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Key findings 

• Even though an increasing number of countries have introduced legislation to facilitate 

assisted dying for people with physical health conditions and, in more recent years for people 

with mental health conditions, there is limited information about the implementation of this 

legislation and procedures involved. 

• Based on the available research, there is no consistent evidence that rates of suicide change 

as a result of assisted dying legislation, with no study reporting a decrease in suicide rates as 

a result of such provisions. However, research in this area is significantly hampered by the 

lack of reliable data on deaths both by assisted dying and by suicide.  

• The profile of individuals who die via assisted dying seems to be distinct from the profile of 

individuals who die by suicide. Those who die by assisted dying are generally older in age and 

are more likely to be female. However, some potential risk factors are shared by both groups, 

including living alone, having no children, and not identifying as being religious. 

• The prevalence of psychiatric co-morbidities in individuals who die by assisted dying is difficult 

to establish, with reported proportions ranging from 3-39%.  

• The risk of suicide following a terminal or chronic illness is highest in the first six months after 

diagnosis.  

 

• Research is lacking on the safeguarding process within frameworks for implementing assisted 

dying legislation and may negatively impact on patients experiencing psychiatric conditions 

in particular.  
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There are a number of important recommendations arising from research studies, addressing 

knowledge gaps and priorities, and informing any consultation for legislation around assisted dying, 

including: 

Research recommendations 

• Estimating the risk of suicide in Ireland following diagnosis of a chronic and/ or terminal physical 

illness or a psychiatric disorder, including an examination of sociodemographic and clinical 

factors. 

• Evaluating the effectiveness and implementation of timely mental health interventions for 

individuals recently diagnosed with a chronic and/ or terminal physical illness or a psychiatric 

disorder. 

• Exploring the motives among individuals requesting assisted dying, with a focus on psychiatric 

and physical comorbidities and gender- and age-related differences.  

• Examining attitudes of health and mental health professionals in relation to assisted dying, 

taking into account the role of psychiatric conditions and psychiatric and physical health co-

morbidities. 

Policy recommendations 

• Prioritise development and implementation of interventions for people recently diagnosed with 

a chronic or terminal illness and older adults, in particular those experiencing physical and 

mental health comorbidities, identified as priority groups in Ireland’s National Suicide 

Prevention Strategy, Connecting for Life, 2015-2024. 

• Reduce health inequalities and optimise standardised access to health and mental health 

services across all regions in Ireland. 

• Greater involvement of mental health professionals in the debate about assisted dying and 

addressing mental health professionals' role in the assessment of patient competency and 

decision-making capacity. Given the lack of reliable data on deaths both by assisted dying and 

by suicide internationally, if a change in Irish legislation was to occur around assisted dying, it 

should be accompanied by a comprehensive data recording system, in order to monitor trends 

in both assisted dying and suicide at a national level.   

• There is a lack of evidence regarding the effectiveness of safeguards, especially in vulnerable 

groups, due to the lack of recording of data and what safeguards were undertaken.  If a change 

in Irish legislation occurs, it is not clear what safeguards will be deemed sufficient based on the 

international experience and in which statutory body will be responsible for determining 

whether safeguards have been successful.   
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Background 

The number of countries and jurisdictions establishing laws in relation to euthanasia and assisted 

dying has increased, in particular, during the 21st century. Since the late 1990s, euthanasia and 

assisted dying have been legal in The Netherlands, while assisted dying has been legal in Switzerland 

and some US states. Other jurisdictions such as Belgium, Canada and some Australian states have 

introduced similar legislation more recently. While initially legislation was limited to terminal 

physical health conditions, most commonly for individuals suffering from cancer, in recent times 

some countries have permitted euthanasia or assisted dying for psychiatric conditions, including 

young people. For example, from 2024, Canada will permit assisted dying in the absence of a 

terminal physical illness. 

There have been diverging hypotheses on the impact of assisted dying legislation on population 

rates of suicide. On the one hand, it has been theorised that the legalisation of assisted dying may 

reduce the rate of suicide and potentially the rate of suicide plus assisted dying (Posner, 1997). The 

associated reasoning being that in the absence of assisted dying legislation, individuals may die by 

suicide at an earlier point than might otherwise be the case. It is also argued that suicide rates may 

decrease, as people will choose to die via supported means rather than via a violent suicide death. 

On the other hand, there are concerns that a change in legislation could have the opposite effect 

and lead to an increase in population rates of suicide, underpinned by an increase in the discourse 

and social acceptability of suicide within the general population (Doherty et al., 2022).  

Irish policy context 

In June 2023 a Joint Committee on Assisted Dying was formed to consider and make 

recommendations for legislative and policy change relating to a statutory right to assist a person to 

end his or her life (assisted dying) and a statutory right to receive such assistance. 

This discussion paper has the following aims, specifically to: 

1. Summarise research examining the impact of the introduction of assisted dying on rates of 

(non-assisted suicide) in the general population. 

2. Examine the difference in profile of people who die by suicide and assisted dying. 

3. Describe the risk of suicide associated with terminal or chronic physical illnesses. 

4. Outline research examining the safeguarding process for patients seeking euthanasia or 

assisted dying. 
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The impact of the introduction of assisted dying on rates of (non-assisted) suicide in the 

general population 

A single systematic review has examined the relationship between euthanasia and/or assisted dying 

and rates of suicide (Doherty et al., 2022). This review identified six studies, published between 1996 

and 2021, representing studies from Switzerland, The Netherlands, Belgium and the US. The review 

highlighted variation in the methodological quality of included studies. The review concluded that 

there was no evidence to support the hypothesis that suicide rates decreased in countries 

introducing assisted dying practices, but also no consistent evidence for an increase in suicide 

rates.  

A more recent US study (Girma & Paton, 2022) reported a small increase in suicide in states with 

assisted dying legislation. One report from the Federal Statistical Office in Switzerland (Federal 

Statistical Office, 2016) reported that the rate of assisted dying in Switzerland has increased each 

year between 2000-2014. The report states that the increase in assisted dying compensates for the 

decrease in suicide over the time period. The report goes on to underline, however, that these 

changes represent, for the most part, two different populations. 

Comparing the profile of people who die by assisted dying and those who die by suicide 

For the most part, most people who die via assisted dying are over the age of 55 years (Federal 

Statistical Office, 2016), with young people under 35 years accounting for between 0.5-1.3% of these 

(Federal Statistical Office, 2016; Steck et al., 2016). However, legislation facilitating assisted dying 

among people under the age of 35 has been implemented in a small number of countries in recent 

years. Research has shown that, compared to suicide, women aged 65 years and older are at 

increased risk of assisted dying, accounting for approximately half of all assisted dying deaths 

(Canetto & McIntosh, 2022; Steck et al., 2016), compared with one-fifth of suicide deaths (CSO, 

2019). The gender ratio in assisted dying by older people appears to more broadly reflect the gender 

distribution in the general population (CSO, 2022). Even though assisted dying may be empowering 

for women diagnosed with a terminal or life-limiting illness, it has been argued that women may be 

more likely to feel that they are a burden, and therefore more likely to elect for assisted dying than 

their male counterparts. In addition to the aforementioned gender differences, a Swiss study (Steck 

et al., 2016) found that higher education was positively associated with assisted dying and negatively 
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associated with suicide. With both forms of death, some potentially vulnerable risk factors were 

identified, including living alone, having no children, and not identifying as religious. 

It is difficult to ascertain the true prevalence of psychiatric illness among people who die via 

euthanasia/ assisted dying. Data from Switzerland estimate that between 3-5% of people had a 

diagnosis of a mental illness (Steck et al., 2016). Yet, depression consistently goes undetected and 

undiagnosed by non-psychiatrically trained primary care physicians. Considering the well- 

established link between depression and suicide, it is likely that the prevalence of depression, and 

other mental health conditions, is under reported among people requesting assisted dying (Mitchell 

et al., 2009).  A Canadian chart review study of 155 patients requesting medical assistance in dying 

(MAID) (Isenberg-Grzeda et al., 2021), found that 39% had a documented psychiatric comorbidity, 

most commonly depression or anxiety. There was no variation in demographics and physical health 

diagnoses between patients with and without a psychiatric co-morbidity. A systematic review of 

psychiatric patients seeking euthanasia or assisted dying (Calati et al., 2021) found that rates of 

psychiatric patients requesting access to assisted dying has increased. Those patients are primarily 

women (70-77%), diagnosed with at least two psychiatric disorders (56-97%), between 37-62% of 

which had at least one comorbid physical health condition.  

The relationship between suicide and chronic/terminal illness 

A recent study from England found that diagnosis of severe physical health conditions was 

associated with an increased risk of dying by suicide, particularly for low-survival cancer patients and 

individuals suffering from degenerative neurological conditions. The increase in risk was more 

pronounced in the first six months after diagnosis or first treatment and was similar for both men 

and women (Nafilyan et al., 2023). There is very little research from an Irish context on the 

relationship between suicide risk and terminal or chronic illness. An Irish psychological autopsy study 

found that 57% of people who died by suicide had been diagnosed with a physical illness. A wide 

range of physical symptoms and illness were reported including cancer, chronic back pain, chronic 

neck pain and coronary heart problems. Of those who had a physical illness prior to death, 38% were 

in physical pain in the year prior to death and 17% had reduced physical capabilities in the month 

prior to death. In addition to physical illness, 69.1% had been diagnosed with depression, and in 

terms of mental health comorbidity, 28.5% were diagnosed with an additional secondary psychiatric 

disorder, most frequently anxiety disorder, alcohol and drug dependence (Arensman et al., 2013). A 

more recent study of patients presenting to hospital with high-risk self-harm found that most (72%) 
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had chronic physical pain in the past year (Sadath et al., 2023). The study also reported that more 

than half had a recent reduction in physical capabilities (56%) and that 64% were taking medication 

for a physical illness. 

Implications for safeguarding processes 

Safeguarding and determination of a person’s capacity to request hastened death has been 

highlighted as being particularly difficult for psychiatric patients and available frameworks are not 

always appropriate (Doernberg et al., 2016). A recent systematic review of determinants to 

implementing assisted dying processes identified a broad range of factors that exist on a spectrum, 

reflecting the complexity of the process. In particular, the review identified the lack of research on 

safeguarding processes within such frameworks (Byrnes et al., 2022). In addition, health inequalities, 

including variation in access to health services, are associated with premature mortality, including 

suicide, which would be an important aspect to consider in the assessment of requests for assisted 

dying (Arcaya et al., 2015).  

While a Canadian study found that patients with psychiatric comorbidity were more likely to have a 

longer-standing wish to access assisted dying and to have had at least one assessment undertaken 

by a psychiatrist (Isenberg-Grzeda et al., 2021), Calati and colleagues’ systematic review of 

psychiatric patients requesting assisted dying reported that more than two-thirds of patients not 

granted assisted dying had not died subsequently and more than one-third of requests were 

subsequently withdrawn. The review authors highlight important considerations, including medical 

futility, psychological understanding and decision-making capacity in psychiatric patients (Calati et 

al., 2021). This aligns with a more recent scoping review which found that the assessment of 

‘suffering’ is often without clear structures, interdisciplinary teams and a focus on non-physical 

symptoms (Henry et al., 2023). 
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