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Switzerland has the longest history of the legal practice
of non-physician assisted suicide of any country. Assisted
suicide is not very tightly regulated in Switzerland, and almost all assisted suicides are supported by a right-to-die
organisation. Our study investigates older adults’ attitudes
and behaviour towards assisted suicide, and the associations of these with the individuals’ sociodemographic and
cultural characteristics, as well as with their own health
status and healthcare-related experiences in Switzerland.
We performed weighted prevalence and multivariable logistic regression estimation on a nationally representative
sample of adults aged 55 and over from wave 6 (2015)
of the Survey of Health, Ageing and Retirement in Europe
(SHARE) in Switzerland (n = 2168). Overall, 81.7% of respondents supported the legality of assisted suicide, as is
currently the case in Switzerland, and 60.9% stated that
they would potentially consider asking for assisted suicide under certain circumstances; 28.2% of respondents
reported either that they are already or that they are likely to become a member of a right-to-die organisation, with
4.9% of respondents reporting to already be a member of
such an organisation at the time of the survey. Higher levels of education and previous experience as a healthcare
proxy were positively associated with more favourable attitudes and behaviour towards assisted suicide. Compared
to individuals aged 55–64, adults aged 65–74 generally
showed more favourable attitudes and behaviour towards
assisted suicide. By contrast, religious persons displayed
more negative attitudes and behaviour towards assisted
suicide. Attitudes towards assisted suicide were also more
negative in the oldest age group (75+) in comparison to
adults aged 55–64, and among persons living in Frenchand Italian-speaking Switzerland compared to those living
in German-speaking Switzerland. While approval for assisted suicide is high overall in Switzerland, more vulnerable population groups, such as older or less educated in-
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dividuals, have less favourable attitudes towards assisted
suicide. In addition, cultural sensitivities to and personal
experiences with death and dying are likely to shape the
approval or rejection of assisted suicide as it is currently
implemented in Switzerland.
Keywords: assisted suicide, attitudes and behaviour,
population-based study, older adults, Switzerland, SHARE
study

Introduction
Switzerland has a longer experience of the legal practice
of assisted suicide than any other country. Assisted suicide
is not very strictly regulated in Switzerland compared to
other places like, for example, Oregon, which enacted the
Death with Dignity Act in 1997. Assisted suicide is defined
as the intentional provision to a competent person of help
to commit suicide by providing a lethal drug for self-administration [1]. In contrast, euthanasia refers to the intentional killing of a competent person upon his/her voluntary
request, usually performed by a physician [1]. Euthanasia is forbidden in Switzerland, whereas assisted suicide is
legal. Assisted suicide is mainly regulated through article
115 of the Swiss Penal Code of 1937, which stipulates that
assisting a person to commit suicide is not punishable as
long as it is not performed for selfish reasons (e.g., obtaining inheritance or making profits) and as long as the person
seeking suicide has decisional capacity.
Since the 1980s, not-for-profit right-to-die organisations
advocating the right to self-determination in death have
assisted individuals in suicide under the regulation of article 115. Any interested person can become a member
of a right-to-die organisation for a small fee, and membership gives free access to the organisation’s services in
due course. Right-to-die organisations provide help with
any medical, administrative and social procedures related
to the completion of assisted suicide [2]. This essentially
means they, among other things, assist in obtaining the barPage 1 of 11
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biturate, document the entire procedure and accompany the
assisted suicide-seeking person and her/his family. The eligibility criteria for assisted suicide are defined by the internal regulations of the association and include the person
being capable of discernment and expressing a persistent
and repeated desire to die.
Almost all assisted suicides in Switzerland are supported
by a right-to-die organisation [3, 4]. In 2016, assisted suicides represented 1.4% of all deaths in Switzerland [5],
and of the 928 people who died by assisted suicide, 86%
were aged 65 years or older. Deaths by assisted suicide
in Switzerland have been systematically recorded since
2009, and their number more than tripled between 2009
and 2016.
Assisted suicide in Switzerland is subject only to relatively
“open” regulation [6]. This legal situation has been challenged several times by Swiss parliamentarians asking for
the creation of a more detailed legal framework to regulate
the practice of assisted suicide [7]. However, after several
unsuccessful attempts to expand the law regarding assisted
suicide, in 2011 the Federal Council made the decision to
maintain the status quo, stating that the current regulation
was sufficient to prevent potential abuses of the practice of
assisted suicide [2]. The government claimed that the various legal instruments in force, as well as the medical code
of ethics, mean administering criminal, administrative or
civil sanctions would already be possible in all cases of
abuse. Accordingly, the system was claimed to have the
advantage of ensuring a balance between respect for the
right to self-determination and the State's duty to protect
all citizens [7]. This view, however, is highly controversial
[8]. Comparative data from various nations suggest that the
current regulation of assisted suicide in Switzerland may
have played a role in the increase in the number of assisted
deaths that has occurred over the last decade [9].
Since this decision by the Federal Council, support for assisted suicide in the general population has – to the best
of our knowledge – not been assessed. Most studies on
the topic have focused on the occurrence of deaths by assisted suicide [10–15] and only a few have analysed public opinions regarding the practice of assisted suicide in
Switzerland. One study, conducted in 2009, showed that
the majority of people aged 15 and over in Switzerland
consider euthanasia and assisted suicide morally acceptable, and that they largely agree with the legality of these
practices [4]. However, the levels of moral and legal agreement often vary depending on the health status, medical
condition and prognosis of the patient requesting a voluntary ending to their life, for example whether or not the patient is terminally ill, has aged-related comorbidities or has
an aged-related neurodegenerative disorder, among other
considerations [4]. According to another study, from 2010,
one third of adults aged 15 and over in Switzerland stated
that they might consider asking for assisted suicide if they
had an incurable disease [16].
Switzerland has three main linguistic regions: a German-, a
French- and an Italian-speaking region. These regions differ culturally as well as linguistically, as shown by, for example, distinct attitudes towards work and different voting
behaviours across linguistics regions [17]. Culture might
also shape the way people consider assisted suicide, since
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the conception of death and dying is heavily influenced by
culture [18].
Views on euthanasia and assisted suicide may also be affected by personal experiences with the care of terminally
ill relatives or close friends and/or by being a surrogate
in medical decision-making. Non-professionals involved
in the regular care of seriously ill individuals experience
a psychological and physical burden and can find participating in social activities challenging [19]. In addition,
making medical decisions on behalf of a loved one can
also cause negative emotional stress [20]. People who have
been closely involved in end-of-life (EOL) situations may
be more inclined towards wanting their loved ones to avoid
these experiences. To this end, they may be more likely to
engage in EOL planning, for example by completing advance directives [21], but also by considering the possibility of assisted suicide.
The practice of euthanasia and assisted suicide is controversial and raises many concerns, including the risk of continuous expansion of the criteria permitting access to these
practices, which is often referred to as the “slippery slope”
problem, or the risk of outright abuse [22]. In ageing societies that face important social and economic challenges,
assisted suicide and/or euthanasia may be viewed as a tool
to reduce the social and cost-related pressures associated
with the potential care requirements of sick older persons.
In such a context, there may be a risk that people seek
assisted suicide and/or euthanasia to avoid feeling guilty
about becoming a burden to their family and/or to society
[23]. Vulnerable population groups, such as older persons,
those with lower levels of education or individuals without relatives to care for them, may be especially exposed to
such pressures when becoming ill [24], even though existing data on assisted suicide and/or euthanasia do not seem
to provide much support for the hypothesis of widespread
abuse or misuse of these practices [25].
Population-based data on behaviour regarding membership
of right-to-die organisations are still lacking, as are data on
attitudes towards assisted suicide following the Swiss government’s renewed decision not to expand assisted suicide
regulation. Our study explores assisted suicide-related attitudes and behaviour and their determinants in a nationally representative sample of adults aged 55 and over in
Switzerland. Firstly, we describe older adults’ general support for the practice of assisted suicide, whether or not
they would consider assisted suicide as an EOL option for
themselves, and their behaviour in terms of current or intended future membership of a right-to-die organisation.
Secondly, we investigate sociodemographic patterning of
attitudes and behaviour towards assisted suicide and how
these are shaped by culture and previous experience as a
healthcare proxy.

Methods
Our data come from Swiss participants in the Survey of
Health, Ageing and Retirement in Europe (SHARE) from
2015 [26]. Specifically, our outcomes of interest and our
selected explanatory variables originate from a paper-andpencil questionnaire aimed at exploring individual preferences, knowledge, attitudes and behaviours towards EOL
planning [27]. This questionnaire was developed by the
authors and administrated as part of the sixth wave of
Page 2 of 11

Original article

Swiss Med Wkly. 2020;150:w20275

SHARE in Switzerland. SHARE is a longitudinal, interdisciplinary and cross-national data infrastructure that comprises individual-level information on the health, socioeconomic status, social and family networks and other life
circumstances of persons aged 50 and over from 27 European countries and Israel. Overall, 2806 respondents participated in the face-to-face interview of wave 6 (2015) of
SHARE in Switzerland, and 94% of those respondents also filled out our 15-page self-completion EOL questionnaire. At the time of sampling, the Swiss SHARE study
was designed to be nationally representative of community-dwelling individuals aged 50 and older and their partners. However, as the Swiss SHARE sample was last refreshed in 2011, we only retained adults aged 55 and over
for our analyses, since respondents aged 50–54 in 2015
could only enter SHARE as partners and are therefore not
representative of the general population aged 50–54. Our
final analytical sample consists of 2549 respondents.
Measures
Outcome variables
Our study considers five outcomes based on four questions
about attitudes and behaviours towards assisted suicide.
We asked respondents (1) whether or not they support the
legality of assisted suicide, as is the case in Switzerland
(yes, no) and (2) whether or not they could imagine circumstances under which they would consider requesting
assisted suicide for themselves (yes, no). We constructed
a measure of (3) current or planned future membership of
a right-to-die organisation by grouping respondents who
declared either that they (a) were already a member of a
right-to-die organisation or (b) would “very likely” or “for
sure” become a member of such an organisation some day
in the future. Finally, we also present data on (4) current
membership (yes, no) and, for those who are not currently
members, (5) intended future membership of a right-to-die
organisation (“for sure” and “very likely” vs “not very likely” and “certainly not”) separately. We refer to outcomes
(1), (2), (3), and (5) as “attitudes” towards assisted suicide
while considering outcome (4) a “behaviour”.
Independent variables
The key independent variables of our analyses are related
to the respondents’ sociodemographic, cultural and experiential characteristics. The sociodemographic characteristics included in our models are gender, age group (55–64;
65–74; 75+), education level, living with a partner in the
same household (yes, no), and having living children (yes,
no). Education level was measured according to the
ISCED1997 classification [28] and grouped into three categories: levels 0–2 (pre-primary, primary and lower secondary education), labelled “low education”; levels 3–4
(upper and post-secondary education), labelled “medium
education”, and levels 5–6 (first and second stages of tertiary education), labelled “high education”. Cultural characteristics refer to the interview language (German, French
or Italian), which is related to the three Swiss linguistic regions. Language is commonly used as a proxy for cultural differences between the linguistic regions in Switzerland
[29, 30]. In addition, we also included the respondents’
place of residence (urban vs rural areas) as an explanatory
variable in the model. Moreover, we used the respondents’
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religiosity, as measured through their self-reported practice
of prayer, as an explanatory variable, distinguishing individuals who never pray from those who pray at least occasionally. Experiential characteristics included the respondents’ health, as measured by their self-rated health status
(poor/fair vs good/very good/excellent) and their self-reported limitations in activities of daily living (ADLs) (no
limitation vs 1+ limitation(s)). We also included experience as a healthcare proxy, measured as previous involvement in making medical decisions on behalf of a relative
or friend.
Missing values and imputations
Across the 15 variables used in our analysis, proportions of
missing values ranged from 0% to 7% across items, with
80% of all cases being complete, with no missing items
(supplementary table S1 in appendix 1 details the distribution of missing values). Since Little’s tests [31] rejected the null hypothesis that the missing values were missing completely at random (MCAR), multiple imputations
by chained equations were used to handle the presence of
missing values in our data. Two hundred imputed datasets
were computed in order to calculate asymptotically correct
standard errors of our estimates. The imputation equations
were based on all the sociodemographic characteristics,
health status and linguistic region. Parameter estimates and
standard errors of the logistic regression models based on
the imputed data sets were calculated using Rubin’s formulas [32]. These estimates and standard errors, and the
resulting patterns of statistical significance of the different
logistic regression models, were largely comparable between the analyses based on the imputed data and those
based on the corresponding complete case analyses. However, statistical precision was somewhat higher when using
the imputed data.
Statistical analysis
We first present weighted proportions of selected characteristics of our final analytical sample based on the imputed data. Second, we show the weighted prevalences of our
outcomes of interest along with their 95% confidence intervals. Third, associations between attitudes and behaviour towards assisted suicide and our independent variables
are explored using multivariable logistic regression models. We computed the corresponding average partial effects
(APEs) to facilitate the interpretation of the results of the
logistic regression models. APEs describe how the average conditional probability of outcome Y given explanatory variables X, P(Y = 1 given X), changes with a one
unit change (say, from zero to one in the case of a dummy explanatory variable) in a given independent variable
X while holding all other variables at their observed values. Estimated standard errors account for clustering at the
household level to correct for potential unobserved dependencies between two observations coming from the same
household. Data management and all statistical analyses
were conducted using Stata SE 15.0 (StataCorp LLC, College Station).
Ethical approval
Our study obtained ethical approval number 66/14 from
the ethics committee of the canton of Vaud, Switzerland, in
March 2014.
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Results
Table 1 presents the weighted respondent characteristics
for our analytical sample. Half of our respondents were
women (50%) and half were aged 55–64 (49.1%). A large
majority had a medium education level (69.7%), lived with
their partner (71.6%), had children (82.4%) and lived in the
German-speaking part of Switzerland (75%). Most of our
respondents declared themselves to be in good to excellent health (82.3%); only 6.2% reported having at least one
limitation in their activities of daily living. Finally, 18.3%
of our respondents had previous experience as a healthcare
proxy.
Figure 1 shows the weighted prevalences of different attitudes and behaviour towards assisted suicide among adults
aged 55+ in Switzerland. A large majority (81.7%) of our
respondents supported the legality of assisted suicide, as is
the case in Switzerland, and 60.9% of respondents reported
that they would consider asking for assisted suicide under

certain circumstances. In addition, 28.2% of respondents
reported either that they were a member of a right-to-die
organisation or that they were likely become a member of
such an organisation some day in the future. 4.9% of respondents were already members of such an organisation
at the time of the survey.
Table 2 presents the APEs, estimated from the multivariable logistic regression models, of the attitudes and behaviour towards assisted suicide stratified by the sociodemographic, cultural and experiential characteristics of the
respondents. Compared to men, women were more likely
to already be (APE: 2.2, p <5%) or to plan to become
(APE: 4.3, p <5%) members of a right-to-die organisation.
Older respondents (75+) had – on average – more negative
attitudes towards assisted suicide than less old adults
(55–64), but only the associations with potential use of
assisted suicide (APE: −6.2, p <5%) and potential future
membership of a right-to-die organisation (APE: −8, p

Table 1: Main characteristics of the analytical sample, adults aged 55+ in Switzerland, SHARE 2015 (n = 2168).
Weighted proportion (%)

(95% confidence interval)

50.0

(47.9,52.0)

55–64

49.1

(46.5,51.7)

65–74

28.3

(26.2,30.4)

75+

22.6

(20.7,24.6)

Sociodemographic characteristics
Women
Age groups

Education level
Low education

12.9

(11.3,14.4)

Medium education

69.7

(67.5,71.9)

High education

17.5

(15.6,19.4)

Partner living in household

71.6

(69.3,73.9)

Having children

82.4

(80.3,84.4)

47.0

(44.4,49.7)

German-speaking

75.0

(72.7,77.3)

French-speaking

22.4

(20.2,24.6)

Italian-speaking

2.6

(1.8,3.4)

Practice of prayer

67.7

(65.3,70.1)

Self-rated health: (very) good/excellent

82.3

(80.5,84.2)

1+ limitations in activities of daily living

6.2

(5.1,7.3)

Participation in making medical decisions for relative/friend

18.3

(16.6,20.4)

Cultural characteristics
Urban area
Linguistic region

Experiential characteristics

Figure 1: Attitudes and behaviours towards assisted suicide. Adults aged 55+ in Switzerland, weighted percentage and 95% confidence interval, SHARE 2015 (n = 2168).
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<0.1%) are statistically significant at the 5% level. On the
other hand, older respondents were more likely to already
be members of a right-to-die organisation (APE: 6.7, p
<0.1%). Respondents aged 65–74 displayed more positive
attitudes and behaviour towards assisted suicide than those
aged 55–64. However, in this age group only the associations with support for assisted suicide (APE: 4.4, p <5%)
and current (APE: 2.4, p <5%) or potential future (APE:
4.9, p <5%) membership of a right-to-die organisation are
statistically significant.

consider using assisted suicide under certain circumstances
(APE medium education: 9.6, p <1%; APE high education: 17.2, p <0.1%), and more likely to already be (APE
medium education: 4.3, p <0.1%; APE high education:
6.8, p <0.1%) or to plan to become (APE medium education: 10.9, p <0.1%; APE high education: 17.3, p <0.1%)
a member of a right-to-die organisation. Furthermore, having children was negatively associated with the presence
of favourable attitudes (not statistically significant) and the
corresponding behaviour (APE: −5.5, p <1%) towards assisted suicide.

We also find a positive monotonic association between education and assisted suicide attitudes and behaviour: the
higher the education level of a respondent, the more
favourable was their attitudes and behaviour towards assisted suicide. Thus, compared to respondents with low
education levels, respondents with medium and high education levels were more likely to support the legality of assisted suicide (APE medium education: 6.4, p <5%; APE
high education: 12.7, p <0.1%), more likely to potentially

French-speaking and Italian-speaking respondents were
less likely to show favourable attitudes and behaviour towards assisted suicide than German-speaking respondents,
although these associations were not always statistically
significant. Compared to respondents from the Germanspeaking regions of Switzerland, Italian-speaking respondents were less likely to support assisted suicide (APE:
−17.2, p <1%) or to consider potentially using assisted sui-

Table 2: Average partial effects (APEs) based on logistic regressions of attitudes and behaviour towards assisted suicide by sociodemographic and family characteristics, selfrated health status, practice of prayer, experience as a healthcare proxy and geographical location in adults aged 55+ in Switzerland, SHARE 2015.
Support the legality of assisted suicide as is the
case in Switzerland

Could consider asking
for assisted suicide

Is a member or likely to
become a member of a
right-to-die organisation

Is a member of a rightto-die organisation

Is likely to become a
member of a right-to-die
organisation†

APE (95% CI)

APE (95% CI)

APE (95% CI)

APE (95% CI)

APE (95% CI)

1.2
(−1.8,4.1)

-1.3
(−5.3,2.6)

4.3*
(0.7,8.0)

2.2*
(0.5,3.9)

2.4
(−1.1,5.9)

Sociodemographic characteristics
Women
Age groups
55–64 (ref.)

–

–

–

–

–

65–74

4.4*
(0.5,8.3)

0.8
(-4.1,5.7)

4.9*
(0.4,9.4)

2.4*
(0.3,4.5)

2.8
(-1.5,7.2)

75+

−3.70
(−8.4,1.0)

−6.2*
(−11.9,-0.6)

−2.0
(−7.2,3.2)

6.8***
(3.5,10.0)

−8.0***
(−12.6,−3.3)

Education level
Low education (ref.)

–

–

–

–

–

Medium education

6.4*
(1.0,11.8)

9.6**
(3.2,16.1)

10.9***
(5.6,16.2)

4.3***
(2.4,6.1)

8.0**
(3.1,13.0)

High education

12.7***
(6.4,18.9)

17.2***
(9.5,24.9)

17.3***
(10.3,24.3)

6.8***
(3.4,10.2)

13.3***
(6.7,20.0)

Partner living in household

0.4
(−3.5,4.4)

4.8
(−0.4,10.1)

1.8
(−3.1,6.7)

1.4
(−1.0,3.8)

0.7
(−3.9,5.3)

Having children

−1.7
(−6.1,2.7)

−3.1
(−8.7,2.5)

−4.8
(−10.6,0.9)

−5.5**
(−9.5,−1.5)

−1.3
(−6.5,4.0)

−1.1
(−4.7,2.4)

−0.6
(−5.0,3.7)

0.9
(−3.2,5.0)

1.0
(−1.2,3.2)

0.1
(−3.7,3.9)

Cultural characteristics
Urban area
Linguistic region
German-speaking (ref.)

–

–

–

–

–

French-speaking

−4.4
(−8.8,0.0)

−17.5***
(−22.9,−12.2)

−7.2**
(−11.9,−2.5)

−1.2
(−3.8,1.5)

−6.8**
(−11.0,−2.5)

Italian-speaking

−17.2**
(−30.3,−4.2)

−15.9*
(−29.0,−2.9)

−6.2
(−16.7,4.3)

−3.1
(−7.3,1.0)

−4.2
(−14.1,5.6)

Practice of prayer

−14.1***
(−17.3,−10.9)

−17.8***
(−22.1,−13.5)

−15.6***
(−20.3,−11.0)

−4.1**
(−6.8,−1.5)

−12.7***
(−17.2,−8.2)

Self-rated health: (very)
good/excellent

1.1
(−3.5,5.6)

2.4
(−3.2,8.0)

−2.3
(−7.7,3.2)

−1.6
(−4.6,1.4)

−0.5
(−5.6,4.6)

1+ limitations in activities of
daily living

−1.0
(−7.8,5.7)

−0.1
(−8.6,8.4)

8.6
(−0.7,17.9)

1.8
(−2.8,6.3)

10.0*
(0.5,19.4)

Participation in making medical decisions for relative/
friend

5.5**
(1.6,9.5)

4.4
(−0.8,9.6)

7.5**
(2.4,12.6)

4.6**
(1.3,7.8)

4.9*
(0.1,9.7)

n (imputed data)

2168

2168

2168

2168

2157

Experiential characteristics

Average partial effects based on logistic regression models. All probabilities are multiplied by 100. Asterisks indicate levels of significance: *** <0.1%, ** 1%, * 5% Interpretation
of APEs: having a high education level increases the probability of supporting the legality of assisted suicide, as is the case in Switzerland, by 12.7 percentage points compared
to having a low education level. † Only respondents who were not members of a right-to-die organisation at the time of the survey answered this question.
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cide in the future (APE: −15.9, p <5%), while Frenchspeaking respondents were also less likely to consider potentially using assisted suicide under certain circumstances
(APE: −17.5, p <0.1%). In addition, French-speaking respondents were less likely to already be or to plan to become a member of a right-to-die organisation (APE: −7.2,
p <1%) compared to German-speaking respondents.
The signs of the estimated associations of health status
with assisted suicide-related attitudes and behaviour are
different across our outcomes of interest, but the associations are generally not statistically significantly different from zero. However, having experience as a healthcare
proxy was associated with positive attitudes and behaviour
towards assisted suicide. Persons who had previous experience as a healthcare proxy were more likely to support
assisted suicide (APE: 5.5, p <1%) and more likely to already be (APE: 4.6, p <1%) or plan to become a member of
a right-to-die organisation (APE: 7.5, p <1%). Finally, people who practiced prayer were significantly less likely to
support assisted suicide (APE: −14.1, p <0.1%), to potentially use assisted suicide (APE: −17.8, p <0.1%) and to already be (APE: −4.1, p <1%) or to plan to become a member of a right-to-die organisation (APE: −15.6, p <0.1%).
Table S2 in appendix 1 summarises the complete cases
analysis.

Discussion
To the best of our knowledge, our study is the first to
assess general and personal approval of assisted suicide in
Switzerland among a nationally representative sample of
adults aged 55 and over since the Swiss government reaffirmed the status quo concerning the regulation of assisted suicide in 2011. In addition, our study offers detailed
insights into how assisted suicide attitudes and behaviour
vary according to individuals’ sociodemographic, cultural
and experiential characteristics.
Older adults generally support assisted suicide in
Switzerland
Our study shows high rates of support for assisted suicide
(81.7%) and of potential use of assisted suicide for oneself
(60.9%) among older adults in Switzerland. Several studies
based on data from the European Values Study (EVS) and
its sister studies have shown strong national variations in
euthanasia acceptance, ranging from 1.44 to 6.81 on a
ten-point scale (with ten indicating maximal acceptance)
[24, 33–36]. In a review of studies on the acceptance of
euthanasia, physician- and non-physician-assisted suicide
in different population groups (ill and healthy people),
Hendry et al. showed that two thirds of participants felt
that euthanasia or assisted suicide was acceptable [37]. Our
findings are not directly comparable with the results of
those studies for several reasons. First, the large majority of these studies asked about the practice of euthanasia
and/or physician-assisted suicide, and seldom about nonphysician-assisted suicide, which is the current practice in
Switzerland. Second, the reviewed practices were not necessarily legal in the considered study settings, which again
is in contrast to the case for our study. Third, the samples
of some of the studies included in the review involved patients with advanced medical conditions. Restricting our
comparison to the Netherlands, i.e. a country where eu-
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thanasia and physician-assisted suicide are legal, the level
of favourable attitudes towards euthanasia in specific patient groups is close to our findings for assisted suicide
in general: 85% of the general population in the Netherlands were reported to accept euthanasia requested by an
incurable cancer patient with severe pain [38]. Also similar to our findings, 63% of Dutch persons aged 64 and over
stated that they would potentially consider euthanasia for
themselves [39].
Education is associated with individuals’ attitudes towards assisted suicide
We found that favourable attitudes towards assisted suicide
were higher among respondents with higher education levels. While a majority of studies on the acceptance [24,
34–37] and potential use [39] of euthanasia or assisted suicide report a positive relationship with education level,
some studies have found no association of education with
support for euthanasia or assisted suicide attitudes [4, 40],
and some have even found negative education gradients in
support for euthanasia or assisted suicide attitudes [41, 42].
Education likely contributes to the development of personal values such as autonomy and personal freedom [43,
44], and may have an empowering effect that increases the
capacity for emancipation and self-determination. Based
on Belgian data, Chambaere et al. observed that patients
with higher education levels were more likely to withhold
or withdraw from different EOL treatments but were also
more likely to receive drugs for pain management. These
results suggest that individuals with higher education levels may be more concerned with self-determination and
control of their EOL decisions, as well as more actively
involved in their own treatment decisions [45]. Another
study showed that individuals who report preferences for
control over their EOL decisions and concerns regarding
EOL-related mental and physical impairments are more
likely to approve assisted suicide [46]. Reasons why individuals with higher education levels are more likely to
support assisted suicide may include that assisted suicide
can help them to achieve self-determination in death and to
limit potentially unwelcome overtreatment and suffering at
the end of life.
Older adults (75+) are less supportive of assisted suicide
Lower importance of autonomy and self-determination in
death for earlier generations may explain why older adults
(75+) were less likely to support assisted suicide than their
younger counterparts in our study. Individuals born before
World War II grew up in a more hierarchical, religious and
traditional societal context, where individualistic values
were less prevalent [47]. These generations may, therefore,
be less concerned about controlling their EOL decisions
than individuals from the post-World War II generation,
who were exposed to more progressive ideas in the context
of an increasingly secular society [47]. Although the literature seems to provide only mixed evidence on patterns in
the association of age with acceptance of any active ending
of life, lower levels of support for such practices among
older age groups have been observed in other cross-sectional studies, and are typically interpreted as due to cohort
effects along the lines of those described above [34, 35, 39,
47, 48]. These explanations seem to be further supported
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by a cohort analysis of individuals aged 45 to 85 who were
interviewed ten times over a 15-year period, which showed
that chronological age does not appear to be a determinant
of attitudes towards euthanasia, with non-decreasing levels
of support as people aged [49].
While attitudes towards assisted suicide show strong cohort effects in our study, assisted suicide-related behaviour
reveals age effects, with an increased likelihood of becoming a member of a right-to-die organisation with older age.
This result shows that older individuals (75+) in favour of
assisted suicide are more likely to take action and join a
right-to-die organisation than less old adults (55–64), who
may believe that they still have time to make that commitment.
Experience as a healthcare proxy increases positive assisted suicide attitudes and behaviour
In our study, previous participation in medical decisionmaking for relatives or friends was positively associated
with both favourable attitudes and behaviour towards assisted suicide. Existing evidence regarding the associations
of such experiences with views on euthanasia or assisted
suicide is rather mixed, with some studies finding positive
[37], no [50] or negative [42] associations between personal experiences with terminal illness of a relative or friend
and/or being a family caregiver on the one hand and attitudes towards euthanasia or assisted suicide on the other.
These diverging results may be attributable to heterogeneity in experiences as a healthcare proxy, including different
levels of intensity of involvement in caring for and different types of illnesses of loved ones. In addition, different
levels of closeness with the patient, differences in the quality of healthcare received and differences in the interactions with healthcare providers may explain the conflicting
findings in the literature. Respondents’ own health status,
by contrast, did not show any systematic associations with
attitudes or behaviour towards assisted suicide in our study.
A study on attitudes towards EOL decisions in the Dutch
general public also reported no association between poor
self-rated health and euthanasia acceptance [38], whereas some other studies have found a positive association of
poor self-rated health with assisted suicide acceptance [41]
and potential use of euthanasia [48].
Attitudes towards assisted suicide differ between Swiss
linguistic regions
Our results show that older adults from Italian- and
French-speaking Switzerland have more negative attitudes
towards assisted suicide compared to those from Germanspeaking Switzerland. Significant differences in EOL
healthcare utilisation [51], medical EOL practices [52] and
place of death [53] across the three linguistic regions of
Switzerland are well documented. Interestingly, these regional differences often correspond with the differences
observed between Switzerland’s neighbouring countries
(Germany, Austria, France and Italy), which display patterns comparable to those of the Swiss regions with the
same language and similar cultural characteristics. However, with regard to euthanasia acceptance, Italy (4.53), Austria (4.51) and Germany (4.69) have been found to have
comparable mean scores to Switzerland (5.05), with only France (6.75) showing a higher score, where zero indicates that euthanasia is never justified and ten that euthanaSwiss Medical Weekly · PDF of the online version · www.smw.ch
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sia is always justified [35]. In Belgium, another country
with distinct linguistic communities where different languages also partly reflect differences in culture, Cohen et
al. observed no major differences in euthanasia acceptance
between Flanders and Wallonia among the general public
[54]. These authors did, however, report important differences in attitudes towards and the practice of euthanasia
among Flemish and Walloon physicians, with cultural factors seeming to play an important role. More specifically,
compared to Flemish physicians, Walloon physicians were
more likely to declare that a physician’s duty is always to
preserve life and were less likely to agree that euthanasia can form part of good EOL care. Comparing deaths at
home or in care homes between the Flemish- and the Walloon-speaking communities, van den Block et al. found a
higher prevalence of potentially life-shortening EOL decisions and a lower prevalence of continuous deep sedation
in the Flemish-speaking community [55]. According to the
authors, similar differences can also be found in the medical cultures of Southern and Northern Europe. Comparable differences have also been observed in Switzerland,
with French-speaking physicians being more reluctant to
withhold or withdraw certain treatments from patients than
German-speaking physicians [56]. These studies highlight
differences in medical attitudes and practices regarding
EOL decisions between physicians from different linguistic regions of the same country. These regional differences
cannot be explained by structural differences, since these
regions are part of the same country, are governed by a single legal healthcare system and have common guidelines
regarding EOL practice. Therefore, they are probably cultural differences that may well reflect the attitudes of the
people living in these regions towards EOL decisions.
Religious older adults have less favourable attitudes
and behaviour towards assisted suicide
Practice of prayer was negatively associated with all five
of our outcomes measuring older adults’ approval of assisted suicide. Most studies considering the relationship between religiosity and euthanasia or assisted suicide have
found a negative association between these two characteristics [24, 34–41, 50, 57, 58]. In several religions, life is
sacred and human beings are not allowed to decide the
time of their death. As a consequence, individuals who believe and follow the teachings of such religions should be
more likely to refuse euthanasia or assisted suicide, which
is consistent with our data.
Shared characteristics between members of right-todie organisations and individuals who died by assisted
suicide
The sociodemographic characteristics that were associated
with membership of a right-to-die organisation in our study
(being female, 65+, having higher education, no children
and non-practice of prayer) also characterise the members
of EXIT A.D.M.D, one of the main right-to-die organisations in Switzerland [59]. Furthermore, individuals who
died through assisted suicide in Switzerland between 2003
and 2008 were more likely to be female, to live alone, to
have secondary or tertiary education, and to have no religious affiliation [12]. Although there is no direct link between being a member of a right-to-die organisation and
seeking assisted suicide, people who agree with the prac-
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tice of assisted suicide share similar characteristics with
people who are registered with a right-to-die organisation
or who died by assisted suicide. This consistency of associations across assisted suicide-related outcomes strongly
suggests that our measures of assisted suicide-related attitudes and behaviour do indeed map onto actual assisted suicide-related behaviours outside of the context of our
survey.
Limitations
Our study suffers from several limitations. First, although
borderline cases of assisted suicide are widely publicised
in local media, it is likely that not all individuals in
Switzerland understand the exact regulation of assisted suicide and its differences from other countries where euthanasia and/or assisted suicide is legal. Thus, our study
may not help to answer the question of whether or not the
general population is satisfied with the current legal framework (or lack thereof) for assisted suicide in Switzerland,
but rather might just show that the relatively “open” assisted suicide regulation that is currently in place is not a
barrier to wide support for the practice of assisted suicide
in Switzerland. Second, we measured attitudes and behaviour towards the practice of non-physician-assisted suicide, which is not directly comparable with the practice of
euthanasia or physician-assisted suicide, which are what
most other studies on public support for common assisted
dying practices have investigated. However, several studies do not explicitly differentiate between the different
practices of assisted suicide and/or euthanasia, as they often use a generic terminology such as “voluntary active
ending of life”. As a result, our results may provide interesting insights beyond the Swiss context, even if assisted suicide practice in Switzerland is not directly comparable to the corresponding practices in other countries.
Third, while attitudes often predict behaviour [60], the
link between attitudes and behaviour may be less strong
when asking healthy individuals to assess their likely future behaviour in the hypothetical situation of serious illness. However, some studies show that the link between attitudes and behaviour may be reliable even in the context
of hypothetical EOL planning, as individuals’ values relating to death and dying appear to be stable over time [39].
Moreover, most people who die by assisted suicide have
already made the decision to consider assisted suicide prior
to their illness [14]. Thus, we consider our results likely to
be predictive of a higher use of assisted suicide in specific
population groups under certain circumstances.

Conclusion
The principles of autonomy and self-determination are
generally highly valued by the Swiss population [61], and
this importance of autonomy and self-determination is also
reflected in the overall favourable attitudes towards assisted suicide among older adults observed in our study.
However, assisted suicide-related attitudes and behaviour
vary significantly with the individuals’ sociodemographic
and cultural characteristics, as well as with their previous
experiences. In particular, population groups which could
be considered more vulnerable to the misuse or outright
abuse of euthanasia and assisted suicide, such as individuals with low levels of education or older adults (75+),
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overall viewed the current practice of assisted suicide in
Switzerland less favourably. Fears that more vulnerable
population groups may be at greater risk of seeking assisted suicide do not, therefore, seem to be corroborated
in Switzerland. A similar pattern was observed in an epidemiological study which showed that the actual use of assisted suicide in Switzerland is higher among persons with
higher education levels, with Swiss nationality, and who
live in neighbourhoods with a higher socioeconomic index
[11]. Moreover, we found different cultural sensitivities towards assisted suicide across the three linguistic regions of
Switzerland. These are likely to reflect different attitudes
and approaches to death, which should be further investigated in future research. Finally, personal experience with
death and dying, such as making EOL decisions for a loved
one, also appears to make older adults view the practice of
assisted suicide more favourably.
While the approval of assisted suicide is generally high in
Switzerland, certain population groups appear to be more
sceptical about the practice of assisted suicide. Our data
suggest that differences in values (autonomy, self-determination), beliefs (religion) and culture may be important drivers of individuals’ views of assisted suicide, even if other
factors almost certainly also play a role. Some individuals
might be opposed to assisted suicide because of the lack of
regulation of the practice in Switzerland. Conversely, lack
of knowledge about EOL issues and the available EOL
care and planning options may lead individuals to view
assisted suicide as a relatively straightforward solution to
the complex issues and planning requirements presented
by EOL care and dying. The risk that individuals see assisted suicide as a simple solution to the more complex
challenges of EOL is real for two reasons. First, assisted suicide is widely reported in the Swiss media, whereas
information about palliative care, advance directives and
other forms of EOL planning is discussed less often. Second, there are significant knowledge gaps among the population regarding different EOL options [62, 63]. Currently,
only a small minority of individuals use assisted suicide.
However, given the trend of increasing use of assisted suicide over the last few years, it is imperative that individuals are properly informed about the full range of available EOL options to ensure that every citizen can make
informed decisions about EOL choices.
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Supplementary tables

Appendix 1

Table S1: Distribution of missing values in the sample, adults aged 55+ in Switzerland, SHARE 2015 (n = 2549).
Rate of missing values (%)
Sex

0

Age

0

Education level

1.41

Partner living in household

0.35

Having children

0.12

Self-rated health

0.08

Limitations in activities of daily living

0

Practice of prayer

6.12

Healthcare proxy experience

5.14

Urban vs rural area

1.26

Linguistic region

0

Support the legality of assisted suicide as is currently the case in Switzerland

6.36

Could consider asking for assisted suicide

6.20

Is a member or likely to become a member of a right-to-die organisation

7.38

Is a member of a right-to-die organisation

4.16

Table S2: Complete cases analysis. Average partial effects (APEs) based on logistic regressions of attitudes and behaviour towards assisted suicide by sociodemographic and
family characteristics, self-rated health status, practice of prayer, experience as a healthcare proxy and geographical location in adults aged 55+ in Switzerland, SHARE 2015.
Support the legality of assisted suicide as is the
case in Switzerland

Could consider asking
for assisted suicide

Is a member or likely to
become a member of a
right-to-die organisation

Is a member of a rightto-die organisation

Is likely to become a
member of a right-to-die
organisation†

APE (95% CI)

APE (95% CI)

APE (95% CI)

APE (95% CI)

APE (95% CI)

1.4
(−1.6,4.5)

−1.7
(−5.8,2.3)

3.7
(−0.0,7.5)

2.4**
(0.6,4.2)

2.2
(−1.6,6.0)

Sociodemographic characteristics
Women
Age groups
55–64 (ref.)

–

–

–

–

–

65–74

4.5*
(0.5,8.5)

0.3
(−4.8,5.3)

4.5
(−0.1,9.2)

2.2*
(0.1,4.4)

3.0
(−1.7,7.6)

75+

−4.1
(−9.0,0.8)

−7.4*
(−13.2,−1.5)

−3.1
(−8.4,2.3)

6.1***
(2.8,9.4)

−7.7**
(−12.8,−2.6)

Education level
Low education (ref.)

–

–

–

–

–

Medium education

6.0*
(0.5,11.6)

9.6**
(2.9,16.3)

10.1***
(4.5,15.6)

4.3***
(2.5,6.2)

6.6*
(1.0,12.1)

High education

12.5***
(6.1,18.9)

16.3***
(8.4,24.3)

16.5***
(9.2,23.7)

7.3***
(3.8,10.8)

11.3**
(4.1,18.5)

Partner living in household

0.2
(−3.9,4.3)

3.8
(−1.5,9.2)

1.8
(−3.3,7.0)

1.2
(−1.3,3.7)

0.6
(−4.4,5.7)

Having children

−1.1
(−5.7,3.5)

−2.5
(−8.3,3.4)

−4.8
(−10.7,1.1)

−6.1**
(−10.2,−1.9)

−0.5
(−6.0,5.0)

−1.6
(−5.2,2.1)

−0.9
(−5.3,3.5)

1.1
(−3.1,5.3)

0.6
(−1.7,2.9)

0.6
(−3.5,4.7)

Cultural characteristics
Urban area
Linguistic region
German-speaking (ref.)

–

–

–

–

–

French-speaking

−4.8*
(−9.4,−0.1)

−17.3***
(−22.8,−11.7)

−7.4**
(−12.3,−2.5)

−0.8
(−3.5,2.0)

−7.3**
(−11.9,−2.7)

Italian-speaking

−17.8*
(−32.0,−3.6)

−17.9*
(−31.7,−4.1)

−7.9
(−18.3,2.5)

−2.6
(−7.2,2.1)

−6.4
(−16.5,3.7)

Practice of prayer

−14.9***
(−18.0,−11.7)

−19.0***
(−23.3,−14.7)

−16.5***
(−21.3,−11.8)

−4.5***
(−7.1,−1.8)

−14.1***
(−18.8,−9.3)

Self-rated health: (very)
good/excellent

1.1
(−3.6,5.8)

3.4
(−2.5,9.2)

−1.4
(−7.0,4.2)

−1.5
(−4.4,1.5)

−0.6
(−6.1,5.0)

1+ limitations in the activities
of daily living

−1.7
(−8.7,5.3)

−0.5
(−9.4,8.4)

9.5
(−0.3,19.3)

2.8
(−2.3,7.9)

7.6
(−2.5,17.7)

Participation in making medical decisions for relative/
friend

5.1*
(1.1,9.2)

3.8
(−1.6,9.1)

6.6*
(1.5,11.8)

4.2*
(0.9,7.5)

4.0
(−1.1,9.1)

2030

2030

2030

2030

1918

Experiential characteristics

n (listwise deletion)

Average marginal effects based on logistic regression models. All probabilities are multiplied by 100. Asterisks indicate levels of significance: *** <0.1%, ** 1%, * 5%. † Only
respondents who were not members of a right-to-die organisation at the time of the survey answered this question.
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