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Prevalence of depression in granted and refused
requests for euthanasia and assisted suicide:

a systematic review
llana Levene, Michael Parker

ABSTRACT

Background There is an established link between
depression and interest in hastened death in patients
who are seriously ill. Concern exists aver the extent of
depression in patients who actively request euthanasia/
physician-assisted suicide {PAS) and those who have
their requests granted.

Objectives To estimate the prevalence of depression in
refused and granted requests for euthanasia/PAS and
discuss these findings.

Methods A systematic review was performed in
MEDLINE and PsycINFO in July 2010, identifying studies
reporting rates of depression in requests for and cases of
euthanasia/PAS. One author critically appraised the
strength of the data using published criteria.

Results 21 studies were included covering four
countries. There was considerable heterogeneity in
methods of assessing depression and selecting patients.
In the highest quality studies, in the Netherlands and
Oregon, 8—47% of patients requesting euthanasia/PAS
had depressive symptoms and 2—17% of completed
euthanasia/PAS cases had depressive symptoms. In the
Netherlands, depression was significantly higher in
refused than granted requests, and there was no
significant difference in the rate of depression between
euthanasia cases and similar patients who had not made
a request for euthanasia.

Conclusion It is unclear whether depression increases
the probability of making a request for euthanasia/PAS,
but in the Netherlands most requests in depressed
patients are rejected, leaving a depression rate in cases
that is similar to the surrounding population. Less
evidence is available elsewhere, but some level of
depression has been identified in patients undergoing
euthanasia/PAS in all the countries studied. Whether the
presence of depression is ever compatible with an
ethical decision on euthanasia/PAS is discussed.

BACKGROUND

Rationale

Clinical depression has an established link with
suicidal ideation, suicide attempts and completed
suicide.! # Several studies have also shown that
depression is correlated with an interest in eutha-
nasia (a doctor ending a patient’s life at explicit
request) and physician-assisted suicide (PAS;
a doctor prescribing medication for a patient to end
their own life) in patients with serious and
terminal illnesses.® > However, only a small
percentage of those who state an interest in
euthanasia/PAS will actually discuss this with
a doctor and make a clear request—for example, in
Oregon where 17% of respondents were potentially

J Med Ethics 2011;37:205—211. doi:10.1136/jme.2010.039057

interested in aid in dying, only 1-2% formally
requested it.° In addition, depressed patients may
have increased apathy and lack of motivation,
which could reduce the likelihood of interest in
euthanasia/PAS leading to an active request. The
rate of depression in requests and cases must
therefore be assessed directly.

Depression is a concern in requests for eutha-
nasia/PAS because it is potentially reversible and
may affect the patients’ competency, particularly in
the relative weighting they give to positive and
negative aspects of their situation and possible
future outcomes. Depressed patients can be viewed
as a vulnerable population in this context as their
request for death may be part of their illness, with
the correct response being treatment rather than
assistance in dying.

The application of techniques from evidence-
based medicine to ethics is in its infancy. Partly this
is because only a small number of ethical argu-
ments are related to testable hypotheses, and these
hypotheses do not lend themselves easily to the
randomised controlled trial, generally considered to
be the most robust of study designs. However, tools
are being developed to assess the quality of other
study designs, including analysis of prevalence
data.” ® The principles of systematic review, critical
appraisal of the quality of the available evidence
and its interpretation in relation to the question
under consideration are therefore possible and
valuable in reducing bias when making conclusions
in the field of ethics.” If the evidence is not
reviewed systematically, there is a risk of making
biased conclusions.

Objectives

This study was undertaken to assess the prevalence
of depression in adult patients requesting eutha-
nasia and PAS and in those requests that were
granted, and to discuss these findings. The
systematic review was conducted using PRISMA
guidelines' for high quality reporting (see PRISMA
checklist in appendix 1 in the online supplement).

METHODS

Search methods

MEDLINE (1950 to present) was searched using
terms [(euthanasia OR “assisted suicide”) AND
(depression OR depressive OR characteristic OR
characteristics OR  descript® OR  describ® OR
psychiatri®) NOT veterinar®* NOT neonat® NOT
nazi NOT infant NOT nonhuman] with limits set
to humans only. The same positive search terms
(without negative search terms or limits) were used
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to search titles in PsycINFO (1950 to present). The last searches
were run in July 2010. Additional studies were sought from
recent reviews,'' ' reference lists of included articles and
through examining records that had cited included articles. The
systematic review was not registered and the search protocol has
not been previously published.

Eligibility criteria

Studies were included if they sampled patients who had made
an active request for euthanasia/PAS or died from these prac-
tices, and collected information relating to depressive symptoms
of patients. Studies with and without a control group were
considered but had to include more than 10 participants. No
language, publication status or time period restriction was
applied to the search. Review articles and studies where general
interest in hastened dying was reported, without an active
request for euthanasia/PAS, were excluded. Studies specific to
children were also excluded. The search terms specifically
excluded only neonates and infants whereas the eligibility
criteria excluded all children. This was because the use of
MEDLINE age limits in the search was found to be non-specific
and removed studies that fitted the eligibility criteria. Eligibility
criteria were defined broadly with the knowledge that this
research field is at an early stage, with few studies using
high-quality evidence-based methods.

One author (IL) assessed the search results for inclusion in an
unblinded fashion.

Data were extracted using a priori categories of setting
(geographical and time period), method (how patients were
sampled, number of patients, response rate, method of identi-
fying depression and categorising severity) and results (preva-
lence of depression in each subcategory of patients and/or
severity). The summary measure was expected to be the
percentage of patients in each category with depression.

Each study was assessed against 10 quality criteria. These
criteria were constructed using a published checklist for
assessing the quality of studies reporting prevalence data® and
are described in box 1. The overall performance against the 10
quality criteria was used to divide the studies into high, medium
and low quality. This division was performed by comparing the
number of criteria that each study fulfilled, although no strict
score was used as quality scores have been shown to correlate
poorly with outcomes.*®

Data management
Where statistical significance was not reported in the original
paper, 77 tests were performed as appropriate.

RESULTS
Figure 1 shows a flowchart of search results following the
PRISMA template. The search generated 1579 independent
results. Twenty-one research studies met the inclusion criteria
which were reported in 24 publications. Appendix 2 in the
online supplement reports the full characteristics, results and
quality assessment of the studies. Data covered the Netherlands,
Switzerland and Oregon State (where euthanasia and/or PAS are
legal; see appendix 3 in the online supplement for details of their
regulatory systems), as well as Canada and states in the USA
other than Oregon where both practices are illegal. Twenty-nine
studies were excluded, as detailed in appendix 4 in the online
supplement.

Eight studies were categorised as high quality, six were
categorised as medium quality’® ?® and seven as low qual-
ity?*~* Tables 1—3 show the prevalence of depression in

15-22
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Box 1 Criteria for assessing the quality of included

studies*

1. Were subjects recruited prospectively—that is, at the time
that the request for euthanasia/PAS was made rather than after
a decision was made or after death? (Prospective: yes/no)

2. Were all consecutive patients making an euthanasia/PAS
request included? Or, alternatively, was the population
sampled randomly? (Consecutive: marked yes/no—yes if
positive to either question)

3. Were all patients assessed for depression in the same way
using the same criteria? (All assessed: marked yes/no)

4. Was the sample generalisable—that is, was it representative
of the majority of euthanasia/PAS requests? (Generalisable:
marked likely/unlikely)

5. Was there a control group? In this setting, two useful control
groups were possible—first, contrasting refused with granted
requests and, second, contrasting patients who have made
a euthanasia/PAS request with similar patients who have not
made a request. (Control: marked yes/no for both control
types)

6. Was the method of assessing for depression transparent and
standardised—that is, were DSM-IV or ICD-10 criteria used
or were established tools for diagnosing depression used?
(Standardised: marked yes/no)

7. Were categories that have beenused to divide results clearly
defined—for example, in terms of the severity of the
depression or whether the depression was felt to be
a motivating factor in the euthanasia/PAS request? (Cate-
gories: marked yes/no or not applicable if no diagnostic
categories were used)

8. Was the sample size large? The size of the group of patients
making a euthanasia request was divided into four categories:
<50 (marked 0), =50 but <200 (marked 1), =200 but <500
(marked 2) and =500 (marked 3). Larger samples were
considered to be higher quality (Sample size: marked 0—3})

9. Was the response rate high enough (Response =70%:
marked yes/no or not applicable)

10. Were Cls and/or statistical probability testing reported?
(Statistics: marked yes/no)

If sufficient information was not included in the published report

to be able to make a decision on a particular criterion, the study
was marked as not achieving the criterion.

*These were constructed from a published checklist for
assessing the quality of prevalence data.® Appendix 2 in the
online supplement marks each study against these criteria using
the titles given in brackets above.

different categories of patients in high-, medium- and low-
quality studies, respectively. Because of the variation in
study designs, sample populations and measures of depression,
meta-analysis of data is not possible.

High-quality results

In the Netherlands, 8—47% of people requesting euthanasia/PAS
were reported as having ‘severe depression’'® *! (not formally
classified) or depression using the Hospital Anxiety and
Depression Scale (HADS) or Composite International Diag-
nostic Interview (CIDI)." In contrast, 0—17% of similar

J Med Ethics 2011;37:205—211. doi:10.1136/jme.2010.039057
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Figure 1 Flowchart of search results. g " - " -
= 1536 records identified 52 records identified 11 records identified
8 through searching through searching through reference lists
-iﬂ:l_, MEDLINE PsycINFO and citation searching
=
W
=
= } } !
1579 records (after dupli-cates_ L, 1293 records
o removed) were screened using title excluded
g !
2
3 286 records were screened 231 records excluded
using abstract

z |
-E 55 full-text articles were 3lexcluded, described
E" assessed for eligibility in appendix 4
=

Y

24 articles included (covering 21 separate
studies, described in appendix 2)

T
=
I I I
= 8 high quality studies 6 medium quality studies 7 low quality studies

patients who did not request euthanasia/PAS were reported as
having ‘severe depression™® ' ?' or positive HADS/CIDI
screening, 15 a5 shown in table 1. When those who have
requested euthanasia/PAS were compared directly with those
who have not in the same study design, two studies (one of
which was specific to patients with terminal cancer) found no
significant difference in the prevalence of depression.'” *! In
contrast, another study in patients with terminal cancer found
significantly more depression in those requesting euthanasia/
PAS when using the HADS score but no significant difference
when using the CIDI (on a smaller number of patients)."

Table 1

Overall, in the Netherlands, 12—39% of people whose request
for euthanasia/PAS was refused were classified as having ‘severe
depression’,16 ’depres.sio:rl’,18 ‘depression as a reason for the
request’,18 ‘depression that was predominant in the request’19
(none of which were formally defined criteria) or a psychiatric
diagnosis of mood disorder (the latter were cases where
a psychiatrist had been involved in assessing whether the request
met legal guidelines).®® In contrast, 2—10% of people whose
request for euthanasia/PAS was granted were classified as
depressed using the same categories.'®™° When refused and
granted requests were compared directly in the same study

High-quality evidence on the prevalence of depression in different categories of patients

Prevalence of depression in
all euthanasia/PAS requests

Prevalence of depression in

refused euthanasia/PAS requests

Prevalence of depression in
granted euthanasia/PAS requests

Prevalence of depression in control
group not requesting euthanasia/PAS

The Netherlands 17% of terminal cancer patients
had major depression on CIDI
(2/12). 47% had depression on

HADS (14/30)'
8% of all patients had severe

depressive symptoms in last
24 h of life'®

depressive symptoms in last
24 h of life'®

12% of all patients had severe

0% of terminal cancer patients had
major depression on CIDI (0/17). 17%
had depression on HADS (18/107)"®

2% of all patients had severe
depressive symptoms in last
24 h of life'®

3% of all patients had severe
depressive symptoms in last
24 h of life®

Oregon state,
USA

13% of terminal cancer patients had
severe depressive feelings (2/16)%'

26% of all patients had depression in

32% of all patients had depression,

10% of terminal cancer patients had
severe depressive feelings (11/106

9% of all patients had depression,

’IJ

8% of terminal cancer patients had
severe depressive feelings (5/64)"

18% had depression as a reason
for the request'®

39% of all patients had depression

as predominant complaint'®

20% of patients where a psychiatrist

was consulted had a psychiatric

4% had depression as a reason for
the request'®

3% of all patients had depression
as predominant complaint'®

7% of patients where a psychiatrist
was consulted had a psychiatric

diagnosis of mood disorder (25/124)° diagnosis of mood disorder (5/67)%°

30% of all patients had depression in

6—8% of terminal cancer patients had
severe depressive feelings (4/69)%'

17% of all patients had depression in

a structured intervien/HADS (15/58)%2 a structured interview/HADS (12/40)2 a structured interview/HADS (3/18)22

Absolute numbers are given in brackets where available.
CIDI, Composite International Diagnostic Interview; HADS, Hospital Anxiety and Depression Scale; PAS, physician-assisted suicide.

J Med Ethics 2011;37:205—211. doi:10.1136/jme.2010.039057

207



Downloaded from jme.bmj.com on May 20, 2014 - Published by group.bmj.com

Table 2 Medium-quality evidence on the prevalence of depression in different categories of patientsc

Prevalence of depression
in euthanasia/PAS requests

Prevalence of depression in
granted euthanasia/PAS requests

Prevalence of depression in population
not requesting euthanasia/PAS

The Netherlands

Non-legal: Washington state, USA 55% of all patients had severe depression

or depressed mood (114/207)%¢

50% of HIV patients had a diagnosis of

Non-legal: Toronto, Canada
depression (10/20)%

25% of all patients had depression to
great/very great extent, 29% to a lesser
extent??

5% of all patients had depression as

a motivating factor (4/87)2*

12% of ALS patients used antidepressants
in end-stage, 11% had symptoms of
depression in end-stage, 23% had
anhedonia, 21% depressed mood,

13% feelings of guilt™

11% of ALS patients used antidepressants
in end-stage, 16% had symptoms of
depression in end-stage, 24% had
anhedonia, 18% depressed mood,

9% feelings of guilt?®

17% of HIV patients had a diagnosis of
depression (2/12)*

Absolute numbers are given in brackets where available.
ALS, amyotrophic lateral sclerosis; PAS, physician-assisted suicide.

design, all four studies found a significantly higher rate of
depression in patients whose requests were refused compared
with those whose requests were granted.'® ' ?° One study
compared patients with terminal cancer whose euthanasia/PAS
request was granted with a similar population who had not made
a request. It found no significant difference in the rate of ‘severe
depressive feelings’ between the two groups (10% vs 8%)."

In the single Oregon study, 26% of people requesting PAS
were found to be depressed in a structured interview or using
HADS. There was no significant difference in the rate of
depression between those whose request was refused and those
whose request was granted,”® but the study only contained 18
patients whose request was granted and therefore the number
who were depressed was extremely small (3 patients). The study
also reported that the majority of patients requesting PAS did
not rank depression as a motivating factor in their request (the
median score for the extent to which depression motivated their
request was 1 (IQR 1—1), where 1 was defined as not at all
important) 36

Medium-quality results
In the Netherlands 5—25% of people whose requests for eutha-
nasia/PASwere granted had depression ‘to a great or very great
extent’™ (not formally defined) or as a ‘motivating factor’ in
their request.24 11—-23% of amyotrophic lateral sclerosis (ALS)
patients were usinganti-depressants or showed specific depres-
sive symptoms (anhedonia,depressed mood and feelings of guilt)
in the end-stage of disease.”” In contrast, 11-24% of ALS
patients who had not made a euthanasia/PASrequest were using
anti-depressants or had specific depressive symptoms in the end-
stage, which was not a significantdifference.

Two studies were conducted in non-legal settings in
America and Canada. Here, 50—55% of people requesting

euthanasia/PAS were defined as having ‘severe depression or
depressed mood®® or had a coexisting diagnosis of depres-
sion?” (none of which were formally defined). The latter
definition was used in patients with HIV in Toronto.?” In
contrast, 17% of people with HIV who were not interested in
euthanasia/PAS had a coexisting diagnosis of depression. This
was not a significant difference but the sample size was very
small.?

The final medium-quality study showed that 49% of hospice
patients in Oregon whose request for PAS had been granted had
the same level of depression (not formally defined) as other
hospice patients who had not made a request. Twenty-eight
percent of those who had requested PAS were reported as having
less depression than the control group and 23% as having
more.”®

Low-quality results

One low-quality study in Oregon reported that 20% of 2people
making a request for PAS had ‘symptoms of depression™ (not
formally defined). Two other studies using scales to assess
whether depression was a motivating factor in PAS requests
found that the majority of patients were not classified as having
depression as a motivating factor for the request.”*

In Switzerland, 27% of people whose request for PAS was
granted (within a Erominent right-to-die organisation) were
defined as depressed™ (not formally defined) and at least 2% of
people using the same right-to-die organisation to commit PAS
in a different time period were found to have a psychiatric
diagnosis of depression in the records of public psychiatric
institutions, with another 4% having a psychiatric diagnosis of
dysthymia.®!

In Michigan, USA where euthanasia/PAS are not legal, 13% of
people who were assisted in euthanasia by Dr Jack Kevorkian

Table 3 Low-quality evidence on the prevalence of depression in different categories of patients

Prevalence of depression in euthanasia/PAS requests

Prevalence of depression in granted euthanasia/PAS requests

Oregon state, USA
Switzerland

20% of all patients had symptoms of depression (28/143)%

27% of all patients were depressed (24/90)°

At least 2% of all patients had a psychiatric diagnosis of depression
(1/48), at least 4% had a psychiatric diagnosis of dysthymia (2/46)'

Non-legal: states other than Oregon, USA 0% of all patients had probable major depression assessed
by a psychiatrist (0/35), 9% had possible major depression
(3/35), an additional 14% had depressive symptoms (5/35)2

Non-legal: Michigan, USA

13% of all patients had depressive symptoms (9/69)>°

Absolute numbers are given in brackets where available.
PAS, physician-assisted suicide.
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had depressive symptoms® (not formally defined). A separate
study interviewed patients and family of patients from across
the USA who were requesting euthanasia/PAS. When interviews
were assessed by a psychiatrist, no patients were classified as
having probable major depression according to DSM-IV criteria,
9% were classified as having possible major depression, and
a further 14% were classified as having depressive symptoms not
fitting full DSM-IV criteria.*?

DISCUSSION

It is clear that both undefined depressive symptoms and clinical
depression are found at high levels in patients making requests
for euthanasia/PAS, with most studies across the quality spec-
trum estimating that a quarter to a half of requests came from
depressed patients."”” ?* 26 ¥ Two out of three high-quality
studies comparing those who made a request for euthanasia/PAS
with similar patients who did not request euthanasia/PAS found
no significant difference in depression rate between the two
groups,” *' which could imply that the high depression rate is
not necessarily correlated with the euthanasia/PAS request but
with the terminal and serious conditions that these patients
generally have. However, the study which did show a higher
depression rate in those requesting euthanasia/PAS was the only
one to independently assess patients durin§ their lifetime with
standardised depression assessment tools.” In addition, one of
the studies showing no difference included only a small sample
of 16 people making a request for euthanasia/PAS.*" The current
evidence on whether depressed patients are a vulnerable popu-
lation for making euthanasia/PAS requests is therefore
conflicting. Large and robust studies that directly assess patients’
depression in a standardised fashion are necessary for more
confident conclusions.

There are also significant levels of depression in completed
euthanasia/PAS cases, but this may vary according to the system
regulating the way in which euthanasia and PAS occur. In the
Netherlands, where euthanasia and PAS are legal, high-quality
studies showed a depression rate of 2—10% in euthanasia/PAS
cases.'® 2 % 2 There is convincing evidence to show that
depression is a significant factor in refusing euthanasia/PAS
requests,'® 72 with supporting high- and medium-quality
evidence showing that the rate of depression in completed
euthanasia/PAS cases is no different from the surrounding
population of seriously ill patients.'® '” 2° This implies that the
Dutch system may be successful at screening out many requests
motivated by depression. Whether it is acceptable for depression
to occur in euthanasia/PAS cases at any level, regardless of the
depression rate in the surrounding population, is discussed
further below.

Data on the rate of depression in completed cases in other
countries are of lower quality and are more sparse, and therefore
conclusions are tentative. In Oregon, where PAS is legal, one
high-quality study showed that clinical depression had definitely
been missed in patients who had been approved for PAS
prescription,? but there is no comparison with rates in patients
not making a request. Only one of the three patients identified
with clinical depression stated that depression was a factor in
her request, and this patient underwent PAS even after her
depression was treated and in remission. The other two patients
stated that depression was not a factor in their requests and
refused the treatment offered by the study team. The issue of
whether treating depression will affect the PAS decision is
discussed further below.

Evidence from Switzerland, where PAS is legal, was of low
quality but showed a high level of apparent depression in

J Med Ethics 2011;37:205—211. doi:10.1136/jme.2010.039057

granted PAS requests, as assessed by lay volunteers (27%).* This
may be a particular cause for concern over the informality of
the way that Switzerland regulates PAS, where there is no
official reporting and most cases have extensive involvement of
lay people in the assessment process. Certainly there are also
qualitative data raising concern over the way PAS is used in
Switzerland, with known cases of patients being admitted to
psychiatric hospital for suicidal ideation and completing PAS
while on home leave.*”

The single study representing completed euthanasia cases in
non-legal settings (analysing a subset of Dr Kevorkian's patients)
was also of low quality and was unlikely to be representative of
typical cases. However, the rate of depression noted (13%) was
comparable to that seen in Oregon and the Netherlands. Given
the single low-quality data point, there is not enough evidence
available to comment on whether legalisation of euthanasia/PAS
has an impact on depression in completed cases.

In summary, the strongest data are from the Netherlands and
do not convincingly show that depression is more common in
patients making a request for euthanasia/PAS than in the
surrounding population of terminally or seriously ill patients,
although this may be due to methodological shortcomings in the
studies. When a request is made, significantly more patients
who are refused assistance are depressed than those who are
granted. The same relationship may not be true in Oregon, but
less evidence is available. However, in all countries, some
patients who have undergone euthanasia/PAS have been
depressed.

The final conclusion raises two important questions—first,
whether depression should exclude a patient from having their
request for euthanasia/PAS granted and, second, whether there
are effective structures available to identify and treat such
patients’ depression. These issues will be discussed further with
reference to research outside the systematic review—this should
be considered narrative review.

Depression may affect a patient’s competence due to cognitive
difficulties and weighting of positive and negative information.
However, most people with major depression retain competence
to make medical decisions.®® The legalisation of euthanasia/PAS
acknowledges that active hastening of death can be a valid
choice in terminal or severe illness so, if competency can be
retained in depression, it is possible for euthanasia/PAS to be
a valid choice despite the presence of depression. Therefore, there
must be some assessment of whether the depression is a factor
in the desire for hastened death, not simply whether it is
present.

To understand this relationship, data on the potential for
treatment of depression to change the patient’s request for
euthanasia/PAS would be useful. For this to occur, improvement
in depression in terminally ill patients must be possible, despite
problems such as short life expectancy and unacceptable side
effects at the end of life. Some studies have shown that treat-
ment with medication and psychotherapy can improve depres-
sive symptoms in terminal illness even with a short timescale,
but the potential for full remission in clinical depression is less
certain.® %

Few studies have looked specifically at the effect of treatment
for depression on requests for hastened death. An Australian
study showed that successful treatment of depression reduces
the number of patients who would accept euthanasia if offered
to them in their current state and in a hypothetical life-threat-
ening illness with good outcome, but did not change the number
who would accept euthanasia in a hypothetical life-threatening
illness with uncertain outcome.*’ An American investigation
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showed that treatment of severe depression changed current
and theoretical preferences of elderly patients for withholding
or withdrawing life-sustaining treatment, but there was no
difference in the preferences of patients with mild or moderate
depression.*” A very small Japanese study included three
depressed patients who ceased requesting euthanasia or pallia-
tive sedation after a week of treatment with tricyclic antide-
pressants.*’

This evidence shows that there is potential for treatment of
depression to affect a request for euthanasia/PAS, but much
more investigation is needed to clarify whether this is limited to
severely depressed patients or those with less serious underlying
illnesses. If so, it may be that only a very small number of
patients requesting euthanasia/PAS would change their minds
if treated for depression, although treatment would be recom-
mended regardless to reduce psychological suffering.

The second question covers the identification of depression in
patients requesting euthanasia/PAS. Neither of the two major
models of legalisation—the Netherlands and the state of
Oregon—mandate psychiatric assessment, although it has been
extensively debated. Arguments against it include the burden
placed on terminally and seriously ill patients and the creation of
a gatekeeper role for psychiatrists that may interfere with the
relationship of the patient and the psychiatrist. Many patients
who request euthanasia/PAS in the Netherlands die before
a decision is made, and any extra regulation will raise this
number or may encourage patients to seek euthanasia/PAS
earlier than they would ideally want it to make sure they can
fulfil all the requirements.

It is unknown whether mandatory psychiatric assessment
would be worth these negative effects by increasing the identi-
fication of depression, or whether patients identified in this way
would accept treatment. The Rights of the Terminally Ill Act in
Australia, which briefly legalised euthanasia in the Northern
Territory in 1996, included mandatory psychological assessment.
Although only a small number of cases occurred before the
law was repealed, there have been questions over whether
this was effective in picking up psychiatric disorders in
these patients and whether patients were fully honest in the
psychiatric assessments.*?

Psychiatrists are not confident that they could easily identify
all cases of depression in these patients—only 6% of Oregonian
psychiatrists felt they could assess whether psychiatric factors
were affecting a patient’s judgement in a PAS request during
a single consultation.™ In contrast, 35% of non-psychiatrists in
Connecticut were very confident they could assess whether
a psychiatric disorder was impairing the judgement of a patient
requesting PAS if they knew them well, in contrast to only 5% if
the patient was new to them.”” This implies that having an
existing relationship with the patient is important for compe-
tency assessment, which is difficult if the patient does not have
such a relationship with any doctor or if their longstanding
doctor does not wish to assist in euthanasia/PAS. It is therefore
far from clear how all cases where depression is motivating
a request for euthanasia/PAS can be identified and offered
treatment. It may be more effective to strengthen screening of
all terminally and seriously ill patients for depression to pick up
these issues before a request for euthanasia/PAS is made and give
more time for treatment to take effect. However, this laudable
goal is unlikely to solve the problem entirely.

The conclusions from the results reported are limited by
various factors. There are several methodological challenges that
are difficult to overcome in assessing both end-of-life decisions
and depression in the chronically and terminally ill. In countries
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where euthanasia/PAS are illegal, under-reporting, lack of clarity
in the explicit nature of the request and difficulty in recruitment
are likely. Measuring depression during physical illness is
complicated by the fact that physical symptoms such as fatigue
and sleep disturbance that are used in defining depression may
be caused by an underlying illness.*® All studies in the review
that stated their approach were inclusive,** * attributing any
depression-related symptoms to depression rather than physical
illness, but most did not declare their approach. Although both
inclusive and exclusive approaches can be justified, any use of an
exclusive approach would affect comparisons because elimi-
nating physical symptoms can halve the estimated prevalence of
depression in patients with cancer.*’

The studies reviewed also show limitations which could be
overcome by changes in study design. The highest quality design
would include direct prospective assessment of patients for
depression with validated psychological tools or against DSM-IV
criteria, and also have a large sample size. For the highest rele-
vance there would be a comparison between groups requesting
euthanasia/PAS, those that were refused, those that were
granted and a control population who had made no request for
euthanasia/PAS. Unfortunately, no studies achieved high levels
of quality in all of these areas. Research was dominated by the
Netherlands and Oregon, with very little or no data from
Switzerland, Belgium and non-legal settings. Given the impor-
tance of assessing the impact of different forms of regulation on
vulnerable patients, research is encouraged elsewhere, including
states with recent legislation such as Washington State and
Luxembourg. In addition, the systematic review suffers from
broad limitations such as publication bias and selective reporting
within studies. Researchers are likely to have an opinion on the
ethics behind euthanasia/PAS which may affect the way in
which they structure studies and report results.

CONCLUSION

Up to half of patients requesting euthanasia/PAS may show
symptoms of depression but, in the Dutch regulatory system,
most patients with depression have their requests refused and
the rate of depression in cases is not significantly different from
that of the surrounding population. There is little evidence as to
whether other systems act in a similar manner, including
informal systems acting where these practices are illegal. In all
countries studied, depression occurs in some patients who
undergo euthanasia/PAS.

Whether it is acceptable to have any level of depression in
deaths from euthanasia/PAS is debated because depression does
not necessarily make patients incompetent and there is little
evidence on whether treatment will be acceptable to patients
at the end of life, or will change end-of-life decisions. Although
assessment for depression in patients requesting euthanasia/
PAS is extremely important, it is likely to be more successful to
improve screening and treatment for depression in all termi-
nally and seriously ill patients. More high-quality investigation
and discussion is necessary in this area to increase the protec-
tion for vulnerable patients while not compromising patient
autonomy.
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