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Due to the unprecedented increase in the United States aging
demographics, many more people are living longer and reaching
older ages than ever before. However, a longer life is not necessarily
a better life, as the vast majority will face a period of prolonged
deteriorating health prior to death. Although notable efforts have
been underway that are designed to improve the end-of-life
experience, increasing numbers of individuals express a desire
and=or act upon an intent to end their lives precipitously. Though
still limited, the options to actively participate in their own deaths
are growing. Requests for a hastened death can occur among
people of all ages and includes those with advanced illness as well
as others wanting to die due to unbearable suffering. This article
provides an overview of the ongoing discourse about the experience
of dying faced by many older adults, including aspects frequently
associated with ‘‘a good death.’’ The limitations of established
practices which seek to provide a ‘‘better’’ dying experience are
identified followed by discussion of the growing availability of
alternative options. Reflective considerations are presented to guide
practice vis-à-vis the changing landscape surrounding options
in dying.
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Adults ages 65 and older comprise 13% of the U.S. population (Werner, 2011).
By 2030, the older population is expected to grow to about 80 million; doubling
in size and comprising one out of every five Americans (Federal Interagency
Forum on Aging-Related Statistics, 2013). The greatest increase among older
adults is occurring among those ages 90 and older (Werner, 2011). However,
increasing life spans also correspond to increasing levels of chronic illness
among the older population which ultimately lead to death. According to the
Centers for Disease Control (CDC), four of the five leading causes of death
are chronic diseases: (a) heart disease; (b) cancer; (c) chronic obstructive
pulmonary disease; and (d) stroke (Hoyert &Xu, 2012), and two out of three adults
aged 65 and older suffer from multiple, serious chronic conditions (CDC, 2014).

TRAJECTORIES OF DECLINE AT THE END OF LIFE

Chronic illness shapes the experience at the end of life for the majority of older
Americans. After reviewing several decades of mortality statistics, Lynn (2005)
reported that about two-thirds of those who died in the United States suc-
cumbed to one of four primary chronic conditions: chronic heart failure,
emphysema, frailty, and dementia. Older persons with these chronic conditions
follow three fairly typical trajectories of decline prior to death. In the first tra-
jectory, people experience long periods of good functioning with a few weeks
or months of rapid decline in which a serious illness becomes overwhelming,
ultimately resulting in death. A cancer diagnosis is the most common example
of this type of trajectory. About 20% follow this course which typically peaks
around age 65. The second trajectory, faced by approximately 25% of indivi-
duals in the United States, is described as a slow decline in functional status,
with sporadic exacerbations of the illness. The two primary chronic conditions
in this trajectory are chronic heart failure and emphysema. After years of living
with increasingly poorer health, people following this course will usually
experience death rather suddenly, ultimately dying from chronic organ system
failure when they are in their 70s. The final trajectory identified includes 40% of
people and is typified by long-term dwindling function that requires years of
personal care. Many in this group are diagnosed with some form of dementia
and=or frailty and generally live into their 80s. About one-half of this popu-
lation will have serious cognitive failure during the course of decline. Death
occurs typically after a minor physiological challenge, such as influenza,
urinary tract infection, pneumonia, or a broken bone in which the body is unable
to recover due to the individual’s overall debilitated condition (Lynn, 2005).

PLACE OF DEATH

The majority of deaths in the United States occur in institutional settings. In
2011, 46% died in medical facilities and 21% died in nursing homes (CDC,
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2014). According to the Institute of Medicine (2014), the last few months of
life are typically characterized by frequent hospital and intensive care admis-
sions The occurrence of deaths in institutional sites is in direct contrast to
individuals’ expressed desires and preferences to die in their own homes.
According to the National Center for Health Statistics, more than one in four
(27.5%) did die in their homes in 2011; a figure that has been increasing each
successive year over the past decade (e.g., 22.9% died at home in 2001; CDC,
2014). Despite medical advances and corresponding options for continuing
aggressive treatment recommended in attempts to ‘‘cure’’ illnesses (and that
may require hospitalization), individuals continue to indicate, overwhelm-
ingly, preferences to die at home (Barnato, Anthony, Skinner, Gallagher, &
Fisher, 2009; Hoverman, 2011; Teno et al., 2013). Increasingly, people of
all ages are concerned about their own future dying experience, especially
after having witnessed the prolonged and sometimes horrific deaths of loved
ones occurring in institutional settings across the United States.

DESIRES FOR HASTENED DEATH

Requests for a hastened death occur from people of all ages, and among
persons both with and without advanced illness. In American society, profes-
sionals working with dying persons, as well as lay people alike, routinely
encounter seriously and terminal ill persons that request to end their lives
precipitously (Maytal & Stern, 2006). Among those enrolled in hospice
services, for example, increasing requests for a hastened death has led the
National Hospice and Palliative Care Organization to recommend that its
member organizations develop policies and guidelines about how to appro-
priately respond to such requests (Smith et al., 2013).

Several recent individual stories have played out in the media and
underscored the need to examine the issue of hastening one’s own death.
In 2014, the story of Brittany Maynard garnered much media attention.
Maynard, a 29-year-old woman with aggressive brain cancer, moved to
Oregon (a state allowing physician-assisted suicide) in order to obtain a
lethal dosage of medication so that she could end her life and avoid the tra-
jectory of decline associated with her disease (Egan, 2014). Maynard later
succumbed after taking the medication. Maynard acknowledged the diffi-
cultly of her choice for a dignified death based on her futile condition as
she noted, ‘‘There’s not a single part of me that wants to die, but I am dying’’
(Egan, 2014, para. 6). Likewise, NPR host Diane Rehms recently discussed the
plight of her own husband, who was struggling with Parkinson’s disease and
who expressed an intolerable point in his own life and requested assistance
from his doctors to die (NBC News, 2014). According to Rehms, ‘‘He simply
decided the end had come and he did not want to carry on this way’’ (NBC
News, 2014, para. 10). However, his physicians were unable to assist him as
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he did not reside in a state in which physician-assisted suicide was legal and
prognostically, he did not qualify for hospice care. Although many, and per-
haps the majority of cases, whereby persons with advanced serious con-
ditions seek to and do end their lives precipitously, others desire to hasten
death at earlier stages of an illness. For example, recent national attention
on famed comedian and actor Robin Williams suggests that he committed
suicide to avoid the ravages of a dementing illness of which he was recently
diagnosed (Neporent, 2014).

Though the prevalence of requests to hasten death expressed by
persons without an underlying terminal illness are difficult to quantify,
anecdotal reports suggest that many have and do consider options to die
precipitously. For example, in one small community in the southeastern
United States, more than 400 persons attended community discussions in
response to a media story written about a capacitated 86-year-old woman
who had no underlying physical or mental illness and chose to end her life
after concluding she was ready to die and did not want to continue living
according to the way she wanted (Seidman, 2014). Although many in the
community disagreed with her decision and rationale, the vast majority
of residents supported her decision and asserted that her ‘‘choice’’ repre-
sented a personal civil right. Elder law attorneys attending the forums
further shared that increasingly people are inquiring about their own
options and planning accordingly for their own demise, and on their
own terms.

PERSONAL CONCERNS ABOUT DYING

Though the fear of dying is multifaceted, several fears dominate the con-
cerns of people at the end of life (a full discussion is beyond the present
scope). Foremost, dying threatens one’s autonomy and independence;
two highly-regarded values in U.S. society. Although many intend to stay
‘‘in charge’’ at the end of their lives, loss of autonomous decision-making
in the latter stages of a deteriorating illness is common. For example, one
study estimated that 40% of adults who were admitted to acute care hospi-
tals were incapable of making personal treatment decisions due to uncon-
sciousness, cognitive impairment, or the inability to express their desires
(Raymont et al., 2004). In 2005, respondents in the Health and Retirement
Study reported that 70% of those who died were incapable of participating
in treatment decisions at the end of their lives (Silveira, Kim, & Langa,
2010). Research suggests that a sizeable proportion of people in intensive
care units lack decision-making capacity (Nelson et al., 2006; White, Curtis,
Lo, & Luce, 2006). In one study, almost one-third (29%) of Medicare
patients received intensive care in the last month of their lives (Goodman,
Morden, Chang, Fisher, & Wennberg, 2013; Teno et al., 2013). People with
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dementia, a particularly common affliction among older adults, are likely to
lose the capacity to express autonomous decisions at the end of life, as the
course of their disease progresses (Woods & Pratt, 2005).

A variety of existential concerns may be experienced during the
progression of a disease toward death as well (Ganzini et al., 2003). In
addition to threatened autonomy, individuals who are dying may struggle
with a variety of concerns that affect daily life including: physical (i.e., pain,
loss of bodily functioning, and debilitation); psychological (i.e., depression,
anxiety, loss of dignity); spiritual (i.e., meaningless and hopelessness of
life); and psychosocial concerns (i.e., loss of social role and fears of being
a burden to loved ones). Despite past decades of improvements in end-of-
life care, the majority of people still experience an extended dying course
with limited attention to such humanistic aspects of suffering (IOM, 2014).
Consequently, a growing disparity remains between individual desires to
die well, on one’s own terms, and the reality of how people actually die
in the United States.

PUBLIC CONCERNS ABOUT DYING

Dissatisfaction with the dying experience has been increasingly voiced by
people who are seriously ill, caregivers, and health care providers alike.
Popular media stories can be easily found in leading newspapers and
magazines including the New York Times and Newsweek. Concerns are
expressed about interactions with the health care system and include the high
cost of health care (Butler, 2010), the futility of medical treatments (Bennett,
2012), and the dehumanization of care (Bernstein, 2014; Brody, 2011; Cloud,
2000) at the end of life. These published news articles often garner hundreds,
and even thousands, of comments by a public that can provide additional
testimonials about these problems. Much of the commentary conveys a
personal sense of dismay while others indicate plans to avoid similar endings
for themselves or their family members. In one particularly provocative article
in The Atlantic, bioethicist Ezekiel Emmanuel (2014) dismissed the ‘‘dream’’ of
immortality and justified his reasons for wanting to die at age 75. Though
Emanuel advocated a plan to refuse unwanted care in his later years, others
may take a more active role in an effort to die a ‘‘good death’’ per their own
definition. In a markedly succinct expression about her choice to die at noon
on a day of her choosing, 84-year-old Gillian Bennett, stated ‘‘I will take my life
at noon today. It is time.’’ Though Gillian Bennet sought to avoid the ravages of
dementia, she also discussed a myriad of reasons supporting her decision and
her story was documented by multiple public media sources. As a sign of
resonance with the public, her website (http://deadatnoon.com) has had
hundreds of thousands of visitors. Indeed, the growing discourse about how
death often occurs suggests that many are in search of a ‘‘better’’ death.
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ACHIEVING A GOOD DEATH

Although definitions of a ‘‘good death’’ vary, several common components
have been articulated. According to the Institute of Medicine (1997), a decent
or good death is one that is ‘‘free from avoidable distress and suffering for
patients, families, and caregivers; in general accord with patients’ families’
wishes; and reasonably consistent with clinical, cultural, and ethical
standards’’ (p. 23). Components of quality end-of-life care to achieve a good
death are identified in Table 1.

Leading thanatologists have identified numerous components of a good
death. In his book, On Our Way: The Final Passage Through Life and Death,
Kastenbaum (2004) identified preparing for death with clear decision-making
and affirmation of the whole person prior to dying as one of the most impor-
tant aspects. Shneidman (2007) defined a good death as: natural, civilized,
mature, generative, expected, peaceable, honorable, rueful, and accepted.
Chochinov (2006; Chochinov, Hack, McClement, Kristjanson, & Harlos,
2002) has advanced the concept of a ‘‘dignified death’’ through interventions
intended to bolster ‘‘dignity-conserving actions’’ such as maintaining a conti-
nuity of ‘‘self’’ through role preservation, fostering generativity and legacy,
maintenance of pride, hopefulness, autonomy and control, and resilience.
Not surprisingly, person-centered aspects represent core commonalities
among all the models put forth by those with experience working with indi-
viduals at the end of life. Being personally prepared for what will come and
what one needs to do to best prepare; the promotion of one’s own voice
throughout the end of life; recognition of the holistic sense of personhood
including psychological, social, emotional, spiritual, and existential elements;
and a celebration of one’s legacy to others have been identified as important.

TABLE 1 IOM Core Components of Quality End-of-Life Care

. Frequent assessment of the person’s physical, social, emotional, and spiritual well-being

. Management of emotional distress

. Offer referral-level, expert-level palliative care

. Offer referral to hospice if the patient has a prognosis of 6 months or less

. Management of care and direct contact with patient and family for complex situations by a
specialist-level palliative care physician

. Round-the-clock access to coordinated care and services

. Management of pain and symptoms

. Counseling of patient and family

. Family caregiver support

. Attention to the patient’s social context and social needs

. Attention to the patient’s spiritual and religious needs

. Regular personalized revision of the care plan and access to services based on the changing
needs of the patient and family

Source: Institute of Medicine (IOM). (2014). Dying in America: Improving quality and honoring individ-

ual preferences near the end of life. Washington, DC: The National Academies Press.
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In addition, there is a focus on ensuring surroundings that are tranquil and of
personal value. People want to remain in control of decisions about care that
affects all aspects of their lives as the end of life nears (California HealthCare
Foundation [CHCF], 2012; Fischer et al., 2006; Gruneir et al., 2007).

APPROACHES IN PLANNING FOR THE END OF LIFE

Advance Care Planning=Advance Directives

Advance care planning represents the primary modality to plan for medical
treatment and goals at the end of life (IOM, 2014). The concept of planning
in advance for care emerged to promote autonomy in medical
decision-making (Sabatino, 2010). In contemporary society, advances in
medicine and technology over the past decades have led to ‘‘medicalized’’
deaths (Gawande, 2014; IOM, 2014). That is, compared to natural deaths,
people dying often experience multiple medical treatments that can prolong
the dying process and render them incapacitated to participate in their own
decision-making. Advance care planning represents a communicative pro-
cess whereby individuals can express treatment desires, according to their
personal values and beliefs about quality of life (Sabatino, 2010). Appointing
a surrogate and the expression of treatment desires is typically documented
on advance directive forms, such as living wills and durable powers of
attorney for health care. The formulation of these documents is supported
through federal and state legislation and promoted by health care providers
as the primary method by which to express end-of-life desires (IOM, 2014).

However, mounting evidence suggests that the use of written advance
directives has not improved the overall dying experience in the United States.
Foremost, despite policy efforts to promote its usage with the Patient
Self-Determination Act of 1990, the majority of Americans do not possess
advance directives (IOM, 2014, Sabatino, 2010). Advance directive forms
are often considered confusing (IOM, 2014; Sabatino, 2010) and do not
adequately reflect different religious, cultural, and social considerations
important to people and their families (Castillo et al., 2011). The forms also
fail to reflect the dynamic nature of health care and subsequent changes in
goals of care and treatment preferences inherent as an illness progresses
toward the end stage (Fried, O’Leary, VanNess, & Fraenkel, 2007). Also,
difficulties are reported in accessibility of the documents during transitions
in levels of care among older patients (Yung, Walling, Min, Wenger, & Ganz,
2010). Perhaps the most troubling aspect is whether advance directives are
actually followed when incapacitated. For example, in one study there was
poor concordance noted among elderly patients who requested comfort care
in their living wills and what actually occurred in the course of treatment at
the end of life (Kelley et al., 2011). Moreover, advance directives may not be
routinely updated as medical conditions change, and as noted by the IOM
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(2014), ‘‘even if one completes an advance directive . . . it tends to be
separated from the time of dying by months, years, or even decades’’ (p. xi).

Physicians Orders for Life-Sustaining Treatment

The Physicians Orders for Life Sustaining Treatment (POLST) document is a
more recent vehicle through which advance care planning can take place. It
is designed for seriously ill or frail persons to be able to document treatments
that they either want or do not want so that their wishes may be honored dur-
ing a medical crisis (National POLST, 2012). Completed in collaboration with
a physician, patients can indicate their wishes about a range of options such
as ‘‘comfort measures only’’ or ‘‘no future hospitalization’’ for those who wish
to die at home. Research regarding the POLST indicates a high degree of
compliance with honoring patients’ wishes (Hammes, Rooney, Gundrum,
Hickman, & Hager, 2012); however, numerous issues remain. POLST is
restricted to persons whose current health status and prognosis are likely
to lead to death within the year and for persons of advanced age who want
to avoid any or all life-sustaining treatment (National POLST, 2012).
Therefore, many persons may not meet the eligibility criteria to be able to
formulate this type of document. Other limitations include: accessibility to
the documents, requirement of physician signature, and interpretation
of the forms (IOM, 2014). In addition, the POLST is not yet available across
the country although many states are working to implement POLST (through
legislation).Opposition by some religious groups such as the Catholic
Medical Association has been voiced and these types of actions complicate
the widespread sanctioning of these forms (Brugger et al., 2013; Nienstedt
et al., 2013).

Hospice and Palliative Care

Growing in availability over the past decade, involvement in a palliative care
program represents another way in which to plan for the end of life for
persons facing a terminal diagnosis (IOM, 2014). Palliative care improves
the quality of life for individuals and families managing chronic and
life-threatening illness through the prevention and relief of suffering by early
identification, assessment, and treatment of the multidimensional aspects of
pain including not only physical, but psychosocial and spiritual as well
(World Health Organization, 2014). As a philosophy, palliative care affirms
life and regards dying as a normal process and intends neither to hasten
nor postpone death. Palliative care provides the best chance to maintain
the highest quality of life during an end-of-life course. It has been associated
with enhanced patient satisfaction and a reduction in health care utilization
(Rabow et al., 2013). In a study of elderly veterans, palliative care was
also found to provide improved outcomes in communication; access to
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home care services; well-being and sense of dignity (through provision of
emotional and spiritual support) in end stages of an illness at the time of
death (Casarett et al., 2008).

Yet despite evidence that palliative care serves the total needs of per-
sons dying from terminal illnesses and improve outcomes, several caveats
to its use exist. Palliative care is not widely accessible throughout the United
States. According to the Center to Advance Palliative Care (2011), the avail-
ability of hospital-based palliative care programs vary greatly range by type
of health care facility and geographic area. Just over one-half (54%) of public
hospitals offer palliative care consultation of some type while only 26% of
private=for profit hospitals offer the service. The tenets of palliative care
practice need to be incorporated into everyday clinical practice, especially
among family and internal medicine physicians who routinely provide care
for persons with chronic and advanced illnesses (IOM, 2014; Weissman &
Meier, 2011). Lack of education about palliative care has been noted as the
chief reason that physicians and other medical professionals do not address
it within their practices. Additional barriers to receiving palliative care
include the lack of public understanding and awareness about what palliative
care means, in terms of continued medical care options (IOM, 2014). Finally,
eligibility is often defined as being limited to those with a progressive or
advanced illness.

Hospice represents the preeminent model for care at the end of life
(IOM, 2014). Developed in England in the 1950s, hospice care represents a
philosophy of compassionate and holistic care for people facing a
life-limiting illness (National Hospice and Palliative Care Organization
[NHPCO], 2013). Hospice care provides a team approach to medical care,
pain management, emotional, and spiritual support tailored to a person’s
needs and wishes. Hospice care is covered under the Medicare hospice
benefit and most private insurers and is primarily provided in the home
setting. In 2012, 66% of all hospice deaths occurred in the patient’s place
of residence including 42% in the home setting, 17% in nursing homes,
and 7% in residential facilities (NHPCO, 2013).

Although hospice care is associated with a better quality of dying (Teno
et al., 2011), in 2012, just 12% of hospice users were enrolled for the duration
of the initial benefit period (6 months) and more than one-third (36%) were
enrolled for less than 1 week and nearly two-thirds (63%) were enrolled less
than 1 month (NHPCO, 2013). In terms of eligibility, services are limited to
those with a qualifying prognosis of a life expectancy of 6 months or less;
which is difficult to predict among older adults due to the multiplicity of
chronic conditions and variability between persons (Gill, Gahbauer, Han,
& Allore, 2010). For this and other reasons, hospice care remains an under-
utilized benefit. Despite these shortcomings, however, hospice remains an
important care option for those with a qualifying prognosis, who have
accepted the eventuality of death, and want to be able to die at home.

Dying in the Age of Choice 35

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 o

f 
So

ut
h 

Fl
or

id
a]

 a
t 1

5:
37

 0
5 

M
ay

 2
01

5 



APPROACHES TO HASTEN DEATH

Interest is growing about options available for persons who are facing a ter-
minal illness or otherwise ‘‘ready to die’’ to take a more active role in the
manner in which they die. Many organizations have emerged in response
to this interest. Several key organizations and their missions are listed in
Table 2. In 2013, 3,000 people contacted Compassion & Choices for advice

TABLE 2 ‘‘Right-to-Die’’: Organizations=Websites Providing Information on Hastening Death

Name Mission=Description

Compassion &
Choicesa

Committed to helping everyone have the best death possible. Offers
free consultation, planning resources, referrals, and guidance, and
across the nation to protect and expand options at the end of life.

Death with Dignityb Promotes Death with Dignity laws, based on model Oregon Death
with Dignity Act, to provide an option for dying individuals and to
stimulate nationwide improvements in end-of-life care. Works to
defend, mobilize, and preserve dignity at the end of life.

Final Exit Networkc Educates public about the basic human right of competent adults to
choose to end their lives on their own terms when they suffer from
irreversible physical illness, intractable pain, or a constellation of
chronic, progressive physical disabilities. Offers free service to all
who qualify and a compassionate presence for individual and
family. Also sponsors research into new peaceful and reliable
methods to end life and defends guiding principles in a court of
law when necessary.

Comfort Care
Choicesd

Based on palliative medicine, the site offers information related to
both aging and the end-of-life; particularly for people with
incurable or life-limiting diseases. Aims to allow patients and
families to make better decisions about their health care to make
more satisfying choices, especially if their goal is to live more
comfortably and reduce suffering.

World Federation of
Right to Die
Societiese

Disseminates current information and educational materials about
voluntary euthanasia, physician-assisted dying, other right-to-die
issues, and related matters of interest. Provides education and
assistance to member societies and others interested in establishing
similar societies.

Euthanasia Research
& Guidance
Organizationf

Holds that voluntary euthanasia, physician-assisted suicide, and
self-deliverance, are all appropriate life endings depending on the
individual medical and ethical circumstances.

Assisted-dying
organizationg

Weblog of Derek Humphry, founder of the Hemlock Society &
author of Final Exit, serving the rights of competent, terminally ill
adults for 30 years.

Caring Advocatesh Caring Advocates’ clinical, legal, and pastoral professionals are
dedicated to helping people attain peaceful and timely transitions.
Offers a strategic approach to advance care planning that reduces
prolonged suffering.

Note. a(www.compassionandchoices.org). b(http://www.deathwithdignity.org).
c(http://www.finalexitnetwork.org). d(http://www.comfortcarechoices.com).
e(http://www.worldrtd.net). f(http://www.finalexit.org/what_is_ergo.html).
g(http://assisted-dying.org/blog). h(http://www.caringadvocates.org/).
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on legal ways to reduce end-of-life ‘‘suffering’’ (Eckholm, 2014). According to
Combs-Lee, president of Compassion & Choices, ‘‘There is a quiet, constant
demand all over the country for a right to die on one’s own terms . . . and that
demand is likely to grow as the baby boomers age’’ (Eckholm, 2014, para.
21). Indeed, research suggests that public support for euthanasia is growing.
According to a Gallup poll conducted in 2013, 70% of Americans now favor
‘‘ending a patient’s life by some painless means’’ and 51% support allowing
doctors to hasten a terminally ill patients’ death, if requested by the person
and their family (Saad, 2013). Passive euthanasia options typically refer to
withholding or withdrawing life-prolonging medical treatments in order to
allow a natural death and which is enacted by following an individual’s
written advance directive when available.

Physician-Assisted Suicide

Physician-assisted suicide (PAS) refers to the practice of allowing doctors to
prescribe lethal medication, intended to cause death, to terminally-ill indivi-
duals who are capable of self-administration of the medication. It constitutes
an active means on the part of individuals to have control over the manner
in which they die. Currently there are five states that permit the practice:
Oregon, Washington, Vermont, New Mexico, and Montana. More states are
expected to follow as proposed legislation allowing PAS is pending in several
states (Orentlicher, Pope, & Rich, 2014). Across all states in which it is
allowed, persons must be terminally ill and meet a variety of safeguards to
ensure that they have decision-making capacity and that their request is
voluntary. Among the safeguards are having approval from one’s own
physician, holding residential status in the state, and assurances of informed
consent as indicated through understanding of options documented by the
health care team in multiple verbal requests over time. Those pursuing
PAS must also be able to self-ingest the prescribed medication and able to
change his or her mind at any point during the process. Public concerns
about the law encouraging persons to ‘‘prematurely’’ end their own lives
and potential coercion to promote PAS are not warranted; evidence from
Oregon’s Death with Dignity Act suggests that the majority of dying persons
do not request nor utilize the option (Orentlicher et al., 2014). In fact, less
than 0.5% of deaths occurred through PAS, which amounts to less than
100 persons annually. Many individuals who have obtained the prescription
though otherwise succumb to their illness prior to ingestion of the drug and it
has also been reported that they have been comforted by a sense of control
in knowing that they have the availability of using it if they so choose.

Though practices differ slightly, PAS is allowed in the following coun-
tries: Switzerland, Columbia, Netherlands, Belgium, and Luxembourg.
Among these, Switzerland holds the most permissive access by accepting
persons without residential status and this may account for the steady
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increases in recent years (Sarchet & New Scientist, 2014). Switzerland’s
legislation regarding assisted death originated in 1942. In 2012, 172 persons
completed their deaths by ingesting lethally prescribed medication in
Switzerland, compared to 123 deaths in 2008. During that 5-year period, a
total of 611 persons came from 31 countries with the intention to end their
lives. Among the travelers, 21 came from the United States. Neurological dis-
eases, including some that were nonfatal, accounted for nearly one-half
(47%) of diagnoses among those choosing to die; a sharp increase compared
to 12% during the 1990–2000. Rheumatic and connective tissue diseases
accounted for 25% of the requests, compared to 10% from 1990 to 2000.
Among completers, the average age was 60 and more than one-half were
women.

Despite its increasing availability, PAS remains controversial. It is
opposed by some advocacy groups and medical organizations for medical,
ethical, legal, religious, and idiosyncratic reasons. The prevailing practice is
for health care professionals to otherwise promote quality end-of-life care
and dignity in dying through traditional options as advance directives, palli-
ative, and hospice care. The American Medical Association’s Code of Ethics
notes that PAS is incompatible with physicians’ responsibility to heal
(AMA, 2014). Though supported by the American Civil Liberties Union as a
civil right (ACLU, 1996), many states have yet to adopt the practice. PAS is
also rejected on religious grounds by spiritual leaders through statements
such as the Statement on Euthanasia by the United States Conference of
Catholic Bishops (1991). As can be surmised, some people hold inherent dis-
dain against using the word ‘‘suicide’’ to describe the practice. In fact, the
American Public Health Association (APHA) prefers the word ‘‘aid in dying’’
and rejects the language of ‘‘suicide’’ as noted in their Policy Statement on
Patients’ Rights to Self-Determination at the End of Life (APHA, 2008).
According to the APHA:

Medical and legal experts have recognized that the term ‘‘suicide’’ or
‘‘assisted suicide’’ is inappropriate when discussing the choice of a
mentally competent terminally ill patient to seek medications that he or
she could consume to bring about a peaceful and dignified death. (‘‘Need
for Accurate Language and Complete Information,’’ para. 1)

Right to Die: Final Exit Options

Individuals who wish to control the timing and manner of their death and
who may not meet the requirements=safeguards of options, such as hospice
care or PAS, may seek alternative options. In his highly provocative book,
Final Exit, author Derek Humphry (1991) provided explicit instructions
regarding several methods to achieve death outside the purview of the
nation’s legal and medical care systems. It is not known how many people
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have successfully ended their lives after being influenced by Humphry’s
work; however, interest seems to be continuing to grow. The book, in its
third edition since 1991, has been published in 12 languages.

Humphry became an advocate for the right-to-die movement after
witnessing his wife’s struggle with cancer in 1975. He ultimately assisted in
hastening her death. He wrote about her death in his book, Jean’s Way,
in 1979. Interest in the topic led to the founding of the Hemlock Society in
1980. As a result of increasing resonance with the public about the right to
die in a manner and at a time of one’s own choosing, this ‘‘movement’’ has
culminated in the formation of two organizations to advance euthanasia:
Euthanasia Research & Guidance Organization (ERGO; http://www.finalexit.
org/) and the Final Exit Network (FEN 2011a; http://www.finalexitnetwork.
org/). ERGO focuses efforts on education and research. FEN is largely
a virtual organization run by volunteers who are committed to support
those who are ‘‘seeking relief from suffering today’’ (FEN 2011a, para. 1).
The FEN endorses the right to die. According to the FEN:

Mentally competent adults have a basic human right to end their lives when
they suffer from a fatal or irreversible illness or intractable pain, when their
quality of life is personally unacceptable, and the future holds only
hopelessness and misery. Such a right shall be an individual choice, including
the timing and companion, free of any restrictions by the law, clergy, medical
profession, even friends and relatives no matter how well-intentioned.

The FEN process requires that a person be a member of the organization
in order to access its services. After joining, individuals interested in dying
indicate their interest and must provide detailed medical information along
with their request. Those helped through the FEN must also undergo approval
through a medical evaluation committee. Interested individuals are assigned
an Exit Guide who is a person trained to shepherd individuals seeking to
achieve ‘self-deliverance’’ (the preferred term rather than ‘‘suicide’’; FEN
2011b, para. 4). The Exit Guides can decline to work with individuals about
whom there is concern that others, such as family members or friends, may
oppose or attempt to thwart the planned death. The means of death offered
by FEN gives individuals choice about the process and timing of their deaths.
The common method by which death is achieved is through procurement
and self-administration of a makeshift hood used to administer and inhale
helium until death ensues; which is achieved through just a few full breaths.
According to J. Chastain, Florida’s FEN affiliate (personal communication,
March 24, 2014), although helium has an affinity for oxygen in the body’s
hemoglobin akin to carbon monoxide, the effect is quicker and it does
not lead a sense of ‘‘air hunger’’ which can cause a sense of suffocation.

The number of individuals who have completed their deaths through
affiliation with the FEN is difficult to determine as actions taken are typically
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covert (i.e., persons do not widely share their plans with others who they
believe may attempt to halt their efforts). In many cases, the individuals’ deaths
are attributed to the underlying disease processes. FEN’s eligibility for use of
their protocol is not limited to only those with a terminal prognosis of 6 months
or less (as for hospice services). However, an explicit policy regarding indivi-
duals with dementia disqualifies those at later stages of dementia and requires
substantial documentation to demonstrate competency well in advance of the
illness prior to consideration. Consequently, some seeking to hasten their
death may not qualify for FEN services as a result of these provisions.

Voluntary Stopping of Eating and Drinking

Voluntary stopping of eating and drinking (VSED) represents another means
by which to end life for individuals both with, and without, an underlying
terminal diagnosis. VSED is defined as an action by a capacitated person
who voluntarily and deliberately chooses to stop eating and drinking with
the primary intention of hastening death because of the presence of unbear-
able suffering (Ivanovic, Buche, & Fringer, 2014). The practice emanated
centuries ago from India. A recent systematic review of the concepts sur-
rounding VSED only identified 29 relevant articles over the past 65 years
(Ivanovic et al., 2007). In the limited literature that exists, reasons revealed
for choosing VSED include: a poor quality of life, a desire to die at home,
and the wish to control the circumstances of death. Other research suggests
that both professional and personal views about VSED are becoming more
accepting (Chabot & Goedhart, 2009). For example, a survey among
hospice workers found that the attitudes of more than three-fourths of
the respondents believed VSED should be an option if physical, psychologi-
cal, or spiritual suffering exists at the end of life. In addition, more than
two-thirds of the same respondents (71%) indicated they would consider
VSED as an option for themselves.

A growing body of literature indicates that VSED is legally permissible
(Pope & West, 2014; Pope & Anderson, 2011) and is not explicitly prohibited
anywhere in the United States (Span, 2013). Individuals may refuse nutrition
and hydration just as they may refuse other intrusions on personal autonomy
(Pope & Anderson, 2011; Pope & West, 2014). The right to refuse medical treat-
ment is grounded in common law of battery (i.e., criminal offense involving
unlawful physical contact), as well as most States’ and the United States
Constitutions. Moreover, it is legally permissible for both contemporaneous
and most noncontemporaneous decisions (Pope & Anderson, 2011). This
means that that individuals could determine at one moment to voluntarily stop
eating and drinking (contemporaneous) or he or she can plan to stop at a
future date; for example, individuals with dementia could request VSED prior
to advanced and terminal stages of a dementing condition and their wishes
should be followed (noncontemporaneous). In fact, attempts to feed and
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specifically touching a person’s mouth with food or drink constitute potential
charges of battery and may be subject to legal recourse.

Though limited, medical literature suggests that VSED leads to a rela-
tively peaceful death (Ivanovic et al., 2014; Terman, 2007). Terman (2007)
described what to expect medically in the course of dying by VSED in his
book, The Best Way to Say Goodbye: A Legal Peaceful Choice at the End of
Life. The absence of food and drink will lead to death within 2–4 weeks as
compared to prolonging the dying process with continued nutrition and
hydration. Persons opting for VSED may experience the ‘‘sensation’’ of thirst
and this can be quenched with oral sprays. Terman maintains a website
(http://www.caringadvocates.org) with the primary goal of providing
education to the public about VSED. It is described as the conventional
way of death ‘‘for eons,’’ and the ultimate way to uphold autonomy.

Moral aspects of VSED have been examined by several medical ethicists.
Park (2012, 2014a) concurs with Terman and Pope that VSED can represent an
autonomous expression at the end of life. However, Park further proposes 26
safeguards to be upheld in the consideration of the practice in an attempt to
ensure that the practice is carried out as intended (Table 3). Documentation

TABLE 3 Recommended Safeguards for Voluntary Stopping of Eating and Drinking

. Advance directive for medical care

. Requests for death from the patient

. Psychological consultant evaluates the patient’s ability to make decisions

. Physician’s statement of condition and prognosis

. Independent physician reviews the condition and prognosis

. Certification of terminal illness or uncurable condition

. Unbearable suffering

. Unbearable psychological suffering

. Palliative care trial

. Informed consent from the patient

. Requests for death from the proxies

. Enrollment in a hospital or hospice

. Statements from hospital or hospice staff members

. Statements from family members affirming or questioning choosing death

. A member of the clergy approves or questions choosing death

. Religious or other moral principles applied to this life-ending decision

. An institutional ethics committee reviews the plans for death

. Statements from advocates for disadvantaged groups if invited by the patient

. Report to the prosecutor before death takes place

. Civil and criminal penalties for causing premature death

. Waiting period for reflection

. Opportunities for the patient to rescind or postpone any life-ending decisions

. Physicians review the complete death-planning records

. Complete recording and sharing of all material facts and opinions

. The patient must be conscious and able to achieve death

. The death-planning coordinator organizes the safeguards

Source: Park, J. (2014b). The right-to-die: 26 recommended safeguards (A-Z). Retrieved from (http://

www.tc.umn.edu/~parkx032/SG-A-Z.html).
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and other assurances that the decision to engage in VSED comes from a capa-
citated individual is recommended (Park, 2014b). Safeguards focus on the
need to exhaust traditional mechanisms, such as planning through the use
of advance directives and treatment through hospice services. Indeed, Park’s
safeguards may set a precedent in the establishment of standardized proce-
dures that will ensure that the practice of VSED addresses societal needs
and standards.

Despite the growing support for VSED in multiple domains (i.e., legal,
medical, and ethical), VSED remains a marginal topic in the discourse about
end-of-life options (Ivanovic et al., 2014). Foremost, the idea is considered
personally objectionable to many people. Others believe that it causes more
suffering. In addition, societal and cultural sentiments about food and drink
are deeply associated with sustenance, nourishment, and nurturing, and it is
unfathomable to even consider that someone would voluntarily not want to
eat or drink. What may be even worse to consider is that if a person is not
able to (or willing) to take food or drink, that those who care about the
person would sit idly by their side and watch the person die when
intervention (feeding) would ‘‘save’’ the person.

REFLECTIVE CONSIDERATIONS FOR PRACTICE

The changing landscape surrounding options in dying may pose substan-
tial challenges for social work practitioners. Though a comprehensive set
of practice recommendations in working with people who have
expressed a desire to end their lives is beyond the scope of this article,
some caveats can be easily discerned. Foremost, social workers must be
familiar with laws governing practice in their respective states (i.e.,
advance directives, POLST, PAS, etc.). Beyond this knowledge, practi-
tioners should be alert to expressions about requests to die when encoun-
tering patients throughout the continuum of care. Particularly among
older adults, a growing discourse suggests that many more persons than
previously thought may entertain the desire to end their life as a result of
terminal illness or other subjectively held views about intolerable and
futile life conditions.

Professional standards for palliative and end of life care can be utilized
to guide practice. According to National Association of Social Workers
(2004):

When confronting issues related to palliative and end of life care, social
workers have a multidimensional role as clinicians, educators, researchers,
advocates, and community leaders. When confronting ethical dilemmas in
palliative and end of life care, social workers can draw on the principle of
client self-determination in matters where clients or their proxies are faced
with such issues. (p. 14)
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Practitioner roles include exhibiting compassion and carefully listening
to persons who express a desire to die. Clarification of the intention is impor-
tant as it is not uncommon for people to consider the possibility of dying and
casually comment about such a desire which differs from actively seeking
death. In other cases, people may express or complain about physical symp-
toms and can be referred to medical providers for optimal pain management.
Other factors that might motivate a desire to die may reflect a variety of fears,
such as being a burden on family members who are providing care, physi-
cally and financially. Also, spiritual and existential concerns are prominent
among those who are dying. For example, a meta-study of qualitative
research across international populations identified a spectrum of spirituality
concerns including spiritual despair (alienation, loss of self, dissonance),
spiritual work (forgiveness, self-exploration, search for balance), and
spiritual well-being (connection, self-actualization, consonance; Williams,
2006). Therefore, counseling may be offered to assist individuals as they
come to terms with the end stages of serious illness.

The concept of self-determination upholds the principle of autonomy and
underscores the duty of professionals to maximize the individual’s right to make
his or her own decision. Consequently, the capacity to make autonomous
decisions must be assessed. Although definitions vary, capacity essentially
includes the abilities to: communicate choices, understand relevant information
needed to make decisions, appreciate the situation and its consequences, and
manipulate information rationally (Grisso & Applebaum, 1998). In order to
manipulate information, one needs to be able to generate and compare
consequences, recognize the relevance of facts independent of one’s own
values, and convey the reason for the choice (Karlawash & Pearlman, 2003).

Practitioners must also be adept in the assessment of depression and sui-
cide risk among adults who have expressed a desire or intent to hasten their
own deaths. A systematic review and meta-analysis of the literature suggest
that the risk of depression increases with age; with highest prevalence among
older women and those 85 and older (Luppa et al., 2012). Depression is also
linked to increased suicide rates among older adults (Conwell, Van Orden, &
Caine, 2011). According to the Centers for Disease Control and Prevention,
National Center for Injury Prevention and Control (2013), in 2009, the latest
year of available data, older adults accounted for 16% of all suicides; which
represents a rate of 14.89 per 100,000, or one such suicide every 90 minutes.
Older white men were at the highest risk with a rate of approximately 29
suicides per 100,000 annually. White men over the age of 85 are at the greatest
risk (47.33) per 100,000. In fact, 84% of suicides among older adults are males.

Requests for a hastened death are likely to affect practitioners personally
as well. One’s own mortality is evoked in discussions about death and
dying and practitioners’ abilities to discuss dying should be examined closely
(Katz & Genevay, 2002). There is evidence that discussions about death and
dying between practitioners and patients evoke deeply held personal beliefs
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(Hardwig, 1989; Steinhauser et al., 2001) and personal experiences with illness
and death (Black, 2005, 2007a, 2007b; Csikai, 1999). In order to effectively
intervene in such emotionally charged situations, practitioners must be aware
of their own personal values and beliefs through continual self-examination
and education about the discourse and practices in end-of-life care. Particularly
if in a setting other than health care, consultation with peers with experience in
working with those who may be dying and their families and with supervisors
is essential. Cultivating peer support with social workers and other
professionals who encounter requests to hasten death is also recommended.

CONCLUSION

Options to hasten death are likely to escalate along with the aging of the U.S.
population. Mounting research along with anecdotal and media reports alike
suggest that the current cohort of older adults are dissatisfied with the ways that
people die in America today. The nation’s 77 million ‘‘Baby Boomers,‘‘rooted in
an ethos of individuality and living life to its fullest, will likely fuel the prolifer-
ation of choices in dying as they reject current medicalized trajectories that sur-
round the nation’s contemporary dying experience. Concomitantly, social work
practitioners must be aware about increasing options in dying and be both per-
sonally and professionally prepared to respond to requests about a hastened
death. This will require reflective considerations about one’s core values and
beliefs as well as the legal, ethical, and medical knowledge about dying options.
Core competencies in mental health assessment and intervention will also be
needed. As a result of social work’s unique skills, expanded opportunities and
roles for practitioners in the changing landscape of dying are envisioned.
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