi
sed Grief: A
Narrative
Analysis of
Physicaland
Emotional
Pain in
Complex
MAIiD
Bereavement
Stories

Sarota,
etal.,
2023;
Canada

N/A

Yes

Yes

Yes

Yes

Yes

Unclear

Yes

Yes

Yes

A qualitative
study
exploring
family
caregivers'
support
needs in the
context of
medical
assistance in
dying

Smole;j,
etal.,
2023;
Canada

N/A

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Hospice care
providers
experiences
of grappling
with medical

Freeman
,etal.,
2021;
Canada

N/A

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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assistance in
dying in a
hospice
setting: a
qualitative
descriptive
study

Medical
assistance in
dying and
the meaning
of care:
Perspectives
of nurses,
pharmacists,
and social
workers

Mills, et
al.,
2021;
Canada

N/A

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Care
Consideratio
nsina
Patient- and
Family-
Centered
Medical
Assistance
in Dying
Program

Brown,
etal.,
2022;
Canada

N/A

Yes

Yes

Yes

Yes

Yes

Unclear

Yes

Yes

Yes

Bereavement
and the
Oregon
Death with
Dignity Act:
How does

Srinivas
an, et al.,
2019;
USA

N/A

Yes

Yes

Yes

Yes

Yes

Yes

Unclear

Yes
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assisteddeath

impact

grief?

Exploring Holmes, | N/A Yes Yes Yes Yes Yes Yes Yes Yes Yes
the etal.,

experience 2018;

of Canada

supporting a

loved one

through a

medically

assisted

death in

Canada

Experiences | Nuhn, et | N/A Yes Yes Yes Yes Yes Unclear | Yes Yes Yes
and al.,

perspectives | 2018;

of people Canada

who pursued

medical

assistance in

dying

Caregivers' | Buchbin | N/A Yes Yes Yes Yes Yes Unclear | Yes Yes Yes
Experiences | der, et

With al.,

Medical 2018;

Aid-In- USA

Dying in

Vermont: A

Qualitative

Study

Family Gamond | N/A Yes Yes Yes Yes Yes Yes Yes Yes Yes
Caregivers’ 1, etal.,
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Reflections
on
Experiences
of Assisted
Suicide in
Switzerland:
A
Qualitative
Interview
Study

2018;
Switzerl
and

Understandi
ng the
Reasons
Behind
Healthcare
Providers’
Conscientiou
s Objection
to Voluntary
Assisted
Dying in
Victoria,
Australia

Haining,
etal.,
2021;
Australia

N/A

Yes

Yes

Yes

Yes

Yes

Unclear

Yes

Yes

Yes

Patient
experiences
with
requests for
medical
assistance in
dying

Fruhstor
fer,
2024;
Canada

N/A

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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Main Findings

Six main themes emerged from the analysis, in which assisted suicide was consistently

discussed in relation to ideals of kalothanasia, death with dignity, and moral acceptability.

Themes revealed that assisted dying is not understood merely as a medical procedure, but

as a deeply valued-laden process shaped by human autonomy, suffering, relational (and

often complex) dynamics, and ethical tensions. The themes capture how patients,

caregivers/family members, and healthcare professionals perceive and experience

assisted suicide in relation to features of a ‘good death’. Together, these themes represent

interrelated implications of how assisted suicide is understood as a good death, while also

revealing points of tension, ambivalence, and moral contestation across stakeholder

groups. Table 4 contains a summary of the themes and illustrative quotations.

Table 4. Summary of the findings and quotations

remembered as

Emerged Theme’s core Stakeholders Reference | Quotes
themes
Autonomy and Assisted suicide is | Patients; Young et “The control
control over framed as enabling | families/caregivers | al., 2021; I want to
dying control over timing, Nuhn et al., | have really
place, and 2018; is only in
conditions of death, Buchbinder | the event
often linked to etal., 2018; | of...a
identity, Srinivasan, | failure of a
independence, and 2019; good
a fear of a “failed” Holmes et | death.”
death. al., 2018 (Young et
al., 2021)
Dignity and Assisted suicide is | Patients; family Fruhstorfer, | “What I'm
relief of suffering | understood as a members/caregivers; | 2024; suffering
as justification dignified and HCPs Sarota et from [the
compassionate al., 2023; pain] is
response to severe Smolej et equal to that
suffering (physical al., 2023; of stage 4
and/or Mills et al., | bone
psychological), 2021; cancer.”
where continued Matthew et | (Fruhstorfer,
life is experienced al., 2025 2024)
as intolerable.
Choreographing | A “good death” via | Families/caregivers | Lewis et “It was very
a ‘good death’ assisted suicide is al., 2024; peaceful and
through actively produced Holmes et | lovely...and
planning and through planning, al., 2018; we have
presence rituals, and Buchbinder | lovely
relational et al., 2018; | memories of
coordination; when Gamondi et | that last
it goes well it is al., 2018; day...”
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peaceful, but Brown et (Lewis et
deviations can be al., 2020 al., 2024)
distressing.
Ambivalence and | Relatives and Relatives; Pronk et “I
moral conflict professionals often | caregivers; HCPs al., 2021; understood
around assisted | experience mixed Lewis et her
suicide emotions (support + al., 2024; suffering. ..
discomfort), shaped Freeman et | but I wanted
by moral al., 2021; to grow old
frameworks, Haining et | with her.”
religion/culture, al., 2021 (Pronk et
hope for recovery, al., 2021)
or professional
identity.
Assisted suicide Stakeholders HCPs; (sometimes Mills et al., | “The
as ‘care’ versus negotiate whether families) 2021; process is so
‘killing’ assisted suicide is Matthew et | incredibly
care, palliation, or al., 2025; smooth and
killing, often Freeman et | peaceful...”
resolving tension al., 2021 (Mills et al.,
through emphasis 2021)
on voluntariness,
intention, and
autonomy;,
clinicians also
compare it with
withdrawal of
treatment.
Closure, Assisted suicide Relatives; Holmes et | “For us to
bereavement, can enable goodbye | caregivers al., 2018; spend all of
and continuing rituals and closure, Srinivasan, | that time
complexity but grief may 2019; before was
remain complex, Sarota et such a
including guilt, al., 2023; privilege...”
distress, or Gamondi et | (Holmes et
disenfranchised al., 2018; al., 2018)
grief—especially Lewis et
when the process is al., 2024
experienced as
disrupted or
morally contested.

Theme 1: Autonomy and control over dying

Assisted suicide was frequently associated and described as a means to preserve control
over the circumstances of death, including timing, location, and who is present, often in
response to feared loss of independence or identity (Nuhn et al., 2018; Young et al., 2021).

In caregivers’ accounts, control also involved practical management of the dying process
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and the creation of an orderly, predictable death (Buchbinder et al., 2018), and in
bereavement narratives, it was associated with comfort and reduced distress linked to
uncertainty (Srinivasan, 2019). Support networks described planning and selecting the
date as part of a death, understood to be “on one’s own terms”, contributing to the
meaning of dignity and agency (Holmes et al., 2018). While patients primarily
emphasized autonomy in relation to anticipated bodily decline, loss of identity, and self-
determination (Nuhn et al., 2018; Young et al., 2021), caregivers and bereaved relatives
framed control over relationally, as the ability to anticipate, organize, and emotionally
prepare for death, thereby reducing uncertainty and distress (Buchbinder et al., 2018;
Holmes et al., 2018; Srinivasan, 2019).

Theme 2: Dignity and relief of suffering

Across patient and family accounts, severe suffering, both physical and psychological,
was central to the understanding of assisted suicide as a compassionate pathway to
dignified death (Fruhstorfer et al., 2024; Serota et al., 2023). Caregivers frequently framed
support for MAID in terms of relieving unbearable suffering and avoiding prolonged
deterioration, linking assisted suicide to humane and empathetic end-of-life care (Smole;j
etal., 2023). Healthcare professionals similarly emphasized relief of suffering as ethically
salient, including in compassion between MAID and withdrawal of life-sustaining
treatment, where intention and context shaped moral permissibility (Matthew et al.,
2025). Beyond symptom burden, dignity was also articulated in terms of remaining
faithful to one’s values, preserving identity, and determining when life no longer aligned
with what participants considered meaningful living, in other words, a life that was worth
living in accordance with the participants’ preferences (Nuhn et al., 2018; Young et al.,

2021).

Theme 3: Choreographing a ‘good death’ through planning and presence

Family members and caregivers described assisted suicide as requiring active
organization and relational labour to produce a ‘good death’, including rituals, shared
time, and careful management of the environment (Gamondi et al., 2018; Lewis et al.,
2024). Caregivers also described structured preparation and a staged sequence of events
on the day of the death (Buchbinder et al., 2018; Holmes et al., 2018). Where planning
aligned with expectations, assisted death was remembered as peaceful and relationally

meaningful; when procedures felt crowded, chaotic, or misaligned with needs,
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experiences were distressing and challenged the ideal of ‘good death’ (Lewis et al., 2024).
Patient and family-centered care elements, including emotional, physical, spiritual, and
relational, were explicitly used to conceptualize quality of assisted dying provision

(Brown et al., 2022).

Theme 4: Ambivalence and moral conflict around assisted suicide

Despite empathy and support, relatives often held ambivalent positions, simultaneously
understanding suffering, struggling with moral frameworks, religious beliefs, or hope for
alternatives (Pronk et al., 2023). Caregivers likewise reported mixed emotions even when
describing assisted dying as the “best thing”, indicating that participation could be both
meaningful and confronting (Lewis et al., 2024). Among hospice staff and other
professionals, assisted dying could produce interpersonal unease and guilt, including
worries about normalization and desensitization (Freeman et al., 2021). Objection
narratives highlighted objections grounded not only in religion but also in professional
and secular moral reasoning, including concerns about transient suffering and the
preservation of life ethos (Haining et al., 2021). Importantly, ambivalence was not
experienced as indecision or lack of support, but as an enduring moral tension produced

by competing values, such as care, hope, responsibility, and the meaning of death itself.

Theme 5: Assisted suicide as care vs ‘killing’

Across studies, assisted suicide emerged as a morally contested practice, positioned at the
boundary between care, palliation, and the intentional ending of life. Professionals and
stakeholders negotiated whether assisted suicide should be conceptualized as care,
palliation, or ending one’s life. For some clinicians, participation was framed as care
because it supported autonomy and resulted in a peaceful process (Mills et al., 2023).
Physicians also drew distinctions between causation, intention, voluntariness, and the
language of “ending someone’s life”’, sometimes aligning assisted suicide with other end-
of-life decisions such as withdrawing treatment (Matthew et al., 2025). In hospice
contextst, assisted suicide could be experienced as a disrupted pathway that generated

relational challenges and discomfort among frontline staff (Freeman et al., 2021).

Theme 6: Closure, bereavement, and continuing complexity
Assisted suicide was described as enabling anticipatory goodbyes, shared meaning-

making, and closure often experienced as ‘privilege’ of time and intentional presence
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(Holmes et al., 2018). Bereavement after assisted death included comfort and peace linked
to autonomy and reduced uncertainty (Srinivasan, 2019), but grief could also be complex
and morally charged, including experiences of unacknowledged pain or disenfranchised
grief (Serota et al., 2023). Caregivers and family members suggested that the emotional
consequences of assisted dying were shaped by how closely the experience matched
expectations of a ‘good death’ and by the broader organizational and cultural framing of
assisted suicide. In the study conducted by Lewis et al. (2024), carers described actively
enacting a good death through careful planning, ritualization, and shared presence, with
emotional outcomes ranging from peace and gratitude when the death unfolded as
imagined to distress, guilt, and lingering ambivalence when the process deviated from
expectations. By contrast, Gamondi et al. (2018) showed that in the Swiss context, where
assisted suicide is embedded within a civil, non-medicalized model, carers’ emotional
experiences were shaped less by the immediate choreography of the dying moment and
more by the prolonged process of contemplation, acceptance, and collective decision-

making.

Across themes, assisted suicide was consistently framed as an attempt to align the
circumstances of death with personal values, relational needs, and moral reasoning.
However, the realization of a ‘good death’ was shown to be contingent, shaped by
organizational contexts (in the case of healthcare experiences), interpersonal dynamics,
and unresolved ethical dilemmas. Kalothanasia thus emerged not as a fixed outcome, but

as a negotiated and sometimes fragile process.

Discussion

This qualitative systematic review synthesized how patients, family members/caregivers,
and healthcare professionals perceive and experience assisted suicide in relation to
kalothanasia. Across sixteen qualitative studies, assisted suicide consistently emerged as
a deeply moral, relational, and value-based practice rather than a purely medical or legal
intervention. This synthesis advances three higher-order contributions that move beyond
reiterating single themes and instead clarify what the findings mean for how assisted

dying is understood, organized, and supported in practice.

46



First, the findings position assisted dying as a relational moral practice rather than a
procedure. Although autonomy and control were central across stakeholder groups, they
were not expressed as an abstract individual right alone; instead, autonomy was enacted
through decisions about timing, place, and social presence, and negotiated through
relationships and care roles. Patients framed assisted suicide as preserving agency in the
face of progressive illness, threatened identity, and anticipated loss of self-determination,
aligning with accounts that connect dignity to authorship of one’s life narrative (Frantz et
al., 2025) and with broader arguments that autonomy, while foundational, is also
relationally embedded in assisted dying contexts (Wittrock, 2025). This relational moral
framing is also visible in caregivers’ and families’ experiences: assisted suicide was
repeatedly described as requiring ‘“choreography” (e.g., planning, environmental
preparation, ritualization, and shared presence) so that dying could unfold in ways that
felt orderly, meaningful, and ethically “right.” In this sense, assisted dying appears less
like a discrete clinical act than a temporally extended social practice, consistent with end-
of-life ethics scholarship describing “good death” as socially situated rather than
momentary or purely individual (Balducci, 2012; Kovacs, 2014). The moral stakes were
not confined to whether assisted dying is permissible, but to how it is carried out, with
whom, and under what institutional conditions, an observation reinforced by reports of
distress when procedures felt crowded, chaotic, or misaligned with the relational needs

of those present (Kovacs, 2014; Krikorian et al., 2020).

Second, this synthesis clarifies kalothanasia as a process rather than an endpoint. Across
studies, the “good death” was not treated as a stable outcome that assisted suicide
straightforwardly delivers; instead, it emerged as a negotiated and sometimes fragile
process shaped by autonomy, suffering, relational closure, and moral reasoning. Relief of
suffering (physical and psychological) was frequently invoked as a moral justification for
assisted suicide, but participant accounts framed suffering not only as symptom burden;
it was also described as existential erosion, loss of meaning, and threats to personhood
and autonomy. These meanings resonate with literature emphasizing that dignity can be
undermined when suffering becomes overwhelming or unresponsive to care (Meier et al.,
2016; Pereira et al., 2025). Yet the synthesis also shows that the pursuit of kalothanasia
often carries moral tension: relatives could be simultaneously compassionate and
resistant, influenced by cultural, religious, or existential beliefs; professionals negotiated

intention, proportionality, and the moral language surrounding assisted suicide in ways
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that echo enduring ethical disputes (e.g., “’killing” versus other end-of-life decisions). The
key interpretive point is that assisted suicide was often understood as morally permissible
not because death is desired per se, but because continued existence under certain
conditions is perceived as incompatible with dignity or with a life considered worth
living. In that respect, kalothanasia appears in these accounts as a moral Horizon,
something pursued through choices and relationships, rather than a guaranteed endpoint,
supporting the view that “good death” ideals can be both supportive and burdensome
when treated as prescriptive norms (Kovéacs, 2014; Krikorian et al., 2020).

Third, the findings support reframing death education as an infrastructural response rather
than an add-on. In the included studies, stakeholders repeatedly navigated ambivalence,
ethical uncertainty, and emotionally complex relational dynamics; these challenges were
not peripheral but structurally produced by the moral plurality surrounding assisted
suicide and by the practical demands of organizing an intentional death. In this context,
death education is best understood as a system-level capacity that can strengthen how
patients, families, and professionals interpret suffering, articulate values, and negotiate
expectations of a “good death.” Evidence from death education programs indicates that
increasing death literacy can reduce fear, improve ethical dialogue, and foster more
compassionate engagement with death-related attitudes across settings (Romao et al.,
2025). Applied to assisted dying contexts, death education may help prevent the ideal of
a “perfect” death from becoming a source of pressure or guilt, support more realistic
preparation, and provide shared ethical language for navigating moral disagreement
without escalating into relational rupture or professional moral distress (De Cock et al.,
2024; Sutherland, 2019). Importantly, this framing extends beyond clinical training: at
the policy level, the synthesis reinforces arguments that death with dignity should not be
addressed solely through legal permissibility, but through broader public health and
educational strategies that normalize conversations about death, dying, and moral
pluralism (S. Richards, 2025; Romao et al., 2025). If death with dignity is treated as a
human right, it also implies societal obligations to ensure access to information, dialogue,
psychosocial care, and ethical support throughout the dying process, not only the

availability of an assisted death (Wittrock, 2025).

Taken together, these three contributions situate assisted suicide within a broader ecology
of meaning, care, and moral responsibility. They suggest that kalothanasia is not achieved

solely through the availability of assisted dying, but through sustained cultural,
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educational, and institutional efforts that enable individuals and communities to confront

death openly, compassionately, and ethically.

Limitations and future directions

The review has two main limitations: (1) the qualitative evidence base is uneven and
mostly comes from countries where assisted dying is already legal, so perspectives from
restrictive or culturally contested settings are likely underrepresented; and (2) using
kalothanasia (“good death”) as the analytic lens is useful but normatively and culturally
loaded, requiring interpretive judgment and potentially downplaying experiences that
resist “good death” ideals. Future research should prioritize jurisdictions where assisted
dying is new or ambiguous (e.g., Italy), broaden stakeholder groups beyond
patients/families/clinicians (e.g., ethics committees, administrators, palliative care
teams), and study the limits and tensions of the “good death” frame, especially cases of
ambivalence, regret, or moral distress, using longitudinal qualitative designs to track how

meanings change over time.

Conclusions

This qualitative systematic review synthesised empirical evidence on how AD is
experienced and understood in relation to ideals of a good death, kalothanasia, and death
with dignity. By foregrounding lived experiences and moral reasoning across patients,
families or caregivers, and healthcare professionals, the review moves beyond polarized
ethical debates to highlight the relational, emotional, and existential dimensions that
shape AD practices. The findings underscore that AD is rarely understood as a purely
technical or legal intervention, but rather as a deeply situated practice embedded in
personal values, social relationships, and institutional norms. Taken together, the review
suggests that analysing AD through the lens of kalothanasia offers a productive way to
capture both its appeal and its ethical complexity. While AD is often framed as a means
of achieving a good death, the synthesis reveals that such ideals are negotiated,
contingent, and dynamic. Attending to these complexities is essential for clinicians,
policymakers, and ethicists seeking to engage responsibly with AD as it becomes an

increasingly prominent feature of end-of-life care.
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