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Social consequences of 
assisted dying: a case study

Rhona Winnington, Roderick MacLeod

The End-of-Life Choice Bill has now 
passed its third reading in the New 
Zealand Parliament, which takes the 

fi nal decision on this divisive legislation into 
the public arena as the End of Life Choice 
Act (EoLCA).1 An individual’s choice to die 
should not be dismissed in terms of self-de-
termination at this point in their life; howev-
er, concerns arise when families, healthcare 
practitioners and communities experience 
social consequences of actions taken. 

The overriding discourse in countries 
where assisted dying (AD) is legal or under 
consideration concerns individual eman-
cipation from the perspective of human 
suffering.2,3 Although the use of AD legis-
lation may liberate individuals from 
perceived suffering, it is necessary to 
consider the impact embracing a new means 
of dying may have on families and the wider 
community.3 This case study interview of 
a self-identifi ed individual who had expe-
rienced AD from a family perspective (in a 
country where it is legal) exposes a range 

of issues that require further debate that go 
beyond the rights of individuals to choose 
this option to relieve suffering. This paper 
focuses on three key concepts: that AD 
will become an expectation for others to 
pursue when unwell and potentially facing 
a life-threatening illness; stigma associated 
with using AD; and the potential for AD 
legislation to produce a contagion effect. The 
participant also raised problems with the 
process of AD, but this was outside the scope 
of this paper. 

Background
The process of dying has become taboo for 

contemporary Western societies; it no longer 
naturally enters life’s discourse and has 
become feared as a form of human failure.4,5 
This anxiety over death suggests that we have 
forgotten ‘the majesty of death’, in that lives 
that have been lived well should be rejoiced 
and celebrated.6 However, in contemporary 
Western cultures, death remains invisible, 
until frail, older, disabled or unwell people 
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become a physical, social and fi nancial 
burden on their communities.3,4,7 The next 
cohort to die includes the baby-boomer 
generation. It has been suggested that this 
will change the landscape of how death 
will occur, as this generation has experi-
enced life through the lens of individualism 
and perceived freedom of choice and may 
therefore expect death to be similar.8 

Despite the prevalence of right-to-die 
narratives that support those who are 
concerned about loss of dignity and quality 
of life, medicine (in collaboration with 
law) has maintained an unwavering stance 
that the right-to-die produces a ‘slippery 
slope’ effect, whereby some patients 
may be obligated to terminate their lives 
prematurely.9–11 This can be seen in the Neth-
erlands, where one in 30 individuals died 
by euthanasia in 2012 compared with one in 
90 in 2002.3 Such changes could suggest that 
right-to-die campaigns, despite the potential 
to alleviate individual suffering, have the 
potential to turn death into a duty for those 
of frail status, perhaps pressuring some indi-
viduals into ending their lives prematurely 
to fi t with societal expectations that caring 
for our dying is burdensome and pointless.12 

Another emerging issue is that there is a 
real possibility of stigma in some cases where 
AD has been used.13 More specifi cally, some 
family members found that disclosing use 
of AD as a mechanism for death was prob-
lematic, as they feared the reactions of other 
people and feeling judged.13 However, such 
stigmatisation is not solely the domain of 
family members but is also relevant for clini-
cians, who may not discuss participation in 
AD services for fear of professional stigmati-
sation and confl ict with colleagues (although 
the latter is not discussed in this paper).14 

Despite the potential for those using AD 
legislation to be judged or stigmatised, there 
is further concern that AD may produce 
a contagion effect.13–15 Jones and Paton 
observed that unlike some studies that 
perceived AD as providing a suicide-inhib-
iting effect, their results suggested that any 
inhibitory mechanisms were counteracted 
by “equal or larger opposite effects”.16–18 

The potential for a contagion effect is 
also a concern in the New Zealand context, 
particularly if legislative boundaries slip 
thereby easing restrictions around eligibility. 

Research suggests that globally, similar 
bills have initially restricted eligibility to 
those with terminal illnesses to make AD 
more palatable, but the eligibility criteria 
subsequently became more fl exible.19 
Shariff suggested that a crucial aspect of 
such criteria is clear boundaries and limits 
that refl ect the underlying justifi cations for 
assisted dying.19 Therefore, it is important 
to maintain “robust safeguards [that do not] 
become ritualised practices of verifi cation”, 
and ensure compliance is not “reduced to 
ticking items off a checklist”.20An example of 
how quickly the contagion effect can occur 
is the 14-year-old girl (Valentina Maureira) 
from Chile who used YouTube to request 
assisted suicide, and subsequently admitted 
she got the idea after hearing about the 
assisted death of Brittany Maynard in 
Oregon in 2014.15 Therefore, the provision of 
positive role modelling of AD practices may 
normalise or even promote this means of 
death unless assisted deaths are protected 
by rigorous legislation that supports those 
involved. Such normative practices are 
evidenced in the Netherlands, where AD is 
now becoming the most prevalent mode of 
death for patients with cancer.3

Method
This study used the Yin case study 

approach to undertake a single semi-struc-
tured in-depth interview with a participant 
who self-identifi ed as having fi rst-hand expe-
rience of AD from a relative’s perspective (in 
a country where this is legal).21 

The case 
This study examined a specifi c case of 

an individual whose relative had accessed 
and used AD in a country where it is legal.21 
The death occurred 12 months before the 
interview took place. The narrative depicted 
a situation where the individual concerned 
had a chronic and progressive illness, which 
had a mental health component. He was a 
highly educated scientist who was still rela-
tively active and was able to mobilise around 
parks and reserves. Family members had 
noted some decline in his physical ability, 
but nothing unusual for the individual’s 
age (mid 70s). Some family members lived 
close to the individual while others were 
located overseas. The news of the individual 
choosing AD had not been discussed, except 
with the spouse, before the announcement 
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of a date being set for the death, giving 
immediate family (spouse and siblings) only 
two weeks to prepare for the event. The 
interview participant was married to one of 
the siblings. The family of this individual, 
except for one child, all lived in the same 
country where AD is a legal option. 

Data collection
The interview was conducted in a private 

setting to maintain confi dentiality, and 
audio-recorded with the participant’s 
consent (questions in Appendix). The audio 
recording was transcribed verbatim by the 
primary investigator (RW). All names and 
references that had potential to identify the 
participant were changed. The interview 
transcript was member-checked and agreed 
as being accurate before dissemination to 
the research team for analysis. 

Data analysis
Thematic analysis was used to interpret 

the narrative and identify trends and 
patterns emerging from the data.22 This was 
particularly pertinent given the conceptual 
nature of this study in an emerging fi eld of 
research interest.23,24 The interview tran-
script was read by RW and RM, and coded 
separately. Thereafter, coding was discussed 
among RW and RM to determine themes 
emerging from the research, with the 
triangulation between the two reviewers 
improving the study rigour.25

Ethical considerations
Ethical approval was obtained from the 

Auckland University of Technology Ethics 
Committee (AUTEC), reference number 
 19/170. Written and verbal consent was 
obtained from the participant. 

Findings
This paper discusses three key themes 

that emerged from the interview: AD 
becoming an expectation for others to 
pursue when unwell and potentially facing 
a life-threatening illness; the notion of 
stigma associated with using AD legislation; 
and the potential for such legislation to 
produce a contagion effect. 

Life value and expectation to use 
AD

In considering the burden and expecta-
tions with regard to AD legislation, there 
appeared to be a shift in terms of where the 
burden sits. Life value was questioned, with 
the notion of being burdensome transferring 

to those still living, in that AD may become 
a future expectation for them. This was 
evident when the participant said: 

“[AD] sets a precedent around suffering 
and even the value of living and life…and in 
a family that has some individuals who have 
chronic health issues…I’m thinking of what 
they’ll face years from now—they’ll have to 
make a decision about what their value is to 
society. What is that going to mean…when I 
become disabled to the point where I can’t do 
anything?…I think it means I’ll have to [use 
AD] and if it came through and they thought 
it was the right thing to do, I would do it.”

The participant had a chronic medical 
condition, and following the above 
comment, he was specifi cally asked “Do you 
feel like that’s something you would have to 
consider?” He responded, “I think it’s in my 
future, I can see it now”.

Stigma
Stigma can occur on both sides of AD 

legislation, with doctors and nurses being 
stigmatised whichever decision they make 
regarding service provision. The participant 
suggested that judgement exists even when 
the legislation is legal. He noted that despite 
a growing number of individuals using AD, 
they often fail to inform wider family and 
friend networks that they intend to use, or 
have used this legislation. For example, 

“In terms of what it means for a family…
is now…all this unspoken stuff happening. 
It’s hard…you know when they asked their 
kids [sic] not to tell their spouses. They just 
wanted him to have [appeared to have] died 
[naturally].” 

In this instance, the person’s wife and 
siblings knew but were explicitly told to 
not tell anybody else, including partners, 
because 

“…they were fearful of judgement…it might 
be legal but you know, so is marijuana now 
and there [is] plenty of society that thinks it’s 
shameful.” 

The participant went on to note that two of 
his father’s friends had used AD legislation 
in the same 12-month period. Despite having 
had a life-long close relationship with one 
particular friend, that friend did not want to 
talk to his father about AD:

“He didn’t talk to my dad much, didn’t 
wanna [sic] tell my dad what was happening 
[AD]. [He said] ‘I don’t wanna [sic] talk to 
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anybody, I don’t wanna [sic] talk to you. I 
can’t, I can’t talk to you about this [AD] right 
now, I can’t talk to you’. And hung up.”

AD as contagion
The participant hinted that there may be 

a contagion effect at play, as he had known 
three extended family members use the 
legislation over a short period of time. 

“I don’t know if I told you this but two other 
extended family members have now gone 
through this [AD].” 

He also noted that he was, 
“…worried about my dad now, because he’s 

now had two people close to him make the 
decision [to die] and he’s like, I didn’t even 
know that people make those decisions—now 
he knows…I guess I worry it’s…I don’t think 
cancer is the right word…but I worry that its 
infectious.” 

Discussion
In conducting this study, it was antic-

ipated that social consequences of AD 
legislation may be present in terms of the 
slippery-slope discourse.10,11 However, it 
was unexpected to obtain data that painted 
a distinct picture of how the slippery-slope 
effect was unfolding in a country where 
AD was legal. While the right of individuals 
to choose assisted dying in some instances 
may be appropriate, evidence from this 
study must be factored into the New Zealand 
debate before the referendum on the End of 
Life Choice Act in 2020. 

This study clearly showed how experi-
encing AD through a relative’s lens and by 
partial engagement with AD can impact 
broader family and friend networks, in a 
similar way to that observed by Gamondi.13 
This was witnessed through the identifi cation 
of the burden shifting from the physical and 
fi nancial dimensions of care, towards AD 
becoming a future expectation for extended 
family members. This potential consequence 
of AD legislation reduces our future exis-
tence to being considered only through the 
practical lens relating to the cost of care and 
reduces our life to having a dollar value, 
as opposed to AD alleviating the fear of 
indignity, pain and suffering at end-of-life. 

The results highlighted how AD remains 
contentious, irrespective of legality, which 

was demonstrated through the secrecy 
surrounding the participant’s relative’s 
death in terms of not including extended 
family members in decision-making, 
and not informing family friends of the 
cause of death.26 This family’s behaviour 
was similar to that reported by Gamondi, 
thereby offering further real-world clarifi -
cation that using AD can have a stigmatising 
effect.13 However, despite such secrecy, the 
participant expressed concern that AD may 
be ‘infectious’. This was consistent with 
Kheriaty, who observed that exposure to 
the idea of AD can lead others to seek such 
assistance, thus the effects of legislation will 
require close and transparent monitoring to 
avoid this outcome.15 

With these indicative social consequences 
comes the concern that the legalisation for 
AD in New Zealand has potential to fracture 
family and community structures, and the 
fracturing of such social networks may be 
diffi  cult to repair in the aftermath of AD. For 
example, the participant suggested that: 

“There are going to be fractured families, 
where someone is feeling like they’re a 
burden, they don’t have the support of 
their family, so their likelihood of making a 
decision…I believe [it] will be much easier 
for them to say ‘I’m alone anyhow, nobody 
cares…there are a lot of reasons to quit, a lot 
of reasons to go to sleep’.”

Such a notion was also depicted by Hendin 
and Foley, who considered lack of family 
support was a contributing factor to using 
AD.27 They described a case where ‘the 
eagerness’ of an older woman’s daughter 
and son-in-law was thought to have possibly 
infl uenced her decision to take ‘suicide pills’. 
Therefore, when considering such scenarios, 
we must also consider the potential of frac-
turing of our New Zealand communities 
and broader social settings. Even if we can 
‘fi x’ such fractures after AD is legislated 
and implemented, we may not be able to 
return them to their former status, thereby 
changing the supportive and intimate nature 
of the New Zealand social landscape. It is, 
therefore, imperative that should AD legis-
lation be supported in the forthcoming 
referendum, it is introduced safely to support 
those who wish to access it, but simultane-
ously protects our vulnerable populations. 
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Conclusion
The introduction of AD legislation into 

New Zealand culture provides a potential 
hotspot for family, community and social 
discord that may not be easily remedied. 
There remains ongoing debate with regard 
to the slippery-slope effect of this legislation 
globally. However, this case study offers 
insight into some elements associated with 
slippage in terms of family members being 
expected to die when their care becomes 
too diffi  cult or expensive. This study 
also suggests that as New Zealand moves 
forward with the EoLCA referendum in 
2020, further study is required to investigate 

whether a contagion effect of AD is possible 
(or even probable), and how as a society, we 
negotiate what will be a confl icted pathway 
potentially complicated by prejudice, 
judgement and stigma for those who actively 
seek solace from indignity and suffering. 

Although this is a singular case study, it 
exposes an individual’s experience of AD in 
a country where it is legal, and the issues 
faced at a grass roots level. It offers some 
evidence as to what occurs in the reality of 
AD legislation, and how it impacts beyond 
the immediacy of relieving individual 
suffering, and extends that suffering into 
realms that have not yet been adequately 
investigated. 

Appendix 
Interview questions/structure

The phase one case study will comprise of a loosely semi-structured interview to allow for 
free-fl owing information regarding this under-researched fi eld of interest.
1. Tell me about your story of assisted dying (this is a broad introductory question to get 

a feel for what happened)
2. Why did your family member choose assisted dying? 
3. What are your experiences of involvement with the decision-making process for your 

family member?
4. Tell me about the process that occurred when your family member actually went to 

the clinic for the assisted dying.
5. What happened after their death? 
6. How do you feel now about assisted suicide? 
7. How do you feel about the possibility of a bill supporting assisted dying being passed 

in New Zealand? (If appropriate).
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