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Background: Some people request euthanasia or assisted suicide (EAS) even though they are not (severely) ill. In
the Netherlands the presence of sufficient medical ground for the suffering is a strict prerequisite for EAS. The
desirability of this ‘medical ground’-boundary is currently questioned. Legislation has been proposed to facilitate
EAS for older persons with “completed life” or “tiredness of life” in the absence of (severe) illness.

Objectives: To describe the characteristics and motivations of persons whose requests for EAS in the absence of
(severe) illness did not result in EAS and the decision-making process of medical professionals in these types of
requests.

Methods: Analysis of 237 applicant records of the Dutch Euthanasia Expertise Center. We studied both the
perspectives of applicants and medical professionals.

Findings: The majority of the applicants were women (73%) aged 75 years and older (79%). Applicants most
often indicated physical suffering as element of suffering and reason for the request. Medical professionals
indicated in 40% of the cases no or insufficient medical ground for the suffering.

Conclusions: Physical suffering plays an important role in requests for EAS even for persons who are not
(severely) ill. From the presence of physical suffering it does not necessarily follow that for medical professionals

there is sufficient medical ground to comply with the ‘medical ground’-boundary.

1. Introduction

The Dutch termination of life on request and assisted suicide review
procedures Act (WTL) came into force in 2002 [1]. This Act holds
legislation on the voluntary termination of life (euthanasia; the physi-
cian administers the lethal substances to the patient) and assisted suicide
(the patient himself takes the lethal substances provided by the physi-
cian) [2] According to the WTL, a physician has to comply with six due
care criteria for euthanasia or assisted suicide (EAS) to be legally
permissible. One of the due care criteria is that the physician should “be
satisfied that the patient’s suffering is unbearable, with no prospect of
improvement” [2]. A specification of this due care criterion resulted
from a Dutch Supreme Court ruling stating that the patient’s suffering
has to predominantly stem from one or more medically classifiable
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somatic or psychiatric diseases or conditions [2,3]. Since then, case law
determines that the presence of sufficient medical ground for the
suffering is a strict prerequisite for EAS [2,4].

The vast majority of requests for EAS are based on suffering from
cancer or other medical diseases or conditions [5,6]. Research among
physicians from 2016 shows that the nature of the suffering associated
with - granted or not granted - requests for EAS was cancer in 67% of the
cases, another somatic illness (21%), a psychiatric illness (4%), or de-
mentia (3%) [5]. However, there are also people who wish help from a
physician to end their lives while they are not (severely) ill. For instance,
persons with an accumulation of health problems associated with aging
(multiple geriatric syndromes) [5,7,8] and persons who are relatively
healthy but consider their lives to be “completed” or are “tired of life”
[9-13].
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Requests for EAS based on “completed life” or “tiredness of life”
alone are in principle not granted, while a number of requests for EAS of
persons who suffer from multiple geriatric syndromes are granted every
year [5-8,11,12,14]. From 2013 to 2020 between 172 and 293 cases of
EAS for multiple geriatric syndromes were notified to regional review
committees each year (172 was 2.7% of the total number of 6361 no-
tifications in 2019 and 293 was 4.4% of the total number of 6,585 no-
tifications in 2017) [6,7]. This is in line with the assumption that
multiple geriatric syndromes can involve unbearable suffering without
prospect of improvement based on sufficient medical ground, whereas
“completed life” or “tiredness of life” in relatively healthy persons
cannot [2]. At the same time, far from all requests for EAS based on
multiple geriatric syndromes are granted [5,8,14,15]. This corresponds
with research showing that physicians consider it less likely to grant EAS
to persons with multiple geriatric syndromes compared to persons with
severe illness [8,16,17].

Currently, the desirability of the ‘medical ground’-boundary is
questioned [18]. This is not only reflected in the establishment of citi-
zens’ initiatives and organizations that plea for widening EAS legislation
but also in the highly political debate. In an effort to expand the possi-
bility for assisted dying, a bill concerning a new legal framework, that
will operate next to the existing law, has been proposed in Dutch
parliament to facilitate EAS for older persons with “completed life” or
“tiredness of life” who are not (severely) ill [19]. The possible implica-
tions and ethical considerations of this proposal have been addressed by
Florijn [4].

A well-informed debate about the ‘medical ground’-boundary has
been hampered by the fact that arguments for and against are mainly
ideological and theoretical in nature [20,21]. After all, there are only a
few empirical studies available about the characteristics and motiva-
tions of specifically those persons without (severe) illness whose re-
quests did not result in EAS and the decision-making process on these
requests [8,11,12]. The studies that are available are all written from the
physician’s perspective only.

Hence, debate about the ‘medical ground’-boundary could benefit
from a study into the perspective of persons without (severe) illness who
are not eligible for EAS in the current situation. In this way, arguments
and future policy could be more in line with the realities of the people in
question instead of being based on ideological and theoretical views
only. Furthermore, the reports of medical professionals who bear the
responsibility for the decision-making process on EAS in these cases are
relevant for the debate. For instance, because they may point out
existing difficulties and hesitations in their assessments of requests for
EAS of persons without (severe) illness. It is important to take these into
account since future policy also requires actors (such as medical pro-
fessionals) for whom it needs to be feasible and acceptable to carry out
the policy. Therefore, this paper includes both the perspectives of per-
sons without (severe) illness who are not eligible for EAS in the current
situation and medical professionals to answer the questions: what are
the characteristics and motivations of persons without (severe) illness
whose requests did not result in EAS? And how are these types of re-
quests for EAS currently decided upon by medical professionals in the
Netherlands?

An answer to these questions is not only relevant in the Dutch
context, as also more widely in the Western world, death wishes asso-
ciated with “completed life” or “tiredness of life” are increasingly
encountered by medical professionals, publicly discussed, and debated
in law, academia, and politics as a social issue [22-25]. Moreover, there
are studies suggesting the occurrence of death wishes of older persons
who are not (severely) ill outside the Western world as well [26-29].
Our study may provide insights relevant for other countries that wish to
carefully reflect on and develop (their existing) legal options for EAS.

2. Methods

We performed an analysis of applicant records of the Dutch
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Euthanasia Expertise Center (EEC) [30]. This organization comprises a
network of 140 physicians and nurses. It originated from Right-to- Die
Netherlands and its guiding principle is that everyone with a request for
EAS should have the opportunity to get an assessment of their case in
light of the law. This assessment is done by a team consisting of a
physician and a nurse. Requests are only declined when EAS is not le-
gally permissible. In all other cases, the physicians of EEC are willing to
grant EAS. This is in contrast to other physicians who might have per-
sonal considerations to decline requests for EAS [5,16,31]. Furthermore,
EEC typically receives complex, less common requests for EAS, in which
many physicians outside EEC have reservations, such as requests for EAS
from persons with multiple geriatric syndromes and persons with
“completed life” or “tiredness of life” who are relatively healthy [5,6,14,
32]. Because of these differences between EEC and other physicians, EEC
not only seems to be a suitable place to gain insight into how limitations
of law and case law are carried out in practice but also to trace specif-
ically those cases of persons who request EAS while they are not
(severely) ill.

On receipt of the request for EAS at EEC all applicant records are
categorized by a medical manager and a physician based on the grounds
for the request. In our study we included all requests in the category
“multiple geriatric syndromes” that did not result in EAS and all requests
in the category “no medical ground” from 01-01-2016 up to 28-09-2020.
We only included these specific requests because of our aim to study
cases of persons without (severe) illness who are currently excluded
from EAS.

2.1. Data collection

The applicant records of EEC generally include an application form
completed by the applicants themselves or their representative, the
medical record of the applicant, and, if applicable, minutes of contact
moments between the applicant and EEC, minutes of contact moments
between EEC and medical professionals from outside EEC, and a letter
explaining the reasons for declining the request. From these documents
we extracted characteristics of the applicants and information about the
motivations behind their requests. With regard to motivations, one
question in the application form concerned elements of suffering. In the
majority of the application forms (approximately 90%) this was a
closed-ended question with a prescribed list of answer options, some-
times including the open field: “other, namely:...”. In approximately
10% of the application forms this was an open-ended question. Also with
regard to motivations, a second question in the application form con-
cerned reasons for the request. This was an open-ended question in all
application forms. Furthermore, with regard to the decision-making
process of EEC, we gathered information concerning (number of) con-
tacts as well as the reasons for the request not resulting in EAS. A format
to arrange this information was developed by EW and GT. It consisted of
the four fields general characteristics, application form, process, and
decision-making. These fields were subdivided in line with the variables
that are displayed in the Tables in the results section to target our search
for information. Data were collected by GT, SM, SW, VB and MZ.

2.2. Data analysis

This study is an example of a document analysis in which elements of
content analysis and thematic analysis are combined [33]. We (VB and
MZ) used inductive coding to organize the data in categories. As the
content analysis part of the document analysis allowed to quantify the
data, we entered the categorization of each applicant record in SPSS
Statistics 26.0.0.1 [34]. For the thematic analysis part of the document
analysis, we carefully re-read and reviewed the data to recognize pat-
terns (themes) within the data [33,35].

During analysis, four files in the category “multiple geriatric syn-
dromes” were excluded: one because the applicant concerned did not
suffer from an accumulation of health problems associated with aging,
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one because the application did result in EAS, and two because the
decision-making process of EEC was not yet completed. Besides, two
files in the category “no medical ground” were excluded: one because
there was no application form and one because it was a duplicate.

2.3. Ethics approval

As a standard procedure at EEC, applicants are asked to give their
written informed consent for the use of their records for scientific
purposes.
3. Results

A total of 237 files of requests that did not result in EAS were ana-
lysed; 167 in the category “multiple geriatric syndromes™ and 70 in the
category ‘“no medical ground”.
3.1. Characteristics

Table 1 shows the characteristics of the applicants at EEC'. Nearly
three-quarters of the applicants were women. Age ranged from 28 to 101
and more than half of the applicants were 85 years or older. More than

four-fifths of the applicants lived without a partner. Most applicants had
children (71%) and three-quarters of the applicants lived independently.

3.2. Motivations

Table 2 provides insight into what motivations underlie the

Table 1

Characteristics of the selected applicants at EEC.
Characteristics N = 237 (%)
Gender
Female 173 (73)
Male 64 (27)
Age (years)
Median (Q1-Q3) 85 (78-91)
Younger than 55 13 (6)
55-74 37 (16)
75-84 56 (24)
85 or older 131 (55)
Marital status
Widow(er) 131 (55)
Single 67 (28)
Married 37 (16)
Living together 21
Children
One or more 168 (71)
None 59 (25)
Unknown 104
Living conditions
Independent house 179 (76)
Healthcare institution/protected residence 49 (21)
Other’ 9(4)

Results are presented as N (%) unless “Median (Q1-Q3)” is reported. The median
is reported with 25th-75th percentiles. Percentages may not add up to 100%
because of rounding.
Information in this table is derived from the application form completed by the
applicants themselves or their representative. Sporadically, if a certain question
in the application form was not present or not answered by the applicant, we
extracted the required information - if available - from the other documents in
the applicant’s record.

! Namely: homeless; temporary place to stay; temporary place to rehabilitate;
penitentiary institution; residence for disabled people; retirement home;
detention center; no right to residence without ‘assistance’.

1 For characteristics by categories see supplementary file.
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Table 2

Motivations of the selected applicants at EEC.
Motivations N = 237 (%)
Elements of suffering®
Physical decline/loss of strength 173 (73)
Tiredness 145 (61)
Loss of autonomy/loss of control over own life/dependence 142 (60)
Loneliness? 131 (55)
No prospect of improvement 128 (54)
Psychological suffering (long lasting) 127 (54)
Pain 115 (49)
Loss of capacity to maintain social contacts 112 (47)
Loss of dignity 90 (38)
Loss of sensory functions (e.g. deaf- or blindness) 85 (36)
Shortness of breath 56 (24)
Loss of mental capacities 55 (23)
Confusion 52 (22)
Bedriddenness 43 (18)
Nausea 38 (16)
Disconnectedness 32 (14
Reasons for the request®
Physical problems/suffering 133 (56)
Poor quality of life/life is a burden/being done with life 85 (36)
“Completed life”/ “tiredness of life"* 58 (25)
Psychological problems/suffering 48 (20)
(Fearing) loss of independence/dignity® 43 (18)
Loneliness® 43 (18)
No prospect of improvement 29 (12)
Old age 26 (11)
Spouse/closed ones are deceased/will die soon 23 (10)
Meaninglessness/lack of purpose 22(9)
Not answered 5(2)
Relatives/close ones informed about application
Yes 171 (72)
No 47 (20)
Unknown 19 (8)
Desired moment for granting the request
In the short term® 159 (67)
Not in the short term 23 (10)
Other’ 32 (14)
Unknown 23 (10)

Results are presented as N (%). Percentages may not add up to 100% because of
rounding. Percentages below “Elements of suffering”and “Reasons for the
request” do not add up to 100% because applicants could name more than one of
the categories.

Information in this table is derived from the application form completed by the
applicants themselves or their representative. Sporadically, if a certain question
in the application form was not present or not answered by the applicant, we
extracted the required information - if available - from the other documents in
the applicant’s record. This was, however, never the case for Elements of
suffering and Reasons for the request.

1We included all answer options that occurred in the application forms as cat-
egories of elements of suffering. We also added some categories in order to
classify all given answers as specific as possible. Elements of suffering that were
mentioned by 20 applicants or less are in order of frequency (from most
frequently to least frequently mentioned): Other/undefined physical problems e.
g. tinnitus; Mourning; Incontinence; Anticipated wish to end one’s life/fearing
or dreading the future; Poor quality of life/life is a burden/being done with life;
Meaninglessness/lack of purpose; Limited capabilities/limited range of motion;
“Completed life”/"tiredness of life” (literally described with these words). Ele-
ments of suffering that were mentioned by 5 applicants or less were not cate-
gorized.

2Statements about having limited social contact or feeling alone were also
classified as loneliness.

SReasons for the request that were mentioned by 20 applicants or less are in
order of frequency (from most frequently to least frequently mentioned): Lack of
lust/zest for life; General practitioner not willing to grant EAS/not willing or
able to do it myself; Aspiring a good death; Not wanting to receive help/not
wanting to move (to a healthcare institution); Looking back on a long/satisfied
life; Anticipated wish to end one’s life/fearing or dreading the future; Limited
capabilities/limited range of motion; Self-determination is important for me;
Negative events in the past. Reasons for the request that were mentioned by 5
applicants or less were not categorized.

“Literally described with these words.
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SThose who described current or threatening loss of independence/dignity as
well as those who feared this loss.

%The answer “as soon as possible” and terms within approximately one year were
also categorized as in the short term.

7Such as: when the applicant named a specific date or when the applicant
answered that it depended on, for instance, a specific expected situation, the
development of one’s physical and psychological health, or something that
needs to be done first.

applicant’s request for EAS at EEC. One question in the application form
concerned elements of suffering. Physical decline/loss of strength was
listed most often (73%). Among the most listed elements of suffering
were also tiredness (61%) and loss of autonomy/loss of control over own
life/dependence (60%). Besides, approximately half of the applicants
listed: loneliness, no prospect of improvement, psychological suffering
(long lasting), pain, and/or loss of capacity to maintain social contacts.

A second question concerned reasons for the request. Physical
problems/suffering was described most often (56%) and followed by
poor quality of life/life is a burden/being done with life (36%),
“completed life”/ tiredness of life” (25%), and psychological problems/
suffering (20%). Of all applicants, 11% referred to old age when they
were asked for the reason for their request. Only a few applicants
expressed their reasons for the request in a positive way e.g. having had
a good life and wanting a good death. In general, applicants motivated
their request for EAS with negative expressions e.g. having enough of
life and being sick of life. The answers to reasons for the request con-
tained both elaborations of and additions to the listed elements of
suffering.

In most cases, relatives/close ones were informed about the appli-
cation (72%). The applicant’s reason for not informing relatives/close
ones was in most cases: having no or few relatives/close ones (anymore)
or having no or little contact with them.

3.3. Decision-making process

Table 3 describes features of the decision-making process of EEC.
Approximately three-quarters of the applicants had between one to
three contact moments with EEC. In nearly four-fifths of the cases the
decision-making process of EEC did not include an extra consultation
with a medical professional from outside their organization. If another
medical professional was consulted, this was most often a geriatrician/
geriatric specialist or psychiatrist.

The most often mentioned reason for the request not resulting in EAS
was “Not meeting one or more of the due care criteria for EAS” (165
cases; 70%). Thereafter followed “No or insufficient medical ground for
the suffering” (95 cases; 40%) and “No (current) request for EAS” (61
cases; 26%). Remarks about no or insufficient medical ground for the
suffering were frequently accompanied by remarks about the absence of
unbearable suffering and/or the absence of no prospect of improvement.

Twenty-nine (one out of eight) cases were reopened at a later
moment in time. For instance, when the applicant’s situation had
changed and he or she reapplied at EEC. In 10 of these 29 cases,
reopening of the case resulted in a granted request.

4. Discussion

Most applicants without (severe) illness at EEC whose requests for
EAS did not result in EAS were women (73%) aged 75 years and older
(79%). Over the last years an increasing part of the requests for EAS in
general was requested by persons of 75 years or older [36]. Moreover,
most records we studied (167 out of 237) concerned those of applicants
within the category “multiple geriatric syndromes”, a category in which
it is logical to find older persons. Yet, the thirteen cases of persons
younger than 55 years, indicate that requesting EAS without being
(severely) ill is not strictly reserved for older persons.

The overrepresentation of women older than 75 years is in line with
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Table 3
Decision-making process of EEC.
Decision-making process N = 237 (%)
Number of contact moments between applicant and EEC
None' 32 (14)
One to three 173 (73)
Four to six 22(9)
Seven or more 3(1)
Unknown 7 (3)
Extra consultation with medical professional from outside EEC
None 188 (79)
Geriatrician/geriatric specialist 19 (8)
Psychiatrist 15 (6)
SCEN-physician” 4(2)
Other medical specialist 1<
Psychologist 1(<1)
Combination of two or three from above 3 ()
Unknown 6 (3)
Reasons for the request not resulting in EAS®
Solely no or insufficient medical ground for the suffering* 19 (8)
Solely not meeting one or more of the due care criteria for EAS® 71 (30)
Solely no (current) request for EAS® 28 (12)
Both no or insufficient medical ground for the suffering 64 (27)
and not meeting one or more of the due care criteria for EAS
Both no or insufficient medical ground for the suffering 3(1)
and no (current) request for EAS
Both not meeting one or more of the due care criteria for EAS 21 (9)
and no (current) request for EAS
Combination of all three reasons mentioned above 94
Authorization of applicant to request medical record is lacking 11 (5)
Contact information is lacking 1(<D)
Natural death 1(<1)
Unknown 94
Decision made by
Physician 79 (33)
Team 70 (30)
Triage 45 (19)
Nurse 13 (6)
Other’ 24 (10)
Unknown 6 (3)
Reopening of case at a later moment in time
No 208 (88)
Yes 29 (12)
Not resulting in EAS 14
Resulting in EAS 10
Unknown if reopening resulted in EAS 5

Results are presented as N (%). Percentages may not add up to 100% because of
rounding.

Information in this table is derived from the documents written by the medical
professionals at EEC.

! For example, because the applicant did not deliver the needed information
or authorization to further process the application, or on receipt of the request
for EAS the delivered documents clearly indicated no current request for EAS.

2 According to the WTL, before performing EAS, the physician must consult at
least one other, independent physician who must see the patient and assess
whether the statutory due care criteria are met. The independent physician
consulted is often a SCEN-physician. SCEN-physicians are trained by the Royal
Dutch Medical Association (RDMA, or in Dutch KNMG) and are available to
make an independent, expert assessment of a request for EAS.

3 How many times the reasons “No or insufficient medical ground for the
suffering”, “Not meeting one or more of the due care criteria for EAS”, and “No
(current) request for EAS” were mentioned in total is described in the text.

4 Reasons were classified into this category if it was literally stated that there
was no or insufficient medical ground for the suffering or if there were doubts
about sufficient medical ground for the suffering. Also more implicit to (un-
clarity about) no or insufficient medical ground for the suffering were included,
such as: “completed life”, “tiredness of life”, without (severe) illness, or suffering
that was not in the first place or predominantly related to something somatic or
psychiatric.

5 Also doubts about meeting the due care criteria were included in this cate-
gory. There were remarks about the following due care criteria: “be satisfied that
the patient’s request is voluntary and well considered”; “be satisfied that the
patient’s suffering is unbearable, with no prospect of improvement”; “have
informed the patient about his situation and prognosis”; “have come to the
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conclusion, together with the patient, that there is no reasonable alternative in
the patient’s situation™ [2].

6 Reasons were classified into this category if it turned out there was in fact no
death wish but need for other help than EAS, if there was no current request for
EAS anymore, or if the request for EAS was anticipatory from the beginning. Also
doubts about these issues were included in this category.

7 Such as: by the applicant or by the system (if record status had been more
than six months on hold).

previous studies into requests for EAS in the categories “tired of living,
no severe disease” [12] and “multiple geriatric syndromes” [7]. The
question arises why women outnumber men in these types of requests
for EAS, while an almost 50-50 distribution is seen in requests for EAS in
general [37]. The fact that women generally tend to live longer than
men, although relatively more years with deficits and functional limi-
tations is probably part of the answer to this question [38,39].

Our study supports studies indicating that loneliness and both the
subjective feeling and objective condition of being alone are related to
having death wishes and suicidal outcomes [40-43]. For example, the
majority of the applicants lived without a partner (84%) in an inde-
pendent house (76%). Furthermore, despite the fact that the majority of
the applicants had children (71%), part of them indicated feelings of
loneliness, having limited social contact, or feeling alone. The finding
that one-fifth of the applicants did not inform their relatives/close ones
about their application at EEC suggests that for some the eventual step
towards requesting end of life may be a lonely experience.

Only a few applicants expressed their reasons for the request in a
positive way e.g. having had a good life and wanting a good death. In
most cases, existential suffering came to the fore though. Of the appli-
cants, about one third referred to poor quality of life/life is a burden/
being done with life and one quarter to “completed life”/ tiredness of
life”. In general, applicants motivated their request for EAS with nega-
tive expressions e.g. having enough of life and being sick of life.
Different types of loss were mentioned as elements of suffering and part
of the applicants referred to old age as reason for their request for EAS.
These findings point to experiences of meaninglessness in the daily lives
of older people as a result of the process of ageing and age-related losses
such as loss of loved ones, health, and social roles [44].

All dimensions of suffering, the physical, psychological, social, and
existential, were clearly present [45]. This finding corresponds with
previous research showing that suffering leading to a request for EAS
relates to various aspects of personhood [7,46]. Physical suffering was
indicated most often by the applicants not only as element of suffering
but also as reason for the request (the latter was an open-ended question
and therefore completely open for applicants to express the key point of
their suffering in their own wording). Thus, even in the absence of (se-
vere) illness, physical suffering played an important role in requests for
EAS. This finding is remarkable, as previous research indicates that
people requesting EAS predominantly associate psychosocial,
psycho-emotional, and existential problems with their unbearable
suffering [46,47]. Even patients with (severe) diseases and illnesses
mainly evoke non-physical suffering when they describe their suffering
[46].

This finding is also remarkable because, from the medical pro-
fessional’s perspective, in a significant part (40%) of the cases there was
no or insufficient medical ground for the suffering. This reveals that
medical professionals may not associate the physical suffering of ap-
plicants with suffering that predominantly stems from one or more
medically classifiable somatic or psychiatric conditions. Hence, from the
presence of physical suffering it does not necessarily follow that for
medical professionals there is sufficient medical ground to comply with
the ‘medical ground’-boundary.

Previous research indicates that physicians relate unbearable
suffering to physical suffering [46]. In line with this, we noted in the files
of medical professionals at EEC that remarks about no or insufficient
medical ground for the suffering were frequently accompanied by
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remarks about the absence of unbearable suffering. Besides, there were
accompanying remarks about the absence of no prospect of improve-
ment. These findings underline the fact that the ‘medical ground’--
boundary is a specification of the due care criterion “be satisfied that the
patient’s suffering is unbearable, with no prospect of improvement” [2].
In practice, reflection upon this due care criterion and the ‘medical
ground’-boundary seems to be intertwined. Moreover, the fact that also
other reasons for the request not resulting in EAS were found in com-
binations, suggests that intertwining factors play a role in the
decision-making process.

Comparison with granted requests for EAS in cases of multiple
geriatric syndromes might shed light on why some persons with multiple
geriatric syndromes are eligible for EAS and others are not. If our study is
compared to a study into granted requests for EAS in cases of multiple
geriatric syndromes, similar findings are found concerning an over-
representation of older women with physical suffering but also suffering
in the psychological, social, and existential dimensions [7]. Dependence,
fears, social isolation, and loss of meaning in daily life were found in
both studies as elements of suffering. There are also differences between
both studies though. Loss of mobility, the occurrence of falls, and the
presence of a tipping point played an important role in the results of the
study into granted requests for EAS, while these factors do not specif-
ically come to the fore in this study. These factors may, therefore, hint
towards causes for medical professionals to consider granting EAS.
However, we cannot exclude that these factors are also implicit in the
physical suffering as shown in our present study.

In the absence of (severe) illness, it might be difficult to exactly point
out why some persons with physical suffering are eligible for EAS and
others are not. For multiple geriatric syndromes is described: “These
syndromes, which are often degenerative in nature, generally occur in
elderly patients. It is the sum of these problems, in conjunction with the
patient’s medical history, life history, personality, values and stamina,
that may give rise to suffering which that particular patient experiences
as being unbearable and without prospect of improvement” [2]. Hence,
differences in eligibility might be a matter of individual
context-dependent nuances.

4.1. Strengths and limitations

This study is to our knowledge the first to examine cases of persons
without (severe) illness whose requests for EAS did not result in EAS and
in which both the perspectives of applicants and medical professionals
were taken into account. A limitation of this study is that we did not
study our research questions in cases outside EEC. We are aware that an
examination of applicant records of EEC does not provide a complete
overview of all requests for EAS of people who are not (severely) ill. It is
likely though that our study provides insight into a great part of such
requests, since EEC typically receives complex, less common requests for
EAS [6,14]. Another limitation is related to the fact that the studied
documents had a different original purpose than scientific research. The
application forms and letters of decline from which we extracted in-
formation about characteristics, motivations, and the decision-making
process slightly changed over the years. For example, the prescribed
list of answer options to identify elements of suffering. This may have
impact on the frequencies of some answers. Yet, as we also included and
thoroughly studied open fields and open-ended questions, we believe
these slight changes have only small impact on the results as a whole.
Further, our study is partly based on closed-ended questions. This may
be considered as a limitation. Since we were aware of the fact that
closed-ended questions might direct persons in their answers and leave
no room for specification, we drew only careful conclusions and took the
added value of open fields and open-ended questions into account. A
final limitation could be that some applicants may have been aware of
what factors could increase their chances of being eligible for EAS under
the current jurisprudence and law, which might have influenced their
answers [48]. For instance, they may have emphasized their physical
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suffering or may have chosen to express their reasons for the request in a
negative way. Nonetheless, while this possibility is described in litera-
ture, to our knowledge there is no evidence of its actual (frequent)
occurrence in practice.

5. Conclusions and recommendations

In the absence of (severe) illness, suffering manifests itself in phys-
ical, psychological, social, and existential dimensions. Motivations
behind the request for EAS are mostly expressed in a negative way and
point to experiences of meaninglessness in the daily lives of older people
as a result of the process of ageing and age-related losses. Even in the
absence of (severe)illness, physical suffering plays an important role in
requests for EAS. However, from the presence of physical suffering it
does not necessarily follow that for medical professionals there is suf-
ficient medical ground to comply with the ‘medical ground’-boundary.
The ‘medical ground’-boundary is reflected upon and applied as a reason
to decline requests for EAS by medical professionals at EEC. Reflection
upon this boundary and the due care criterion of unbearable suffering,
with no prospect of improvement seems to be intertwined.

In the absence of (severe) illness, it might be difficult to exactly point
out why some persons with physical suffering are eligible for EAS and
others are not. Differences in eligibility might be a matter of individual
context-dependent nuances. Future research might provide some more
insight into these differences though. For instance, by means of a qual-
itative interview study with medical professionals who assess requests
for EAS of people without (severe) illness. Or by means of a comparison
study in which the reasons of medical professionals to grant requests for
EAS in some cases of persons with multiple geriatric syndromes are
analyzed together with their reasons to decline such requests in other
cases.

Our study provides a picture of the group, except for those below the
age of 75 years, for whom the proposed bill without ‘medical ground’-
boundary is intended [19]. Based on the multidimensional suffering our
study unraveled, it seems important that in future policy there is also
attention for the help and support the people in question might need. Are
there perhaps ways in which their suffering could be relieved other than
by EAS? Future research could focus on what help and support would be
needed and welcomed by persons with a wish to die without (severe)
illness, and who could provide this.
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