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Introduction

In recent years, assisted suicide has become a topic of 
major medical, ethical, legal and also public debates. Those 
debates seriously challenge the traditional Hippocratic 
request that no physician ever should “give a deadly drug 

to anybody if asked for it, nor … make a suggestion to this 
effect” (1). Nowadays, based on the claim that the right to 
self-determination and the obligation to respect persons’ 
autonomy also extend to wishes to die, many countries 
around the world have introduced legal frameworks to 
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enable suicide assistance (2).1 Such legal frameworks share 
a common goal: they seek to protect vulnerable people by 
allowing assisted suicide only if the request is voluntary, 
considered thoroughly and sustained over time by a well-
informed person with full decision-making capacity. 
Furthermore, several regulations request that the wish 
to die is based on unbearable suffering which cannot be 
alleviated. In addition, regulations in some countries and 
federal states (e.g., in the US) require that the person 
suffers from a terminal illness, which usually refers to 
patients who are likely to die within the next 6 months (2). 
Most persons with mental disorders are thereby excluded 
from the possibility to receive medical aid in dying because 
they usually do not have such a limited life-expectancy. A 
unique position has been taken by the German Federal 
Constitutional Court which ruled in 2020 that a freely made 
suicide decision is the one and only legal prerequisite to 
legitimate suicide assistance (3,4).

From a medical point of view, people asking for suicide 
assistance can be divided into three sub-groups: healthy 
persons, persons with terminal or non-terminal somatic 
diseases and persons with mental disorders. Of course, 
somatic diseases and mental disorders can also occur in 
parallel. Assisted suicide in persons with mental disorders 
raises several complex issues (5-8). These issues arise 
especially from the following aspects: (I) there is a close 
reciprocal interaction between suicidal ideation and suicides 
on the one hand and mental disorders on the other, (II) 
mental disorders can compromise the decision-making 
capacity thereby raising the question whether the person’s 
wish to die really constitutes an autonomous choice, (III) 
the wish to die can be more variable over time in persons 
with mental disorders making it more difficult to assess 
whether the request is really a stable and firm decision, (IV) 
unbearable suffering is often more difficult to comprehend in 
psychiatric patients than in somatically ill patients, and (V) it 
is more difficult to determine whether the mental disorder is 
really treatment resistant. Due to these issues, persons with 
mental disorders are an especially vulnerable group with 
regard to suicide assistance. As a consequence, assisted suicide 
for persons with mental disorders is especially controversial 
(9-13) and several regulations de jure or de facto exclude 
persons with mental disorders. While this shall provide 

special protection for this vulnerable group, it restricts their 
possibilities to end their life with appropriate assistance.

Based on a review of relevant clinical and ethical 
literature, this paper aims at exploring the complex 
relationship between mental disorders and the wish to die, 
elaborating the ethical foundations for suicide assistance in 
persons with mental disorders, discussing the special clinical 
and ethical challenges of assisted suicide for persons with 
mental disorders and providing some recommendations 
for an appropriate individual approach to the request 
for assisted suicide by persons with mental disorders. It 
thereby takes a systematic approach in starting with the 
fundamental right to self-determination, elaborating 
systematically the challenges in realizing this right based 
on the specific features of mental disorders and developing 
recommendations how these challenges can be met in order 
to develop a clinically and ethically justified practice of 
assisted suicide in persons with mental disorders. It should 
be noted that this paper does not address the fundamental 
question of whether assisted suicide in general can be 
ethically justified as such, but presupposes that this question 
has already been answered positively.

Medical background: the relationship between 
mental disorders and the wish to die

Suicides account for about 1.4% of all deaths worldwide (14).  
On average across European countries, about 10 out of every 
100,000 people take their own lives each year, but rates 
differ by a factor of about 4 between countries (range, 5–20).2 
Up to 90% of suicides happen in persons with a psychiatric 
disorder (15), and a similarly high proportion of people with 
a psychiatric diagnosis is reported among those admitted to 
hospital after a suicide attempt (16). Although some claim 
that the association might be less tight (17), there is no 
doubt that, at least when drug and substance abuse disorders 
are included, the vast majority of people who are suicidal or 
who commit suicide have a mental disorder. However, this 
association does not in itself prove causality.

There are at least 3 different constellations in which 
suicidality and mental disorder coincide. The association 
can be accidental, but suicidality can also be a consequence 
or a symptom of a mental illness. In the first case, there 

 
1 In a number of countries, these frameworks also regulate requests for euthanasia. In this paper, however, we will only discuss assisted 
suicide.
2 https://ec.europa.eu/eurostat
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is no causal connection between the wish to die and the 
mental disorder. For example, when a person with a long-
standing, but successfully treated obsessive-compulsive 
disorder wishes to end her life in the context of a serious, 
incurable physical illness with a limited life-expectancy.

A causal relationship exists, on the other hand, if the 
mental disorder is a necessary condition for the wish to 
die. Here, a further distinction must be made between 
two different constellations. First, suicidality can be a 
consequence of a mental disorder if a mental disorder leads 
to suicidality independently of the current symptoms. This 
refers to the situation of, for example, a person with bipolar 
disorder who has been ill for many years and who, in a 
current remitted state, is considering suicide because of the 
social consequences of the illness that have already occurred 
or because, in retrospect, she judges earlier phases of her 
illness unbearable and therefore is not prepared to endure 
future phases.

Second, suicidality can also be a symptom of the 
psychiatric disorder, e.g., if it occurs in the context of 
paranoid-depressive symptoms, an acute stress reaction 
or adjustment disorder or as a consequence of imperative 
voices in a hallucinatory syndrome. Suicidality in the 
context of acute intoxication with alcohol or drugs also 
belongs to this category.

Particularly if suicidality is a symptom of a mental 
disorder, the person may lack full decision-making 
capacity according to common standards for consent to  
treatment (18). These can also be applied to assess mental 
capacity in persons requesting assisted suicide (19). In 
these cases, the wish to die cannot be considered a free 
choice, because the disorder prevents the person in several 
ways (cognitively, emotionally, and/or effectively) from 
realistically assessing her situation and the prospects 
for success of treatment or other support. Suicidality as 
a symptom, in addition, is also typically characterized 
by considerable ambivalence rendering the wish to die 
unstable.

It should be noted that mental disorders frequently 
co-occur with severe somatic diseases. About one 
third of people in palliative care facilities suffer from 
depressive illness, adjustment or anxiety disorders (20) and 
neuropsychological deficits are even more frequent (21). 
However, cognitive impairment and psychopathology are 

often neither recognized nor adequately treated (22).
Hence, mental disorders have to be actively searched for 

in these people, particularly if they express a wish for dying 
and/or assisted suicide. Of course, suicidality and comorbid 
mental disorder in severely or terminally ill patients can 
coincide in the same three constellations just mentioned.

Although suicidality as a symptom of a mental disorder 
is particularly likely to compromise decision-making 
capacity, the question whether or not the wish to die can be 
considered a free decision must be asked and answered in 
every person individually.

Assisted suicides in persons with mental 
disorders

Of the 8,720 people who died by termination of life by 
request or assisted suicide in the Netherlands in 2022, 282 
(3.2%) suffered from dementia and 115 (1.3%) from one or 
more psychiatric disorders. Hence, these persons only make 
up a relatively small proportion. However, this proportion 
more than quadrupled between 2011 and 2022, while the 
total number (only) doubled (23).3 The proportion of 
people with a mental disorder thus increased significantly 
and disproportionately. This is not per se a proof for a 
slippery slope, but special caution and scrutiny seems to be 
warranted to ensure that the due care criteria are met in 
these cases. 

Longitudinal data comparable to those from the 
Netherlands are not available for Switzerland. In 2014, 
0.8% of assisted suicides were carried out in people with 
dementia and 3% in people with depression, although 
the documentation of diagnoses is patchy overall in  
Switzerland (24).

Data on individual psychiatric diagnoses over time do 
not exist for any of the countries mentioned. Samples from 
the Netherlands and Belgium show the following picture 
for patients with psychiatric disorders (without dementia), 
combined for assisted suicide and euthanasia: more than half 
of the patients are female, about half of them suffer from 
depression and the other half from personality disorders. 
Less than 20% suffer from schizophrenia and less than 10% 
each from anxiety disorders, trauma sequelae, addictive 
disorders, bipolar disorders or others. Comorbidities are 
common (25-27).

 
3 https://english.euthanasiecommissie.nl/the-committees/annual-reports (access 10/07/2023)
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Ethical foundations: right to self-determination 
and obligations of beneficence

Assisted suicide is usually ethically justified with reference 
to the individual’s right to self-determination. This 
does not only include the right to refuse life-sustaining 
treatment but also the freedom to terminate one’s life with 
appropriate assistance. While the possibility to receive 
suicide assistance allows individuals to exercise their right 
to self-determination, they must also be protected from 
inappropriate use of suicide assistance. This requires a 
thorough assessment whether the person has the required 
decision-making capacity (19,28) and whether the request is 
voluntary, i.e., free of undue external pressure or influences, 
thoroughly considered and stable. Interestingly, regulations 
often require unbearable and irremediable suffering 
caused by an incurable disease as a further condition for 
legitimate suicide assistance (2). Especially controversial is 
the requirement that the person must suffer from a terminal 
illness with death expected within 6 months (c.f. the Oregon 
Death with Dignity Act), because it excludes many persons 
with incurable illness and unbearable suffering from suicide 
assistance. 

These additional criteria cannot be justified by the 
ethical obligation to respect the persons’ autonomy. On 
the contrary, they could provide reasons to infringe the 
person’s autonomy if they are used as a justification for not 
following a request for suicide assistance. Systematically, 
these criteria seem to be motivated by considerations of 
beneficence: accordingly, it is only compatible with an 
“objective” standard of well-being to commit assisted 
suicide if the person has a severe and incurable condition 
causing unbearable suffering which cannot be alleviated. 
We will argue in the following that these beneficence-based 
considerations are important for supporting the person’s 
deliberation on the decision to commit assisted suicide but 
that they are not legitimate arguments to exclude persons 
from suicide assistance. Rather, ethical obligations of 
beneficence have an instrumental value for promoting the 
person’s autonomy.

From the perspective of self-determination, persons 
suffering from a chronic mental disorder have the same 
right to request suicide assistance as persons with an 
incurable somatic illness. However, mentally ill persons 
are excluded if a terminal illness with a life-expectancy of 
less than 6 months is required for legal suicide assistance. 
This exclusion constitutes a considerable infringement of 
the individual’s right to self-determination and therefore 

constitutes an unjustified discrimination of a group of 
patients who are often already disadvantaged in terms of 
access to effective treatment and support (7). But even in 
patients with somatic diseases, the requirement of terminal 
illness can hardly be justified, neither with reference to self-
determination nor from a beneficence-based perspective (6): 
why should someone who experiences unbearable suffering 
for an even longer time not be granted the same possibility 
to die with medical assistance like a person whose suffering 
is expected to end by natural death within the rather short 
time of about six months? On the contrary: if unbearable 
and irremediable suffering is relevant from an ethical 
perspective, suicide assistance for persons who have no 
way out of their dire situation by natural death in the near 
future is supported by even stronger ethical arguments. 
This especially applies to persons with incurable psychiatric 
illness (but also to all patients with incurable, but not 
terminal illness): without the option of assisted dying, they 
are bound to continued suffering for years. This is another 
strong ethical argument not to exclude mentally ill persons 
categorically from assisted suicide (7).

Ethical challenges in requests for assisted 
suicide by persons with mental disorders 

However, as already mentioned in the introduction, there 
are several aspects in persons with mental disorders that 
require special caution. First, the wish to die may be—as 
a symptom of the disease—caused by the mental disorder 
and therefore not be an expression of a well-considered free 
choice. In these cases, appropriate psychiatric treatment 
instead of suicide assistance would be the only ethically 
appropriate form of help. Second, the decision-making 
capacity may be compromised by the mental disorder 
and the competence assessment can therefore be more 
difficult. Third, unbearable suffering may be more difficult 
to determine in mental disorders, and fourth, the wish 
to die may be more variable over time. Fifth, prognostic 
uncertainty is often higher in mental disorders which 
makes it more difficult to determine whether the illness is 
really treatment resistant. Overall, these conditions make 
it more challenging to assess the standard criteria of ethical 
legitimacy and render persons with mental disorders more 
vulnerable to inappropriate conduct of assisted suicide. 
In the following, we will discuss whether these challenges 
constitute sufficient ethical arguments to exclude persons 
with mental disorders from assisted suicide. If this is not 
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the case, we will elaborate how these challenges can be 
managed in a responsible manner, thereby balancing the 
ethical obligations of respect for autonomy and beneficence 
towards persons with mental disorders.

Challenge 1: causal relationship between mental disorder 
and wish for suicide

As elaborated above, there can be three different kinds 
of relationships between mental disorders and the wish 
to die. Ethically rather unproblematic is the accidental 
coincidence of a somatic and a mental illness when the 
competent person’s request for assisted suicide results 
from the impairments of the somatic illness. It is, however, 
important in the assessment of a mentally ill person’s 
request for assisted suicide to distinguish whether the wish 
to die is a symptom of the disease—as it can be in severe 
depression—or whether it is a competent person’s rational 
choice responding to the unbearable suffering caused by 
the mental disorder. In the first case, the wish to die is 
not an autonomous choice and therefore the request for 
assisted suicide should not be granted. In the latter case, 
the mentally ill person has the same right to access suicide 
assistance like persons with somatic diseases. In some cases, 
e.g., in chronic depression, it may be more difficult to 
decide whether the wish to die is a symptom of the illness 
or an expression of a rational, autonomous choice (29).  
The assessment requires specific psychiatric expertise 
and the evaluating psychiatrist should have longstanding 
experience in the specific mental disorder of the patient. 
In the assessment, it will be most important to determine 
whether the person’s wish to die is related to concrete 
symptoms of the disorder like depressed mood, reduction 
in drive, paranoid thoughts and others. The assessment 
should be made by an independent specialist, not involved 
in the person’s current treatment. In difficult cases, a further 
assessment should be performed by a second psychiatrist. 
If doubts remain, the request for assisted suicide should 
not be granted, further support must be offered, and it may 
even be considered to initiate a compulsory admission to 
a hospital. If in single cases with irresolvable uncertainty 
about the relationship between the mental illness and the 
wish to die the request is not granted, these unclear cases 
do not constitute a sufficient ethical argument to exclude 
persons with mental disorders categorically from suicide 
assistance.

Challenge 2: possible impairment of decision-making 
capacity due to mental disorders

Mental illnesses often involve an impairment of the person’s 
decision-making capacity. However, the presence of a 
mental disorder does not necessarily lead to decisional 
incapacity. Even diseases like severe depression, in which 
the wish to die can be a symptom of the disease, may go 
along with phases of the disease in which the person has the 
ability to appropriately assess her situation, to evaluate the 
prospects of future treatment and make a stable decision 
according to her own values (18). Under these conditions, 
it would be ethically inappropriate to withhold the option 
of suicide assistance from these persons. However, the 
assessment of the decision-making capacity in mentally ill 
persons can be more difficult than in persons with somatic 
diseases (30,31). This especially applies to persons with 
severe depression who are able to understand their situation 
and the prospects of further treatment, but who may 
have difficulties to appreciate adequately the chances for 
improvement of the illness or other positive developments 
that could make their life worth living (6). Again, the 
difficulties that may arise in assessing competence in mental 
disorders do not appear to be a sufficient reason to exclude 
mentally ill persons completely from the option of suicide 
assistance because it would infringe the self-determination 
of too many persons with mental disorders who have 
decision-making capacity (32). Furthermore, it would be 
ethically inconsistent, as persons with mental disorders 
are granted the right to refuse life-sustaining treatment 
in situations in which the same uncertainties may occur 
in the competence assessment. Rather, psychiatrists with 
special expertise in the respective mental disorder should 
perform the competence assessment. In cases of persistent 
uncertainty about the person’s decisional competence, 
suicide assistance should not be offered.

Challenge 3: difficulties to determine unbearable suffering 
in persons with mental disorders

The very expression “unbearable suffering” denotes a 
personal, subjective experience, because something can 
only ever be “endured” by the person from her internal 
perspective. From an external perspective, this suffering 
and its intolerability may or may not be comprehensible, 
but intolerable suffering can never be verified or falsified. 
While in the case of severe or even terminal physical 
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illnesses, objective findings, such as severe heart failure or 
proven bone metastases, facilitate the comprehensibility 
of suffering, such clues are typically lacking in the case of 
mental illnesses. The observer entirely depends on the 
information provided by the patient and/or her behavior.

In fact, people with mental illness frequently report 
unbearable suffering not being reflected in their obvious 
and observable behavior. Vice-versa, even acutely suicidal 
persons may appear completely balanced and unobtrusive 
immediately prior to committing suicide. Moreover, there 
are psychiatric patients who do not report suffering, but 
whose behavior suggests they are suffering intensely. This 
is especially the case in persons who present with severe 
formal or content-related thought disorders or who are 
unable to express themselves appropriately due to cognitive 
impairments. While the intolerability of suffering cannot 
be objectified, neither in somatic nor in psychiatric patients, 
the comprehensibility of this subjective feeling on the basis 
of a mental illness often seems to be clearly limited.

If unbearable suffering cannot be objectively assessed 
with sufficient validity, this calls into question whether it 
is an appropriate criterion for the legitimacy of providing 
suicide assistance (33). Actually, it seems that the criterion of 
unbearable suffering does not add much to the assessment of 
the person’s stable wish to die which is usually an expression 
of the person’s own subjective assessment that the illness-
related suffering has become so unbearable for her that 
death appears to be the only way out. Instead of questioning 
whether the person’s suffering is indeed unbearable, the 
assessment should focus on the person’s decision-making 
competence and on assuring that all reasonable therapeutic 
options have been offered and considered seriously by the 
person requesting suicide assistance (see below).

Challenge 4: variability of the wish to die over time in 
persons with mental disorders

Although many risk factors are known for suicidality in 
persons with psychiatric disorders, individual prediction of 
suicides remains very difficult (34). One reason is that the 
wish to end one’s life is mostly variable over time (35). This 
is related to variations in symptom load, to several external 
factors like distress or social support, but also to highly 
ambivalent thoughts balancing the wish to die against the 
wish to live on. Obviously, this instability renders it also 
very difficult to assess whether a request for assisted suicide 
is durable and stable, as requested for example by Germany’s 
Federal Constitutional Court (4). As a consequence, 

procedures to ensure this kind of stability should include 
repeated psychiatric assessments.

Challenge 5: prognostic uncertainty and treatment 
resistance in mental disorders

Apart from a few exceptions, which include dementia in 
particular, mental illnesses often take a course that cannot 
be reliably predicted in individual cases (36,37). Both the 
observable symptoms and the subjective impairment can 
vary greatly over time, in some cases independently of one 
another. Many disorders, especially depressive disorders, 
even by definition take an episodic course with remissions 
and relapses. Even when depression becomes chronic, 
spontaneous remissions can occur after years. On the one 
hand, this is probably due to the complexity of the causes of 
the disease, which almost always represent a combination 
of biological, psychological and social factors. On the other 
hand, these different dimensions not only play a role in the 
development of the disorders, but often also show their own 
hardly predictable dynamics in the course, especially with 
regard to psychological and social factors.

Any type of psychiatric treatment interacts with the 
complex spontaneous course of the mental illness, which 
makes it difficult to assess the effectiveness or ineffectiveness 
of a treatment, especially in individual cases. These 
difficulties are also reflected in the fact that the concept 
of treatment resistance is intensively and controversially 
discussed in the field of psychiatry. As an example, consider 
the state of scientific discussion of treatment resistance 
in depression and schizophrenia (38,39). Treatment 
resistance in psychiatry is usually understood as a particular 
challenge to further therapeutic efforts, not as a reason for 
resignation.

Under no circumstances, however, should the concept 
of treatment resistance in the field of mental illness 
be understood to mean that there is definitely or with 
great certainty no longer any prospect of improvement 
or alleviation of the symptoms. This is all the more 
true because even severely mentally ill people still have 
their own resources and are accessible to psychosocial 
interventions that can significantly improve their situation 
and life satisfaction. Corresponding approaches are usually 
summarized under the term recovery-oriented or positive 
psychiatry (40). Furthermore, as mental illnesses are often 
not life-limiting, it cannot be excluded that some effective 
treatment for the person’s condition will be developed in 
the future. At least, there is currently no empirically sound 
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basis for labeling the person’s mental disorder as definitively 
treatment resistance4 or even incurable, thereby questioning 
whether a lack of further or alternative treatment options 
is an ethically justified criterion for legitimate suicide 
assistance. 

It appears to be rather unlikely that this prognostic 
uncertainty about the future course of mental disorders and 
the prospects of further and alternative treatment options 
can be eliminated (8). And even if it could be eliminated, 
we would not have universally accepted standards which 
likelihood of benefit justifies a—potentially—unsuccessful 
and often burdensome further treatment attempt.

How can we deal appropriately with this challenge in 
requests for suicide assistance? Considerable prognostic 
uncertainty also appears in decisions about life-sustaining 
treatment—and the solution is not to withhold persons the 
option to refuse life-sustaining treatment, but rather to let 
the person herself balance the benefits and risks of further 
treatment and decide whether the prospects are unfavorable 
and certain enough to stop or limit life-sustaining 
treatment. Uncertainty cannot be a justification to limit 
persons’ freedom of decision-making. 

Likewise, persons with mental illnesses should get the 
chance to determine themselves (6,7) how they evaluate 
the—probably small—likelihood of success of further 
treatment options, and the—likewise small—chance that an 
effective treatment will be developed in the not-too-distant 
future and how they balance these treatment prospects 
against the burden of enduring further suffering caused by 
their mental illness. Like in decisions about life-sustaining 
treatment, it seems ethically acceptable that mentally ill 
persons decide to forgo further treatment options even 
if they offer a (small) likelihood of improving the illness-
related suffering. However, it is of utmost importance 
in these cases that the persons have full decision-making 
capacity (19), that they have been provided with unbiased, 
understandable information about their medical situation 
and the prospects of other available treatment and that 
they are supported in evaluating this information on the 
background of their individual life experiences and values. 
The thorough assessment of further available treatment 
options is especially important given the fact that persons 
with mental disorders may belong to disadvantaged groups 
with limited access to effective psychiatric treatments. 
This also includes the active search for mental disorders in 

patients requesting assisted suicide, because those remain 
undetected in many cases. Less than one third of mentally 
ill patients in Europe receive any treatment at all (41).

Conclusions: towards ethically justified assisted 
suicide for persons with mental diseases

Persons  with mental disorders have the same right to 
self-determination related to death and dying as persons 
with somatic diseases. Hence, excluding these persons 
categorically from assisted suicide based on their diagnosis 
would constitute an ethically unjustified discrimination (42). 
There are mentally ill persons who are competent to make 
autonomous decisions to end their lives. However, there are 
several challenges that render persons with mental disorders 
especially vulnerable to inappropriate conduct of assisted 
suicide: their wish to die may be a symptom of their mental 
disease and not an autonomous choice, decision-making 
competence may be compromised by their illness and more 
difficult to assess, the severity of suffering may be more 
difficult to evaluate from an external perspective, the wish 
to die may be more variable over time and the prognostic 
uncertainty in mental illness makes it more difficult to 
determine whether the severe suffering is in fact treatment 
resistant. These challenges do not justify excluding persons  
with mental disorders from assisted suicide completely, as it 
is done in several countries, especially based on the criteria 
of unbearable suffering and treatment resistance of the 
mental disorder.

The only ethically valid argument to exclude persons  
with mental disorders from suicide assistance is their proven  
inability to make a free, autonomous decision. However, 
the mentioned challenges should be taken into account in 
evaluating a mentally ill person’s request for assisted suicide 
and for promoting well-informed and deliberated decision-
making on behalf of the person. In addition to assessing 
the decision-making capacity, the evaluation process should 
be guided by the goal to empower the person to make an 
autonomous choice between the available options, including 
further treatment, psycho-social support and suicide 
assistance.

To promote and respect mentally ill persons’ autonomy 
and to protect this vulnerable group, we suggest the 
following points to consider in the process of evaluating 
a request for suicide assistance of persons with mental 

 
4 Of course, this does not include neurodegenerative diseases for which no primary therapy is available.
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disorders [cf. (7,43)]:
 The wish to die should be evaluated by psychiatrists 

with a special expertise in the person’s mental 
disorder. The assessment of decision-making 
competence and further available treatment options 
both require profound psychiatric knowledge about 
the mental illness, its relationship to suicidality 
and its possible impact on the person’s ability to 
make autonomous decisions. At least in difficult 
cases with uncertainty about competence and 
available treatment options, an independent second 
psychiatric assessment should be conducted.

 Persons who are in an acute mental health crisis 
must be excluded from suicide assistance and 
offered appropriate treatment and psychosocial 
support.

 The assessment should include the mentally ill 
person’s social circumstances to identify those cases 
in which contextual factors have compromised 
access to effective psychiatric treatment or may 
have influenced the person’s wish to die [cf. (43)].

 Persons whose wish to die is a symptom of the 
mental disorder (and not an autonomous choice) 
must be excluded during the psychiatric assessment. 
In cases of doubt after second opinion psychiatric 
assessment, they should be offered best available 
treatment and support instead of suicide assistance.

 One—if not the—central task in the evaluation 
process is the assessment of the person’s decision-
making capacity. Again, psychiatric experience 
is essential to identify if the person’s thinking, 
especially her appreciation of positive treatment 
perspectives, is distorted by the mental illness. 
Suicide assistance should be granted only if the 
person is able to make an autonomous choice 
about the available options. We suggest to build on 
established criteria to assess patients’ competence 
for consent to medical treatment (18), because the 
decision about assisted suicide requires comparable 
competencies: understand the relevant information 
about the person’s current situation, appreciate 
the situation, the available options and their 
consequences and finally make a choice according 
to the person’s fundamental values and preferences 
[cf. also (19)]. This assessment should take into 
account the emotional and social dimensions of 
suicidality (28,44). In cases of doubt after second 
opinion psychiatric assessment, suicide assistance 

should not be offered at that time, but rather 
available treatment and support to improve the 
person’s competence.

 The person should be supported adequately in the 
decision-making process and thereby empowered 
to make an autonomous choice among the available 
options including suicide assistance [cf. the 
shared-decision making standard (45)]. This must 
include information about the person’s current 
medial situation and especially about further 
available treatment and support options that may 
improve the illness or at least reduce the suffering 
symptomatically. Within this communicative 
process, it seems appropriate to challenge the 
person respectfully with beneficence-based 
recommendations about alternatives to assisted 
suicide, thereby promoting the person’s own value-
based reasoning [cf. the deliberative model of the 
physician-patient relationship according to (46)].

 While treatment resistance should not be a 
criterion of ethical legitimacy, the process should 
include a thorough assessment of all further 
promising treatment options which could relieve 
the suffering (33,47). This assessment should be 
based on a review of all prior treatment attempts 
(43,48). The decision competent person herself 
should then make the final decision by balancing 
the prospects of treatment success against the 
continued suffering during a further therapeutic 
trial. Before granting a request for assisted suicide, 
it should have become clear that the person 
has given serious consideration to the available 
treatment options.

 Finally, the person’s request should be consistent and 
stable over time. Therefore, at least 2 assessments  
appear necessary. There is no empirical evidence 
regarding an appropriate interval, but several 
months, e.g., 2–3, seem reasonable. In determining 
the appropriate time period, the intensity of 
subjectively experienced suffering should be taken 
into account. The person should be provided 
intensified support between the assessments.

As the assessment of the wish to die often will be 
more challenging in persons with mental disorders, the 
professionals involved should receive special training for the 
assessment. Furthermore, cases of remaining uncertainty 
especially regarding decision-making capacity should be 
decided by a cautionary principle: in cases of persistent 
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doubts, no suicide assistance should be granted. We suggest 
a sliding scale approach to the assessment of competence in 
cases of uncertainty about treatment resistance: the better 
the prospects of future treatment options are the stricter 
should be the competence assessment. The person should 
be able to argue understandably why she wants to die 
despite a rather positive prospect of treatment success. In 
difficult cases, a clinical ethics consultation can help to make 
a decision about the request for suicide assistance in the 
person’s best interest. Overall, we hope that this evaluation 
procedure can help to achieve an appropriate balance on 
the thin line between respecting persons’ autonomy and 
protecting a vulnerable group against ethically unjustified 
conduct of suicide assistance.
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