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CLINICAL ETHICS

The complexity of nurses’ attitudes toward euthanasia:
a review of the literature
M Berghs, B Dierckx de Casterlé, C Gastmans
...............................................................................................................................
J Med Ethics 2005;31:441–446. doi: 10.1136/jme.2004.009092

In this literature review, a picture is given of the complexity
of nursing attitudes toward euthanasia. The myriad of data
found in empirical literature is mostly framed within a
polarised debate and inconclusive about the complex
reality behind attitudes toward euthanasia. Yet, a further
examination of the content as well as the context of
attitudes is more revealing. The arguments for euthanasia
have to do with quality of life and respect for autonomy.
Arguments against euthanasia have to do with nonmaleficence, sanctity of life, and the notion of the slippery
slope. When the context of attitudes is examined a number
of positive correlates for euthanasia such as age, nursing
specialty, and religion appear. In a further analysis of
nurses’ comments on euthanasia, it is revealed that part of
the complexity of nursing attitudes toward euthanasia
arises because of the needs of nurses at the levels of clinical
practice, communication, emotions, decision making, and
ethics.
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dvances in medicine have led to significant
progress in prolonging life. At the same
time this progress has brought to the fore
issues of quality of life, and heightened debates
with respect to euthanasia. In Belgium and The
Netherlands, laws have been passed allowing
euthanasia under certain carefully delineated
circumstances. In the Belgian euthanasia act,
euthanasia is defined as the administration of
lethal drugs at the explicit request of the patient
with the explicit intention of shortening the
patient’s life.1
The debate about euthanasia continues worldwide, with nurses’ attitudes becoming increasingly more important.2 3 The Belgian euthanasia
act (Euthanasia Act,1 art 3 12 4˚) stipulates that if
there is a nursing team that has regular contact
with a patient who requests euthanasia, the
physician has to discuss the request of the
patient with the nursing team. This is consistent
with findings by Van der Heide et al4 that
Belgium, out of six countries that were studied
in Europe, had the highest rate (57%) of nursing
staff consultation by a physician, with respect to
end of life decisions, indicating the central
position of the nurse.
Even though empirical studies show that
nurses, internationally, are involved in euthanasia,5 little is known about the clinical/
ethical reality behind nurses’ attitudes toward

euthanasia. This article undertakes a thorough
analysis of the data in empirical literature
concerning nurses’ attitudes toward euthanasia.
Emphasis is laid on the complexity within the
content of nurses’ attitudes and on the contextual complexity nurses are confronted within
the formation of their attitudes.

METHOD
Using the Pubmed and Cinahl databases, scholarly publications published between 1966 and
2003 were located, using a combination of the
following keywords: ‘‘euthanasia’’; ‘‘nurse’’;
‘‘nursing’’; ‘‘attitudes’’; ‘‘perspectives’’; ‘‘opinions’’, and ‘‘characteristics’’. The literature
selection took place on the basis of three
predetermined inclusion criteria: 1) definition
of euthanasia as the administration of lethal
drugs with the explicit intention of shortening
the patient’s life at the patient’s explicit request;
2) focus was on the attitudes of nurses toward
euthanasia, and 3) English, French, or Dutch
language publications.
At first sight, there appears to be a great deal
of literature on the attitudes of nurses toward
euthanasia, but after a thorough analysis of the
content of these articles, the number of usable
publications was reduced. In a large number of
publications it is unclear what is meant by
euthanasia.6 7 When clear definitions were given,
the definition used did not always comply with
the definition of euthanasia used in this
review.8 9 Other studies dealt with extremely
broad definitions of euthanasia that also fell
outside our inclusion criteria. Asch et al—for
example,10 dealt with both ‘‘active euthanasia
and assisted suicide’’ and ‘‘withholding and
withdrawing life sustaining treatments’’.
On the basis of the three inclusion criteria
thirty studies were selected. The thirty studies
comprised eighteen quantitative studies,11–29 nine
qualitative studies,30–37 two literature reviews,2 3
and one anthropological account of euthanasia practice.38 The studies were set in
the USA,2 15 19 23 27–29 32 Australia,11 12 16 18 20 25 33
Japan,13 26 Finland,24 31 The Netherlands,36 38
Canada,34 37 Belgium,3 36 Switzerland,14 Israel,22
and Hungary.17 In addition, one study was set
at an international midwifery conference21 and
one was a cross cultural study.30 During the time
that these studies were conducted, euthanasia
was not legal in any of these countries. At the
time when the Dutch studies were carried out,
euthanasia was not legal in The Netherlands,
however, it was not a punishable offence if the
due care requirements were complied with.
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The method of analysis used in this paper consisted of a
careful and thorough reading of all of the articles used. In the
first stage, we examined only the differing data that were
given when researching the attitudes of nurses toward
euthanasia in quantitative studies. In the second stage, we
examined the differing ethical arguments that justified the
data in quantitative studies and then looked at ethical
arguments behind opinion formation in qualitative studies.
In the third phase we looked at the factors that influenced
opinion formation in both quantitative and qualitative
studies. In the last stage, we looked at the content of
comments that nurses gave at the end of quantitative
questionnaires and in qualitative interviews, and identified
different ‘‘needs’’ of nurses that recurred frequently. The
method of analysis was under continuous critical evaluation
of a nursing academic researcher and two experts in nursing
ethics research.

NURSING ATTITUDES TOWARD EUTHANASIA
When Verpoort et al3 examined quantitative studies that had
replicated the questionnaires used by either Kuhse and
Singer20 or Young et al,28 which thus could be compared, they
found a wide range of percentages covering nursing attitudes
in favour of the legalisation of euthanasia. These percentages
ranged from 14%13 26 to 78%.20 Other quantitative studies not
using the Kuhse and Singer20 or the Young et al28 questionnaires, but asking the same question about the attitudes
of nurses toward legalisation of euthanasia further corroborated such findings of variable percentages found in positive
attitudes toward legalisation of euthanasia: these ranged
from 23%,29 44%,19 50%,11 60%,25 to 61%.16
Verpoort et al3 found this variation in percentages from low
to high was also illustrated when nurses were asked if
euthanasia could be ethically justified: the range was from
21%17 to 70%.21 Only in certain circumstances, such as in the
case of terminal illness, was an ethical justification for
euthanasia felt to be justified.
The myriad of differing percentages given when investigating attitudes of nurses toward euthanasia is indicative of the
difficulty of the task of trying to give a nuanced picture of a
complex reality. Many questions remain unsolved: What are
the arguments nurses use to justify their attitudes? Are
nurses’ attitudes influenced by contextual factors? To clarify
the reality behind such empirical data, a further examination
was undertaken into the ethical content that nurses describe
to explain their positions toward euthanasia.

ARGUMENTS FOR OR AGAINST EUTHANASIA
Ethical principles in practice
Nurses indicate that when forming their arguments for or
against euthanasia major ethical principles guide their
thoughts. The literature review by Verpoort et al3 showed
that the most important principles in arguments for
euthanasia were quality of life and respect for autonomy.
These principles were also indicated in other studies as being
important in arguing for euthanasia.14 19 24 25 30 29 36 The most
important principles in arguments against euthanasia were
found to be non-maleficence,33 sanctity of life,31 32 37 and those
to do with the idea of the slippery slope.32 33 37
While it is true that major ethical principles can be
identified in the way nurses form their arguments, they are
not always used in the same way—that is, to mean the same
thing. The principle of respect for autonomy—for example,
was described as: the right of the patient to decide;20 the
patient’s own request;31 patient autonomy,19 and self determination.37 Moreover, ‘‘slippery slope’’ arguments were
indicated by remarks such as: the need for better safeguards;11 potential abuse;19 29 31–33 37 the history of the
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Nazi regime’s euthanasia programmes,14 and economic
considerations.32
There seems to be a gap between philosophical theorising
and what nurses actually experience in clinical settings.11
While researchers identified nurses as all implicitly or
explicitly using ethical principles to guide their decisions,
nurses claimed not to know how abstract principles could be
of help in clinical practice. Some explained that attitudes
toward euthanasia involved ‘‘shades of grey’’33 and this was
often not reflected in the ethical polarisation of the debate.12

Qualifications in agreement or disagreement
Arguments for or against euthanasia distinguished between
agreement at an individual and professional level. When
there was no agreement at the individual level, nurses argued
one had to respect a nurse’s conscience,32 and this should not
have to translate into actual involvement in euthanasia.
When there was positive agreement that translated into
positive involvement in the euthanasia process at the
professional level, it was with some qualifications25: only—
for example, after good palliative care had been instituted,11
with clearly defined criteria,19 31 or after euthanasia had been
legalised.18 30 37
Nurses indicated that despite being against euthanasia,
they would be willing to be involved in caring for patients
who requested euthanasia. Cartwright et al16 found that
despite the fact that 29% of Australian critical care nurses did
not agree with euthanasia, they would stay with the patients
who had requested euthanasia and give support. This
indicates an ability in nurses to set aside their personal
beliefs in order to provide optimal care for their
patients.16 22 28 37
While many nurses felt at a loss to explain their attitudes
ethically and indicated how complex each individual situation was, they viewed their patients’ ethical beliefs and legal
rights as guides to structuring their own behavior and
attitudes.25 32 33 36 This does not mean that nurses follow their
patients’ ethical beliefs without qualification: while—for
example, nurses indicated patients had a right to be
autonomous decision makers, they also qualified that
statement by pointing to the complexities of decision making.
Among these complexities they named: the rights of the
family, and the rights of the physician and the nurse, as well
as other factors such as pain management, prognosis etc. This
indicates a complex process of reflection in weighing multiple
principles and factors.33 37
When confronted with an actual clinical setting where
perhaps they had to administer the lethal drug, support
would often dramatically fall, as in the case reported by
Musgrave & Soudry,21 where initially 70% of nurse/midwives
agreed with euthanasia, 64% would stay with the patient, but
only 36% would be willing to administer the lethal drug.
These results were corroborated by findings which showed
that many American and Israeli nurses refused to take the
responsibility of administering the lethal drug to the
patient.19 22 28

CONTEXTUAL FACTORS
Age
It was found that younger nurses tended to be more
accepting of euthanasia than older nurses.3 18 20 24 Stevens
and Hassan25 indicated that those nurses who were more
likely to receive requests from patients for euthanasia were
younger nurses, and that they were more likely adopt more
positive attitudes toward euthanasia but they did not,
however, always have close relationships with patients.
Involvement in the euthanasia process requires an emotional
maturity and responsibility that younger nurses are not
always ready or willing to shoulder.33
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Nursing specialty
Brown et al15 found that nurses most in favour of legalising
euthanasia were floatersi (52%), and nurses least in favour
were the operating room/emergency room nurses (22%) and
the obstetrics and gynaecology nurses (26%). Nurses, who
had everyday contact and experience with the terminally ill,
were the most against euthanasia. This correlation corresponds to Verpoort et al’s3 findings that oncology nurses are
less in favour of legalising euthanasia than non-oncology
nurses. It is also in line with Verpoort et al’s findings that
palliative care nurses were the only subgroup of nurses
without a clear majority in favour of euthanasia. Bittel et al14
found that 29% of Swiss palliative care nurses and other
palliative care professionals would offer euthanasia if this
were allowed by law. Yet more than two thirds of both groups
would refuse a patient’s request for euthanasia even if it were
legal. A Hungarian study17 indicated that nurses who had
everyday contact with dying patients were more ‘‘conservative’’ than medical or social science students. These findings
of a correlation between palliative care and a lower support
for euthanasia are corroborated neither by Kuhse and
Singer,20 nor by Kuupelomäki.31 Verpoort et al’s36 findings
showed that while the majority of Belgian palliative care
nurses expressed negative attitudes toward euthanasia, they
were not a priori for or against euthanasia. Overall, their
attitudes tended to mirror the dynamics of clinical practice
and could change depending on the situation of each
individual patient.
Religion
A positive correlation for religious affiliation was found by
Verpoort et al3 in a significant number of studies investigating
nurses’ attitudes against euthanasia. This connection
between religion and nurse attitudes against euthanasia
was also found in other studies.14 24 30 Catholics were more
likely to be against euthanasia than members of other
religious groups.16 20 In their study of Belgian palliative
nurses, Verpoort et al36 found, furthermore, that religious
attitudes toward euthanasia are dynamic. If nurses were
religious and found euthanasia problematic, they would not
necessarily reject it as a possibility for patients, nor would
they refuse to care for a patient who made this choice. This
further corroborates findings that nurses are willing to set
aside their beliefs in the interests of the patient.16 22 28 37
The correlates in age, nursing specialty, and religion shed
light on the contextual factors that have an important role to
play in the formation of arguments for or against euthanasia.
Yet, such correlates tend to give a static picture and do not
portray the process of how they are involved in the formation
of attitudes.

ANALYSIS OF NURSES’ COMMENTS ON
EUTHANASIA
A further analysis of nurses’ comments made in qualitative
interviews or written at the end of quantitative questionnaires when invited, was undertaken. Comments made by
nurses in all the studies were generally exploratory in nature,
suggesting that nurses wanted to say something more about
euthanasia, something that perhaps was not being addressed.
It was revealed that part of the complexity of nurses’
attitudes toward euthanasia arose out of the needs they said
they had in terms of clinical practice, emotions, decision
making, and ethics.
i
Floaters are nurses who ‘‘float’’ or spend only a day or two on a specific
service, or in administrative duties, and have less contact with terminally
ill patients.
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Continuing education in palliative care
Many of the nurses stressed the need for greater knowledge
of palliative care, with some nurses believing that increased
palliative care would eventually make euthanasia unnecessary.20 29 31 32 37 Nurses pointed out that it was easier to
provide proper care for dying patients in palliative care
settings than in hospital settings.33 Yet, even in palliative care
settings, if palliative measures had been exhausted, nurses
felt euthanasia could be a ‘‘final option’’.20 25 36
There was a call for more understanding of management of
symptoms,11 and questions about whether administering
large doses of narcotics did not hasten death.29 Many nurses
indicated they felt uncomfortable with the ambiguity of such
practices.20 32 33 36 Nurses indicated confusion about the role of
morphine, with nurses unclear whether increasing morphine
was not actively assisting in dying.11 38 There was also a
significant lack of clarity about whether, if nurses gave
palliative sedation at the patient’s request, they were not in
fact thus actively involved in a patient’s death.11
Continuing education in communicative skills
Nurses repeatedly called for better professional communication about end of life issues between nurses and physicians,
and between professionals and patients. They often felt there
was not enough time to provide optimal care, and indicated
that they needed to be able to respond better to the
existential crises of patients.11 12 36 Communication about
euthanasia was often avoided, reduced to a business like
character, or misunderstood completely.38 Nurses remarked
that patients had a need to be helped to communicate on
issues important to them as death approached.12 32
Situating the emotions
Matzo and Schwarz32 found that 20% of written comments by
nurses at the end of their survey expressed emotions toward
euthanasia. Nurses indicated that they did not understand
how emotions could lie at the basis of ethical principles, aid
them, or be viewed as positive experiences.
This was reflected in the way nurses felt more capable
about the physical aspects of care, compared to the
psychosocial aspects of care.29 At the same time, the
psychosocial aspects of care of not only patients and families
but also of nurses themselves, was indicated as crucial by
nurses.35 36 Yet, just as physicians have great difficulties
dealing with emotions of loss, failure, and fear with respect to
patients who request euthanasia, so do nurses.16 Nurses, like
doctors, also had to come to terms with their own attitudes
and fears toward death.16 28
Van der Brug et al35 reported that nurses involved in the
euthanasia process indicated that while one had to focus on
the care of the patient, one also had to mentally prepare
oneself. Despite feelings of compassion for the patient, nurses
said they also had feelings of guilt, anger, fear, and
involvement in an ‘‘unnatural event’’. They all indicated a
strong belief in the need to share what they had experienced—after the patient had died—with both the physician
and nursing team.38
Decision making
Nurses realised the complexities of decision making.11 They
noted the importance of the physician’s role and the heavy
burden of decision making.20 Some nurses indicated that they
would never want to make that decision, nor shoulder such a
responsibility.20 32 36 Nurses also said they saw their position
as vulnerable and that they felt their opinions were overlooked.16 36
In the euthanasia process it is important that all involved
reach a consensus, for it is difficult to begin the mourning
process if one is not able to support a patient’s decision.36 38
Nurses—for example, indicated that if a patient’s loved ones
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were not supportive of the decision, euthanasia could not
occur, for the next of kin had to be able to continue with their
lives.36
It was clear that nurses once the euthanasia decision had
been taken, ‘‘lived’’ that decision more intimately than the
physician. While the patient had brief contact with the
physician, nurses felt that they had to engage in the terminal
illness and helplessness of both patients and families, on a
daily basis.15

Ethical guidelines, professionalism, and policy
making
Nurses’ comments indicated tensions between the acceptance
of euthanasia and the negative effect it could have on the
trusting relationship between care givers and patients, as well
as society.16 23 26 29–31 Likewise, studies also indicated the
enormous fears of dying within society with regard to
inadequate pain management, loneliness, and lack of
control.2 24 The interplay of these different fears led nurses
to call for truer reflection on values held about euthanasia
and attitudes toward it.23 36 As part of such a reflection,
nurses argued, there should be a clarification of each
institution’s policy on euthanasia.23
Nurses who were in favour of euthanasia expressed
support for legal policies and guidelines.16 36 37 Dutch nurses
who were working in a care setting where guidelines were
already in place, however, indicated that euthanasia was
dealt with in a technical, business like, and unnatural way
because of fears of not following the guidelines correctly.35 38
Furthermore, what the precise role of nurses was, and what
procedures and practices they could engage in during the
euthanasia process, was not clearly defined in the guidelines,
and this added to nurses’ fears of engaging in an illegal
activity.35
The call for more reflection on the nursing profession’s
position toward euthanasia arises from the fact that the
arguments found in ethical codes are not strongly supported
by nurses.19 This suggests that nurses may be more concerned
with factors that influence the wellbeing of a patient rather
than with their professional identity. Despite the fact that
nurses said they did not know how the ethical principles in
their codes were of value in a clinical setting, nurses who
expressed arguments for or against euthanasia, implicitly
identified with ethical principles that were part of their
professional identity or ethical codes.34 Asai et al13 point out,
however, that whatever nurses’ attitudes are toward euthanasia, whether for or against, it is a fact that nursing as a
profession would never allow nurses to practise euthanasia.

DISCUSSION AND CONCLUSION
Methodological considerations
When engaging in a literature review, at a time when
euthanasia functions in an illegal sphere in the countries
studied, there are several constraints regarding methodology
and gathering empirical evidence. Likewise, caution must be
exercised in judging how candid nurses can be about a
practice that is illegal.2
Methodological comparisons of quantitative and qualitative studies were almost impossible: samples, terminology,
questioning, vignettes, and interview techniques were all
different. Moreover there were failures to address the
complexity of the issues—for instance, in the Kuhse and
Singer20 and Young et al28 studies, which had been replicated
and could be compared, the debate was too polarised.33
Another limitation was the lack of information about the
validity and reliability of the measurement techniques used.
Qualitative studies paid little attention to the trustworthiness
of the data. The criterion that was used to evaluate the
qualitative research was how accurately and reliably it could
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access the phenomena of interest (euthanasia) from the
viewpoint of the participants (nurses). While all the
qualitative studies did access the phenomena of euthanasia
from the viewpoint of the nurses participating in the study,
questions about the accuracy and reliability of the studies
remained. Very few of the qualitative studies used any
strategies to increase the worth of the qualitative data such as
triangulation, peer debriefing or member checking. In spite of
these limitations, the literature review does provide a number
of valuable findings regarding nurses’ attitudes toward
euthanasia. Comments made by nurses in all the studies
were generally exploratory in nature and showed that
regarding euthanasia, nurses felt that there were issues that
had not been addressed yet.
Complementary research
The myriad of data on nursing attitudes toward euthanasia in
quantitative studies revealed widely differing percentages
and gave an inconclusive picture, which did not reveal much
about the reality behind nursing attitudes. The complexity of
nursing attitudes cannot be captured in a polarised debate
where attitudes are shown to be either simply for or against
euthanasia. In this respect, McInerney and Seibold33 and van
der Brug et al35 warn that the rigid structuring of many
studies could prevent new insights in what is an area of
nursing that has not been investigated in great depth.
Verpoort et al3 reiterate this, noting that in many quantitative
studies questions posed about euthanasia always used pro or
contra terminology, leaving no room for a qualified response.
In this literature overview, we have noted that despite the
fact that nurses often felt they could not put into words their
ethical thinking, implicitly they were engaging in a complex
reflective process with many principles, and factors involved.
Further examination into the underlying principles that
nurses cite in support of their attitudes, however, does not
offer much more information. While nurses indicated such
principles as, for example, ‘‘respect for autonomy’’ or ‘‘quality
of life’’, as guiding their attitudes in favour of euthanasia,
they also indicated that these ethical principles were too
theoretical, and not true guides to the individual character of
each patient’s complex situation.
This raises questions about whether researchers are not
imposing static, oversimplified ethical frameworks on nurses,
which may not have a correlation to nurses’ actual clinical
experiences. Orpett Long39 describes how empirical research
often allows people to select from ‘‘predetermined’’ sets of
responses, giving them no opportunity to envisage any
ambivalence about those choices. While bioethics all too
often assumes a detached and disinterested reasonable
person as undertaking choices in a logical manner, says
Orpett Long, she notes that in real life the values held by
people contain their ‘‘‘felt’’ ideas and views on human
experience. As such, people’s values do not act as logical rules
governing behaviour but are embedded in personal and
cultural constructions of meaning. From this viewpoint
people’s choices on end of life decisions can be seen as being
in conflict, ambivalent, and often with no satisfactory
resolution. This review too illustrates that the ongoing
interaction between theory and practice indicates that a
more contextual, situated, and practice based ethical framework is needed to illuminate nurses’ attitudes toward
euthanasia.
The attitudes of nurses formed in clinical practice on such
issues as palliative care, communication, emotions, decision
making, and ethics should form the basis of further studies
on ethical reflection as it appears in clinical practice.
Empirical research (quantitative and qualitative) is necessary
in order to undertake the identifying, listing and analysis of
these ethical attitudes. Ethical research should in turn
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confront such data with the theoretical ethical concepts as
they are developed in philosophical ethics. The results of the
dialogue between empirical ethics and philosophical ethics
contribute to ethical theory development through a better
understanding of the way nurses reason and practice in
situations where ethical dilemmas arise, as happens with
euthanasia. Focus on the interplay between empirical
(descriptive) and philosophical (normative) ethics may lead
to a greater emphasis on how the two can work together,
rather than stressing the differences between the two or
valuing only philosophical ethics to the exclusion of empirical
ethics. It is the dynamic interaction between both disciplines
which contributes to a better empirical and theoretical
understanding of ethical issues in practice and, consequently,
to improved patient care.40
Support in facing requests for euthanasia
In their comments, nurses expressed great dissatisfaction
with how they were expected to cope with issues around
euthanasia, also saying that this dissatisfaction was compounded by their great needs in addressing the issues of
palliative care; communication; emotions; decision making,
and ethics. Due to their close relationship to patients and
their families, nurses are vulnerable to being approached by
the terminally ill requesting euthanasia. It is thus imperative
that nurses understand the links between issues such as the
limits of clinical practice, the problems of communication,
and how to situate their emotions in the context of their
ethical commitment to care in the best way possible for a
dying patient. Nurses who are involved in caring for patients
in the euthanasia process have warned that the caring
commitment they are ethically required to give is of an all
inclusive character, which demands much from them. It
requires nurses to be technically as well as emotionally
skilled. Such a caring commitment must include reflection on
one’s own values and emotions, which can be very difficult to
confront.35
Moreover, one area of important future developments that
nurses have indicated is an issue in terms of both clinical
practice and ethical guidance, concerns the relationship
between euthanasia and palliative care. Nurses’ positive
attitudes toward palliative care, and their view that palliative
care has to occur before euthanasia can be considered,
together with their awareness of the need for greater
education and research, indicate that the relationship
between euthanasia and palliative care needs more exploration and discussion.
Broadening the euthanasia debate
These results can contribute to the societal and ethical debate
about euthanasia, which until now has tended to be
conducted solely from a medical perspective. Ethical reflection from a nursing perspective can serve to further orientate
the developments of clinical practice guidelines and laws
related to euthanasia, as well as call them into question.
Nurses have indicated not only the justifications but also the
difficulties and tensions that they have experienced in
clinical practice with respect to euthanasia. The nursing
perspective broadens the euthanasia debate by providing it
with much needed critical insights about education in
palliative care, communication skills, situating the emotions,
decision making, and ethical guidelines. This can be of
benefit not only to health care professionals, families, and
patients directly involved in the euthanasia process, but also
to all members of a society in their critical reflection on the
issue of euthanasia. This indicates how important nurses’
contributions toward the euthanasia debate are, and why
further empirical research, as well as ethical reflection, is
imperative and must not cease on this issue.
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31 Kuupelomäki M. Attitudes of cancer patients, their family members, and
health professionals toward active euthanasia. Eur J Cancer Care
2000;9:16–21.
32 Matzo M, Schwarz J. In their own words: oncology nurses respond to patient
requests for assisted suicide and euthanasia. App Nurs Res 2001;14:64–71.
33 McInerney F, Seibold C. Nurses’ definitions of and attitudes toward
euthanasia. J Adv Nurs 1995;22:171–82.
34 Odgen R. AIDS, euthanasia, and nursing. Nurs Stand 1996;10:49–51.
35 Van der Brug YM, de Lange J, Philipsen H. Ervaringen van verpleegkundigen
met euthanasie bij aids-patienten. Verpleegkunde 1996;11:143–55.
36 Verpoort C, Gastmans C, Dierckx de Casterlé B. The views of palliative care
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