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Summary

The preponderance of women among persons who request and receive euthanasia and assisted
suicide based on a psychiatric condition, as shown by data from the Netherlands and Belgium,
is virtually unexplored. In this Analysis, we provide a critical discussion of this gender gap and
propose it can inform a key debate point in the controversy over the practice, namely its tension
with suicide prevention.

Introduction

Euthanasia and/or medically assisted suicide when primarily based on a psychiatric disorder
(“psychiatric EAS™), is permitted in some European countries such as Belgium and the
Netherlands, but remains controversial.(1, 2) In those countries, EAS is permitted for
persons who suffer unbearably and irremediably due to a medical (including psychiatric)
condition (Box). Women account for the majority (69-77%) of persons who request and
receive euthanasia based on a psychiatric condition.(3-6) While this is one of the most
consistent finding emerging from the research on the topic, the gender gap and its meaning
have received virtually no discussion.
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In this paper, we discuss how understanding this gender gap can inform a key dispute in
the debate about psychiatric EAS, namely its tension with suicide prevention. One way to
address this tension is to argue that psychiatric EAS and suicide are different phenomena,
characterizing suicide as an impulsive act of violent self-destruction, and EAS as a planned
and well-considered act.(7) However, it is unclear whether this distinction is empirically
founded. We will examine whether and how the gender gap can inform this question in an
evidence-based manner.

In the following sections, we first critically examine current accounts of the difference
between psychiatric EAS and suicide. Next, we turn to ideation-to-action theories of
suicide, arguing that, when combined with the gender gap in psychiatric EAS, such theories
support the hypothesis that differences between psychiatric EAS and suicide are not based
on impulsivity, but rather on the notion of suicide “capability”. Finally, we outline the
implications of this finding for the practice of psychiatric EAS. We argue that the pool of
potential psychiatric EAS requestors and the associated risk for error might be higher than
previously assumed, and explain how current guidance might contribute to this risk. We
conclude by drawing some implications for public policy.

Understanding the gender gap in psychiatric EAS

Current explanations for the difference between psychiatric EAS and suicide

Current explanations for the difference between psychiatric EAS and suicide describe
different phenomena, with emphasis on the alleged different role of impulsive action

in both cases.(7, 10, 11) The American Association for Suicidology states that suicide

and EAS, including psychiatric EAS, are in general quite distinct, involving different
patient characteristics. They characterize suicide as associated with violent self-destruction,
isolation, loss of meaning, ambivalence and psychological pain. On the other hand, they
describe persons requesting EAS as, instead, engaging in a planned act of self-preservation,
experiencing intensified emotional bonds with loved ones.(7) Others have also characterized
suicide as a quasi-impulsive, violent and lonely act, to be distinguished from EAS, seen

as a carefully executed, non-violent plan in dialogue with others.(10) Some guidelines

on psychiatric EAS state that suicidal behavior “usually involves impulsive behavior”,

as opposed to the death wish in psychiatric EAS.(12) Currently, the same distinction is
proposed to explain the different gender distributions in suicide and psychiatric EAS:
suicides are violent and impulsive (hence involving more men), whereas psychiatric EAS
is planned and controlled (hence involving more women).(5)

Such contrasting portrayals of persons who die by suicide versus those who die by EAS

as fundamentally different rely on unfounded assumptions.(11) Their key reliance on
impulsivity can be challenged, as the role of impulsive action in suicide has been overstated
and only very little suicidal behavior (lethal or non-lethal) occurs without planning.(13-15)
In fact, impulsive attempts are associated with /ower psychopathology,(13) while individuals
who are at particularly high risk for suicide (i.e. those with depression, substance use, a
history of childhood sexual abuse) are less likely to engage in impulsive attempts. Impulsive
action is neither necessary nor sufficient for suicide and cannot explain the difference
between suicide and psychiatric EAS, nor its different gender distributions.
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We should therefore reexamine this empirically unsupported assumption. For this purpose,
we will consider the usefulness of ideation-to-action theories, which focus on the

suicidal process from suicidal ideation to behavior.(14-16) This framework has received
considerable clinical and research attention.(15, 17) Rather than emphasizing the role of
suicide risk factors, it focuses on the concept of suicide “capability”, which determines
the transition from suicidal ideation to (lethal and non-lethal) suicidal behavior. Within
this framework, “capability” includes practical factors (knowledge of and access to highly
lethal means) and psychological factors (fearlessness of death, pain tolerance), both of
which can be acquired over time.(14-19) In the following sections, we analyze the gender
distributions in suicide and psychiatric EAS and examine the potential role for capability
as an alternative, empirically-grounded explanation for the relation between suicide and
psychiatric EAS.

Capability, gender and suicide

The difference between the gender distribution in suicide and that in suicide attempts

is well-known and is referred to as the suicide “gender paradox™.(18, 20) The most
consistently cited explanation for this paradox is the gender difference in methods chosen:
women choose less violent and lethal methods than men.(18, 21) For example, men tend
to use methods such as hanging or fire-arms, while women often choose self-poisoning.
Research suggests that differences in capability among suicide attempters is what accounts
for why more men die by suicide than women.(15)

The choice for low lethality methods may indicate lower suicide capability, especially as it
relates to the psychological aspects, since these methods may be perceived as involving less
physical pain and be relatively less frightening.(15, 22) Furthermore, the robust finding that
women show a higher number of non-lethal attempts prior to a lethal attempt is consistent
with the claim that through repeated attempts, women gradually increase their capability and
the lethality of their attempts.(13, 16, 18, 23)

We note, however, that other authors emphasize socio-cultural beliefs and attitudes towards
suicidal behavior in explaining gender differences in suicide.(17, 24) For example, in
Western countries, non-lethal suicidal behavior is considered more socially acceptable for
women than for men, but this may be different in non-Western countries.(24) High female
suicide rates in countries like China (25) show that women’s so-called low capability for
suicide in Western countries may vary depending on the socio-cultural context.

Capability, gender and psychiatric EAS

The above capability framework suggests a natural explanation of the gender gap

in psychiatric EAS and better conforms to the known literature on suicide than an
explanation based on impulsivity. EAS is a painless and highly lethal method of death,
that is professionally and socially approved in countries where it is legal. The important
psychological components of capability involve the ability to face death and to enact
something painful to one’s own body. (16, 19) The latter barrier, for instance, is removed
when someone receives EAS, as it does not involve pain or violence.
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This finding is analogous to the well-known case in suicidology of high female suicide

rates in rural China. This is attributed to men’s and women’s equal access to readily
available, non-violent yet highly lethal pesticides, as opposed to the less toxic analgesics and
psychotropic medications commonly ingested in high-income countries.(17, 18, 25, 26) The
case of rural China shows that mortality significantly increases when persons with a strong
death wish have access to non-violent, lethal methods.

If the different gender distributions in suicide and psychiatric EAS are primarily accounted
for by differences in capability, we should expect similar gender ratios between suicide
attempters (as opposed to completers) and persons receiving psychiatric EAS. And this is
what we find. Men are 2 to 3 times as likely to die by suicide than women in most countries,
including in the Netherlands, while women are about twice as likely (2.1:1) to attempt
suicide.(3, 17, 26, 27) The women:men ratio in psychiatric EAS (2.3:1) is virtually identical
to that of suicide attempters, not completers.

This suggests that the relation between suicide and psychiatric EAS is not based the
problematic concept of impulsivity. Rather, capability is more likely to explain why some
patients resort to EAS rather than suicide. This suggests that patient profiles of people
requesting and receiving psychiatric EAS could be more similar in terms of suicidal
behavior than previously assumed.(11) Persons with a strong death wish but low capability,
who might not die if they attempt suicide, can achieve death if they use EAS instead.

Discussion

Whether psychiatric EAS conflicts with the duty to prevent suicide remains a topic of
debate. One way to address this tension is to distinguish between suicide and (psychiatric)
EAS, by characterizing suicide as an impulsive, typically violent action, and EAS as planned
and well-considered.(7) However, this distinction is not well-grounded empirically and
does little to refute the claim that psychiatric EAS is in tension with suicide prevention.
Ideation-to-action explanations of suicide, focusing on the suicidal process, suggest that the
distinction is not as straightforward as some have argued. The notion of capability that they
invoke suggests that the “gender paradox” in suicide is closely related to the gender gap in
psychiatric EAS: women resort to psychiatric EAS as a form of suicide of which they are
“capable”. And, as we have shown, the numbers are consistent with this analysis. Persons
requesting and receiving psychiatric EAS tend to be similar to those attempting suicide, a
finding corroborated by emerging data from the practice of psychiatric EAS.(3, 11, 28, 29)
In suicide terms, the use of EAS turns attempters with low capability into completers. This
raises several, so far underexplored, implications for the practice of psychiatric EAS and
public policy.

First, it suggests that the number of persons engaging in suicidal behavior, botfnon-lethal
and lethal (i.e. suicide attempters and completers) could provide an approximation of the
pool size of potential psychiatric EAS requestors. For example, in a country like Belgium
with 11 million inhabitants -and with notoriously high suicide rates- the region of Flanders
counts 3 suicides and an estimated average of 28 suicide attempts per day.(30) This amounts
to 1,095 suicides and over 10,000 suicide attempts per year — 9 attempts for every suicide.
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It is reasonable to assume that a significant proportion of these persons might consider
psychiatric EAS at some point during their suicidal process, as psychiatric EAS becomes
better known as an option. Hence, the pool of potential requestors is likely large, perhaps
more so than previously assumed.

For some, providing a more humane alternative to persons who would otherwise die by
suicide is the aim of psychiatric EAS.(31, 32) For example, psychiatrist Lieve Thienpont,
one of the three physicians acquitted in the Belgian Tine Nys court trial, stated that “We
have 3 to 4 suicides per day in Flanders, 90% of whom suffer mentally. What can we do to
shift this suicidal thought to a request for euthanasia?”.(31) However, this view does not take
into account that such a shift would not be limited to suicide completers only.

Second, a large pool of potential requestors that mostly consists of suicide attempters raises
the issue of an increased opportunity for error, i.e. the risk for avoidable deaths. The risk
for error is a known area of dispute in the debate about psychiatric EAS.(32) Scholars
disagree on whether it should count as an argument against psychiatric EAS or merely as
grounds for caution. Regardless of where one stands, the dispute has so far mainly referred
to potential errors in assessing the irremediability of the person’s psychiatric condition, their
unbearable suffering or their decision-making capacity. The findings of our analysis point
to a different #ype of risk, namely the one associated with not detecting suicidal behavior
that could respond to treatment. The question is particularly salient for subgroups with low
suicide capability and a more protracted suicide process, like women or younger adults,(17,
18) as the choice of psychiatric EAS over traditional means of suicide could result in
substantial increase in mortality. That is, the difference between expected mortality rates
through suicide versus through EAS could be highest in these subgroups and the risk for
error may, on average, come at a higher cost for each individual.

One way to address this conundrum is by establishing clear guidance for clinicians,

to identify those whose requests for psychiatric EAS stem from suicidal ideation and
behavior that could respond to treatment. Currently, guidelines are silent on whether
suicidal ideation and behavior should play a role in how “irremediability” is defined,
potentially exacerbating the risk for error. In fact, they define the criterion exclusively in
terms of treatment options for the underlying psychiatric condition.(12, 33) This may be
due to the assumption that treating a psychiatric condition will also improve associated
suicidal behavior. However, this assumption is mistaken. Treatments targeting a psychiatric
condition do not necessarily reduce suicidal thoughts or behavior.(15) Furthermore, while
established evidence-based treatments for suicidal behavior exist, including pharmacological
and psychological treatment, only about 60% of people with suicidal ideation and behavior
receive treatment.(15) This raises important questions about the extent of unmet needs
among persons at risk for suicide who request psychiatric EAS.

For example, psychological treatments such as dialectical behavior therapy for borderline
personality disorder or cognitive therapy for recent suicide attempters have proven effective.
(15, 17) However, in a recent analysis, we found that these interventions are rare among
persons receiving psychiatric EAS: cognitive therapies were reported in 14% and dialectical
behavior therapy in none of the 74 included personality-related disorder cases, while 47%
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had attempted suicide once and 36% multiple times prior to their request.(29) To reduce the
risk that a psychiatric EAS request actually stems from suicidal behavior, further discussion
is needed about the role for established suicidal behavior treatments in current guidance
defining irremediability. This also points to the need for sufficient and indepent expertise

in these evaluations going forward, as both the Netherlands and Belgium continue to face
difficulties recruiting psychiatrists willing to be actively involved in these evaluations.(31,
34, 35)

Finally, the similarities between persons at risk for suicide and those requesting psychiatric
EAS calls for further attention to population-wide suicide risk factors that may apply to
psychiatric EAS. For example, the effect of media reporting on imitation behavior is a risk
factor targeted in key population-level suicide prevention strategies.(17) While the regulation
of media reporting does not apply to (psychiatric) EAS, similar patterns of imitation could
be expected in persons who consider requesting psychiatric EAS. To assume that the same
patterns do not apply is only tenable if the clinical profiles are distinct, but not if they appear
similar. Yet patients’ perceptions and attitudes towards others’ deaths by psychiatric EAS
remains an open empirical question.

The overlap between suicide and psychiatric EAS calls for further research to better
characterize persons who request psychiatric EAS. Given that the majority of suicide
attempters are women, particular attention should be paid to women’s reasons for requesting
psychiatric EAS. This includes possible reasons for why women are more likely to express
a death wish in the first place, why some persons with a death wish request psychiatric

EAS while others do not, and why some proceed with their request once it is granted,

while others withdraw. But, if some of the reasons also include known actionable societal or
gendered risk factors for mental disorders and suicidal behavior, this raises additional issues
warranting attention in the context of psychiatric EAS and public policy.

For example, gender-based violence, affecting 35% of women worldwide, is a clear example
of a gendered environmental risk factor for mental disorders and suicidal behavior that is
common among persons requesting psychiatric EAS,(28, 29) and an important public health
issue for which prevention and management remains suboptimal.(36, 37) Other gender-
specific risk factors for common mental disorders include gender-based discrimination and
unfavorable social and economic circumstances such as low employment, income inequality,
low social rank and status, and the unequal division of domestic labor and care.(37) Hence,
the findings of this analysis raise implications for policy and research that go far beyond the
boundaries of psychiatry.

Conclusion

Despite being empirically well-established, the gender gap in psychiatric EAS has been
underexplored so far. An analysis of its meaning using the ideation-to-action suicide theories
shows that the gender gap provides key evidence that persons requesting and receiving
psychiatric EAS could be more similar to persons engaging in suicidal behavior than
previously assumed. This raises important implications for the practice of psychiatric EAS
and public policy.
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Box.

Background information on psychiatric EAS in the Netherlands and
Belgium

Legal requirementsfor EAS

According to the Dutch Termination of Life on Request and Assisted Suicide Act (2002),
the substantive requirements are that the attending physician must be satisfied that the
patient’s request is voluntary and well-considered and that the patient’s suffering is
unbearable and without prospect of improvement and must have come to the conclusion,
together with the patient, that there is no reasonable alternative in the patient’s situation.
(8, 9) The Belgian Act Concerning Euthanasia (2002) has similar albeit differently
formulated key substantive requirements: the physician must come to the conviction,
together with the patient, that the request be voluntary, that the disorder be serious and
incurable and must ascertain that the physical or mental suffering of the patient cannot be
alleviated.(2) (See below for procedural requirements and the main differences between
the two jurisdictions.)

Process and oversight systemsfor EAS

The Belgian Act requires that the physician consult a second physician —a psychiatrist in
cases of psychiatric EAS— and requires a waiting time of at least one month for all non-
terminally ill cases, including requests based on a psychiatric disorder. While the Dutch
law requires that the physician consults at least one other, independent physician, it does
not specify that this be a psychiatrist for psychiatric EAS cases. However, in these cases,
a psychiatric consultation is required by the Dutch Euthanasia Review Committees. Both
countries have established services providing such consultants: Support and Consultation
for Euthanasia in the Netherlands and Life End Information Forum (LEIF) in Belgium.
All EAS cases need to be reported to the Regional Euthanasia Review Committees

and the Federal Control and Evaluation Commission on Euthanasia, respectively in the
Netherlands and Belgium. These committees review the EAS reports to assess whether
the physician who performed EAS conformed to the legal due care criteria.(2, 9)
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