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Objectives: Relatives of patients who died after euthanasia or physician-assisted suicide
(EAS) might need (specific) aftercare. We examined if and how physicians provide aftercare
to bereaved relatives of patients who died after EAS, and which patient-, physician- and
process characteristics are associated with providing aftercare.

Methods: A cross-sectional questionnaire study was conducted among 127 physicians
(general practitioners, clinical specialists, and elderly care physicians) in the Netherlands.
Associations were examined using multivariable logistic regression analyses.

Results: Most physicians had had at least one follow-up conversation with bereaved
relatives (77.2%). Clinical specialists less often provided aftercare compared to GPs. Also,
aftercare was more often provided when the deceased had a cohabiting partner. Topics
addressed during aftercare conversations included looking back on practical aspects of
the EAS trajectory, the emotional experience of relatives during the EAS trajectory and
relatives’ current mental wellbeing. A minority of aftercare conversations led to referral to
additional care (6.3%).

Conclusion: Aftercare conversations with a physician covering a wide-range of topics are
likely to be valuable for all bereaved relatives, and not just for “at risk” populations typically
targeted by policies and guidelines.
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INTRODUCTION

Death of a loved one is a significant life event, also if a loved one died after euthanasia or physician-
assisted suicide (EAS). Euthanasia is the intentional termination of a patient’s life at their explicit
request by a physician who administers the lethal medication, while in physician-assisted suicide the
patient self-administers the lethal medication prescribed by a physician. In the Netherlands, EAS is
allowed since 2002 if physicians adhere to the legal due care criteria, i.e., they must 1) be satisfied that
the patient’s request is voluntary and well-considered, 2) be satisfied that the patient’s suffering is
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unbearable and without prospect of improvement, 3) have
informed the patient about his situation and prognosis, 4)
have come to the conclusion, together with the patient, that
there is no reasonable alternative, 5) consult at least one other,
independent physician (e.g., a specially trained SCEN physician),
and 6) exercise EAS with due medical care and attention.
Adherence to the due care criteria is assessed by a regional
Euthanasia Review Committee after the EAS is performed [1].
In 2021, approximately 9,000 people died after EAS in the
Netherlands, accounting for 5.4% of the total deaths [2]. Most
of these people leave behind one ormore relatives that might need
aftercare to cope with the death of their loved one.

The Dutch Royal Medical Association (KNMG) describes in
their most recent position paper on EAS that aftercare for
bereaved relatives following EAS is important, and not
different for EAS than for natural death, but refrain from
explaining what such aftercare should entail [3]. Moreover,
(inter)national and local guidelines on general bereavement
care are scarce, but several researchers have tried to formulate
bereavement care principles and standards. Such standards, for
example, suggest that bereavement care should be provided
according to need and with extra care for those “at risk.” It
should include information about grief experiences and available
bereavement services [4, 5]. While many guidelines and studies
focus on grief, previous research in the ICU and in palliative care
units showed that many relatives wish to discuss more practical
aspects of the end-of-life trajectory, rather than mental wellbeing
[6, 7]. We have therefore decided to focus on the broader concept
of aftercare, which also addresses more general support.
Bereavement care may then be seen as an aspect of aftercare,
that centers on (complicated) grief.

Regarding EAS, previous research shows that bereaved
relatives of people who died after EAS report similar or lower
levels of grief compared to relatives who experienced a natural
loss [8–11]. However, it is likely that relatives may have specific
questions about the performed EAS, as the KNMG also
acknowledges [3]. It is not uncommon that complexities arise
during the EAS trajectory such as, lack of relatives’ support for the
patient’s EAS request, sudden acceleration of the EAS trajectory
due to rapid deterioration of the patient’s health, and moving a
patient to another place to perform EAS [12]. Therefore, bereaved
relatives may need an aftercare conversation with the physician
about the performed EAS to discuss these complexities and assess
the need for further aftercare. According to the Dutch law,
physicians are responsible for the entire EAS trajectory (e.g.,
nurses have no formal role) and they may thus be the most
suitable healthcare professionals to provide this aftercare.

A mortality follow-back survey of patients who died non-
suddenly in several European countries showed that the number
of cases in which general practitioners (GPs) contact relatives of
patients with regard to bereavement counselling, varies between
64% (Belgium) and 93% (Netherlands) [13]. Little research has
been conducted on physicians providing aftercare for bereaved
relatives following EAS. A recent interview study by Boven et al.
described that most physicians in Belgium give their contact
details to relatives right before or after EAS, so that relatives can
contact them if needed [14]. They rarely initiate post-loss contact

themselves. If relatives do not contact them they consider this as a
confirmation that the EAS trajectory went well [14]. However,
people that are at risk for developing grief-related disorder are less
likely to seek support themselves [15]. Also, a review of studies in
the palliative care setting demonstrated that while bereavement
care is integral to palliative care according to theWHO definition,
it is under-researched and typically insufficiently resourced nor
systematically implemented [4].

To the best of our knowledge, it is unknown to what extent and
in which cases aftercare is provided by physicians for bereaved
relatives following EAS and what such aftercare entails exactly.
Therefore, we examined how many physicians provide aftercare
to bereaved relatives of patients who died after EAS, what this
aftercare entails and which patient-, physician- and process
characteristics are associated with providing aftercare.

METHODS

Design and Population
As part of the fourth evaluation of the Dutch euthanasia act [2],
we conducted a retrospective cross-sectional questionnaire study
among physicians in the Netherlands. In total, 1,100 GPs,
1,000 clinical specialists (cardiologists, pulmonologists,
internists, neurologists, surgeons and intensive care physicians,
all working in the hospital) and 400 elderly care physicians were
invited to participate. In the Netherlands, elderly care physicians
primarily work in nursing homes and are the first point of contact
for medical concerns in this setting. GPs, the selected clinical
specialists and elderly care physicians are involved in the great
majority of deaths in the Netherlands (estimation: 95%). The
sample was drawn taking into account the extent to which
physicians in different specialties deal with deaths and medical
end-of-life decisions. Eligible participants were physicians who
had worked in adult patient care in the Netherlands in
the past year.

Data Collection
Data were collected between April and September 2022. Eligible
physicians received a written invitation with information about
the questionnaire study, a personal log-in code and a link to the
online questionnaire. If the physicians logged-in they were asked
to consent to participate. If they consented they were given access
to a separate website with the questionnaire. This ensured
anonymity without precluding the possibility of sending two
reminders to non-responders. The last reminder included an
abbreviated 2-page questionnaire on paper, which did not include
the questions that are of interest for the current study. Addresses
were obtained from a national database of registered
physicians (IQVIA).

Measurements
The questionnaire used in this study was largely the same as the
questionnaire used in the previous three evaluations of the
euthanasia act [16–18] (Supplementary Material S1). The
questionnaire included questions about the following subjects:
a) physician’s characteristics (demographic and professional
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characteristics), b) experience with EAS requests and their
performance, c) characteristics of the most recent explicit EAS
request in the past 5 years and d) physician’s opinion on several
statements. Part c included different versions, namely, about an
EAS request of a person with 1) dementia; 2) an accumulation of
health problems related to old age; and 3) another condition.
Based on their experience with these particular conditions,
physicians were directed to one of the cases and only
completed the case to which they were directed. Physicians
were only directed to the case of a patient with another
condition if they did not have experience with a patient with
dementia or an accumulation of health problems related to old
age in the past 5 years (Supplementary Material S2).

In this study, the focus is on part c of the questionnaire,
particularly on aftercare for bereaved relatives. The questions
about aftercare were not included in previous evaluations of the
euthanasia act. Three questions related to physicians’ experiences
with aftercare for bereaved relatives of patients who died after
EAS were included: 1) did you have an aftercare conversation
about the euthanasia or physician-assisted suicide with the
relatives (yes, once/yes, multiple times/no); 2) If yes, what was
discussed in this aftercare conversation(s) (open-ended
question); 3) If yes, did this lead to referral to additional care?
(yes, namely; no).

This study also made use of the questions regarding the
patient, physician and process characteristics, including
patient’s age (in years), main diagnosis (cancer/dementia/
accumulation of health problems related to old age/other),
level of dependency (independent/limited care dependent/care
dependent), life expectancy (<1 month, 1–5 months,
6–12 months, >12 months), physician’s medical specialty (GP/
clinical specialist/elderly care physician), physician’s gender
(male/female/other), physician’s age (in years), physician’s
religion (yes/no), physician’s work experience (in years),
opinion of relatives about EAS request (neutral/supportive/not
supportive), duration of EAS decision-making process
(<1 month/1–3 months/>3 months), performed euthanasia or
physician-assisted suicide (euthanasia/physician-assisted
suicide), complications in EAS (yes/no).

Data Analysis
Statistical analyses were performed with SPSS IBM 28.
Descriptive statistics were used to summarize background
characteristics of the physicians. The two categorical items on
aftercare for bereaved relatives were also summarized using
descriptive statistics. In addition, the open-ended question on
topics discussed in the aftercare conversations were categorized
and analyzed with descriptive statistics. In the results we show
examples of answers physicians wrote down in the text entry field.
Finally, univariable and multivariable logistic regression analyses
were performed to explore which variables are associated with
having had an aftercare conversation with bereaved relatives.
Independent variables tested for associations were patient’s age,
main diagnosis, level of dependency, life expectancy, physician’s
specialty, physician’s gender, physician’s age, physician’s religion,
physician’s work experience, opinion of relatives about EAS
request, duration of EAS decision-making process, performed

euthanasia or physician-assisted suicide, complications in EAS.
All variables with a p-value of less than 0.10 in univariable logistic
regression analyses were included in the multivariable logistic
regression analysis, where a p-value <0.05 was considered
statistically significant.

RESULTS

Of the 2,500 physicians invited, 245 did not meet the inclusion
criteria [e.g., not working at the address (anymore) (n = 137), not
worked in adult patient care in past year (n = 83), other (n = 25)].
Of the 2,255 eligible physicians, 746 responded (33%). Of the
non-responders (n = 1,509), 39 provided a reason for non-
response, with lack of time (n = 28) being the most reported
reason. Of the 746 physicians who completed the questionnaire,
476 completed the extensive online questionnaire. A total of
258 physicians had received an explicit request for EAS in the past
5 years and filled in questions about their most recent case, of
whom 131 granted the request and performed euthanasia. Only
data from physicians who indicated that there were relatives
involved in the EAS trajectory and had data on aftercare were
included in the analyses (n = 127).

The physicians’ background characteristics are shown in
Table 1. Of the physicians (n = 127), 71.4% were general
practitioner, 10.3% clinical specialist, and 18.3% elderly care
physician. Furthermore 51.2% were male, 27.6% were
religious, 8.7% were palliative care consultants and/or
members of a palliative care team and 7.9% were SCEN

TABLE 1 | Background characteristics of physicians from the questionnaire (n =
127) (Fourth evaluation of the Dutch euthanasia act, Netherlands, 2022).

Total N (%)

Demographics
Gender
Male 65 (51.2%)
Female 61 (48.0%)
Other 1 (0.8%)

Age (years)
Median (IQR) 52.0 (15.0)

Religious beliefa

Yes 35 (27.6%)

Professionals Characteristics
Medical specialty
General practitioner 90 (71.4%)
Clinical specialist 13 (10.3%)
Elderly care physician 23 (18.3%)

Years of working experience
Median (IQR) 22.0 (16.0)

Consultant palliative care/member palliative care team
Yes 11 (8.7%)

SCEN physicianb

Yes 10 (7.9%)

Missing values: age 1, medical specialty 1, years of working experience 1, consultant
palliative care/member of palliative care team 1, SCEN physician 1.
aAccording to the respondent, Christian religion in 96.9% of the cases.
bA SCEN physician is a trained physician from whom other physicians can obtain
information and advice about EAS, or request a formal consultation (one of the criteria for
due care).
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physicians. Furthermore, physicians had a median age of 52 years
and a median amount of work experience of 22 years.

Frequency of Aftercare
The majority of physicians had had one (52.8%) or more (24.4%)
aftercare conversation(s) with bereaved relatives of patients who
died after EAS, while 22.8% did not have any aftercare
conversation (Table 2). Among cases where the physician did
have at least one aftercare conversation (n = 96), six relative(s)
were referred to additional care. This involved referral of
bereaved relative(s) to a psychological or spiritual caregiver to
address emotional distress (including grief) and assist in coping
with the loss of their loved one.

Topics Aftercare Conversations
According to the physicians there were three main topics that
were discussed in aftercare conversations: looking back on the
practical aspects of the EAS trajectory (62.2%), the emotional
experience of relatives during the EAS trajectory (50.0%), and
the mental wellbeing of relatives following the EAS (23.2%)
(Table 2). In most cases multiple topics were discussed in an
aftercare conversation. Looking back on practical aspects of
the EAS trajectory included both the period running up to the
performance of EAS, the decision-making process as well as
the performance of the EAS itself, as one physician
wrote down:

“The course of action during euthanasia and the
legitimacy of the request.”

This also sometimes included an evaluative component on
how relatives, more practically, had experienced this trajectory,
e.g., were they satisfied with how it went.

The emotional experience included how relatives emotionally
experienced the EAS trajectory, e.g., the actual performance
of the EAS:

“Specifically, how the bereaved relatives had experienced
the death of their loved one (and the manner in which
they died). In this case, the experience was such for the
bereaved relatives that they indicated that they would
also want to die in this way in a similar situation.”

Also, a few physicians wrote down that they themselves shared
how they experienced the EAS.

Discussing the mental wellbeing of the bereaved relatives
included discussing how the relatives were currently doing and
how their grieving process went. Also some physicians wrote
down that they had explored whether additional support
was needed.

“How the loved one experienced it, if she has any things
she wants to discuss, if she has any questions, if she needs
any help/support.”

“[How to] live without a partner after euthanasia.”

Only two physicians wrote down the word “grief” in their
response, while several other physicians used other words
referring to grief (e.g., coping with the loss).

Finally, 11.0% of the physicians wrote down a number of other
topics they discussed in aftercare conversations including:
bereaved relatives expressing gratitude, reviewing the life of
the patient, discussing issues that relatives experienced with
the funeral director, and saying goodbye to each other after an
intense period.

Associations Between Aftercare
Conversations and Patient-, Physician- and
Process-Characteristics
Table 3 shows associations between patient-, physician- and
process characteristics and having had a following up
conversation (Table 3). The likelihood that physicians had an
aftercare conversation with bereaved relatives was lower in cases
of a patient without a (cohabiting) partner compared to patients
with a cohabiting partner (OR 0.04–0.09) and for clinical
specialists compared to general practitioners (OR 0.15). No
other characteristics were significantly associated with having
had an aftercare conversation.

DISCUSSION

Providing aftercare to bereaved relatives of patients who died
after EAS appears to be common practice among physicians in
the Netherlands. Most physicians had at least one aftercare
conversation with bereaved relatives, with GPs more
frequently engaging in these conversations than clinical
specialists. In addition, physicians were more likely to have an
aftercare conversation with cohabiting partners of the patient
than with other relatives. In these conversations physicians
together with bereaved relatives looked back on the practical
aspects of the EAS trajectory, discussed the emotional experience

TABLE 2 | Number of physicians who provided aftercare to bereaved relatives of
patients who received euthanasia or physician-assisted suicide (N = 127)
(Fourth evaluation of the Dutch euthanasia act, Netherlands, 2022).

N (%)

Aftercare conversation with relatives
Yes, once 67 (52.8)
Yes, multiple times 31 (24.4)
No 29 (22.8)

Among physicians who had at least one aftercare conversation N = 98

Topics of aftercare conversationsa

Looking back on practical aspects of the EAS trajectory 51 (62.2)
Emotional experience of relatives during the EAS trajectory 41 (50.0)
Mental wellbeing of relatives following the EAS 19 (23.2)
Other 9 (11.0)

Aftercare conversation led to referral to additional care
Yes 6 (6.3)
No 90 (93.8)

aOpen-ended question, of which the answers were categorized into four main categories
(multiple answers possible).
Missings: topics 16, referral to additional care 2.
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TABLE 3 | Associations between having had an aftercare conversation and patient, physician, and process characteristics (n = 127) (Fourth evaluation of the Dutch
euthanasia act, Netherlands, 2022).

Aftercare conversation with relatives (yes) (%) Univariable OR (95% CI) Multivariable OR (95% CI)

Patient characteristics
Age
<65 years (n = 17) 70.6 1.00
65–79 years (n = 40) 77.5 1.44 (0.40–5.16)
≥80 years (n = 65) 78.5 1.52 (0.46–5.04)

Gender
Male (n = 47) 76.6 1.00
Female (n = 77) 77.6 1.00 (0.43–2.36)

Partner
Yes, cohabiting (n = 41) 95.1 1.00 1.00
Yes, not cohabiting (n = 8) 50.0 0.05 (0.01–0.37) 0.04 (0.01–0.38)
No, widow(er) (n = 63) 71.4 0.13 (0.03–0.59) 0.09 (0.02–0.48)
No, other (n = 13) 61.5 0.08 (0.01–0.50) 0.07 (0.01–0.48)

Diagnosis
Cancer (n = 32) 81.3 1.00
Dementia (n = 15) 86.7 1.50 (0.27–8.49)
Accumulation of health problems related to old age (n = 52) 76.9 0.77 (0.26–2.31)
Other diagnosis (n = 27) 66.7 0.46 (0.14–1.53)

Level of dependency
Independent (n = 27) 74.1 1.00
Limited care dependent (n = 30) 76.7 1.15 (0.34–3.85)
Care dependent (n = 69) 78.3 1.26 (0.45–3.54)

Life expectancy
<1 month (n = 31) 80.6 1.00
1–5 months (n = 26) 69.2 0.54 (0.16–1.83)
6–12 months (n = 24) 83.3 1.20 (0.30–4.84)
>12 months (n = 45) 75.6 0.74 (0.24–2.28)

Physician characteristics
Medical specialty
General practitioner (n = 90) 82.2 1.00 1.00
Clinical specialist (n = 13) 53.8 0.25 (0.08–0.85) 0.15 (0.03–0.70)
Elderly care physician (n = 23) 69.6 0.49 (0.18–1.40) 0.90 (0.29–2.81)

Gendera

Male (n = 65) 76.9 1.00
Female (n = 61) 77.0 1.01 (0.44–2.31)

Age
≤40 years (n = 24) 83.3 1.00
41–50 years (n = 31) 67.7 0.42 (0.11–1.56)
51–60 years (n = 44) 81.8 0.90 (0.24–3.37)
>60 years (n = 27) 74.1 0.57 (0.14–2.26)

Religious
No (n = 92) 77.2 1.00
Yes (n = 35) 77.1 1.00 (0.40–2.53)

Work experience
≤10 years (n = 14) 85.7 1.00
11–20 years (n = 42) 71.4 0.42 (0.08–2.15)
21–30 years (n = 46) 84.8 0.93 (0.17–5.08)
>30 years (n = 25) 68.0 0.35 (0.06–1.97)

Process characteristics
Opinion of relatives about EAS request
Neutral (n = 6) 50.0 1.00
Supportive (n = 119) 78.2 3.58 (0.68–18.78)
Not supportive (n = 2) 100.0 b

Duration of EAS decision-making process
<1 month (n = 74) 78.4 1.00
1–3 months (n = 41) 73.2 0.75 (0.31–1.82)
>3 months (n = 11) 81.8 1.24 (0.24–6.33)

Euthanasia or physician assisted suicide
Euthanasia (n = 124) 77.4 1.00
Physician-assisted suicide (n = 3) 66.7 0.58 (0.05–6.67)

Complications
Yes (n = 6) 83.3 1.00
No (n = 121) 76.9 0.66 (0.07–5.93)

Missing values: age patient 5, gender patient 3, partner 2, diagnosis 1, level of dependency 1, life expectancy 1, medical specialty 1, age physician 1, duration of EAS decision-making
process 1.
Bold odds ratios in univariable regression indicates a p-value of < 0.10, in multivariable regression it indicates a p-value of < 0.05.
aThere was one physician who indicated to have gender “other.” This is treated as a missing value in this analysis due to problems with statistical power.
bNot included in analyses because all cases in which relatives were not supportive of the EAS request had had an aftercare conversation.
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of relatives during the EAS trajectory and the mental wellbeing of
relatives afterwards. Since no other case-specific characteristics were
found to be associated with the provision of aftercare, it seems that
whether bereaved relatives receive aftercare does not depend much
on specific characteristics of the EAS trajectory. While aftercare
conversations are common after EAS, they rarely lead to referrals for
additional care, such as to spiritual caregivers or psychologists.

Aftercare Provision Related to the Patient’s
Partner Status and the Physician’s
Medical Specialty
In cases of patients without a (cohabiting) partner it was less likely
that the physician had had an aftercare conversation. An
explanation may be that physicians may assume that partners
are most affected by a loss and hence more inclined to have an
aftercare conversation. Additionally, cohabiting partners may be
more likely to accompany each other to doctor’s appointments.
This increases the likelihood that physicians have already
interacted with them, thereby reducing the barrier for
initiating an aftercare conversation.

Furthermore, GPs were more likely to have an aftercare
conversation compared to clinical specialists (82.2% vs 53.8%).
The share of GPs that had aftercare conversations in our study is
comparable to previous non-EAS research. Penders et al. showed
that 93% of GPs engaged in aftercare conversations after non-
sudden deaths in general. However, it must be noted that they also
included plans for a follow-up conversation, possibly explaining
the slightly higher prevalence of follow-up conversations [13].
Differences between GPs and clinical specialists regarding
aftercare can be explained in various ways. Compared to clinical
specialists, it is more likely that GPs treat multiple members from
the same family, or have done so in the past, and therefore already
know the bereaved relatives. This possible pre-existing relationship
between the GP and the bereaved relative is likely to reduce the
threshold for initiating an aftercare conversation [19].

In contrast, clinical specialists typically do not have a treatment
relationship with relatives of a patient. It could be that clinical
specialists therefore presume that aftercare for bereaved relatives is
not their responsibility and that bereaved relatives will visit their GP in
case of psychological problems, such as complicated grief. However,
our findings suggest that aftercare conversations most often concern
reviewing the EAS trajectory, whichmay bemost appropriate with the
physician who performed the EAS (e.g., clinical specialist). Two
studies among bereaved relatives of ICU patients showed that they
preferred to have an aftercare conversation with someone who had
been closely involved with the case [7, 20]. In the case of EAS, this is
most likely the physician who performed the EAS. It is therefore
important that clinical specialists are also aware of the possible needs
of bereaved relatives for an aftercare conversation after EAS.

Apart from the provision of aftercare being related to partner
status and the type of physician involved, no other characteristics
were associated. This shows that little selection is made in who is
offered an initial aftercare conversation, which seems to be
desirable. In contrast, additional aftercare, such as referral to a
psychologist, may be specifically targeted for bereaved relatives
who need this extra support [5].

Although most physicians provide aftercare, in approximately
one in four EAS cases no aftercare is provided. The reasons for
this are unknown. Bereaved relatives may not want or need
aftercare [20], but there may also be barriers that hamper the
provision of aftercare, e.g., administrative issues, work pressure or
lack of education about bereavement (care) [19, 21]. It would be
valuable to get insight into the reasons for not providing aftercare
following EAS to overcome potential barriers and make aftercare
after EAS accessible for everyone.

Aftercare After EAS Should Not Only Focus
on Grief
In contrast to the literature and guidelines on aftercare (practices)
that frequently emphasize grief (e.g., [22–24]), physicians in our
study indicated that aftercare conversations after EAS encompass
a wide range of topics, with grief being just one of the topics. The
predominant topics discussed by these physicians involve the
practical aspects of the EAS trajectory and the emotional
experiences during this trajectory. Assuming that the content
of these conversations reflect the preferences of bereaved
relatives, it suggests that relatives may not solely desire to
address grief during aftercare. Future research into the
preferences and needs of bereaved relatives regarding the
provision of bereavement care by the deceased’s person GP
would be very insightful. Although discussing mental
wellbeing and in particular grief may not be one of the top
priority preferences of relatives, physicians should not omit
discussing this topic in aftercare conversations as it is known
that individuals risk developing grief disorders and these people
are less likely to seek support themselves [15]. The fact that
physicians seem to rarely discuss grief in aftercare conversations
following EAS may be (partially) due to their lack of formal
education in grief and bereavement [24]. Training in aftercare
and bereavement support could be highly valuable for physicians,
who also indicated a need for such training themselves [25].

Previously, a tiered public health model for bereavement care has
been proposed, recommending that individuals who are considered
low risk for poor bereavement outcomes receive support from
relatives instead of professionals [5, 23]. However, if bereaved
individuals feel a need to discuss the practical aspects of the EAS
trajectory, an initial aftercare conversation with a professional may
need to extend beyond bereaved relatives at high risk of poor
bereavement outcomes to encompass a broader group of
relatives. This more low threshold type of contact with all
relatives, as also recommended in the Dutch guideline Grief in
the palliative phase [26], can serve as a gateway to identifying
relatives at risk of developing psychological problems, such as
prolonged grief disorder, who may need more specialized support.

While this study is based on the perspective of physicians, the
needs and preferences of relatives’ regarding aftercare following
EAS should also be explored in future research. In other end-of-life
care practices bereaved relatives have indicated a need for looking
back on the dying process and the trajectory leading up to the
death. For instance, Milberg et al. (2008) found that bereaved
relatives wanted to review what happened during the palliative
phase in the palliative care unit [6]. Another recent study among
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bereaved relatives of ICU patients showed that the primary reasons
for wanting an aftercare conversation were related to practical
aspects of the ICU admission and a wish to exchange experiences
with the physician involved in the trajectory leading up to the death
of a patient, rather than to mental wellbeing [7]. Physicians should
therefore be attentive to these aspects of aftercare, which already
seems to be the case considering the topics of aftercare
conversations reported by physicians in our study.

Strengths and Limitations
This study has some strengths and limitations. As no quantitative
data are currently available about aftercare after EAS this study does
provide valuable insights into the current practices. Moreover, with
an increasing number of countries legalizing EAS, these findings also
have international relevance. It would be valuable to also gain more
insight into why approximately a quarter of GPs did not provide
aftercare to relatives of their patients. This can highlight certain
barriers that may exist for the provision of aftercare.

The sample of physicians in this study is relatively small,
possibly resulting in limited power in the analyses. In addition,
since the data about the topics of the aftercare conversation were
derived from a questionnaire and not from an interview, we could
not ask physicians for further clarification. We recommend to
conduct a qualitative interview study to gain a deeper
understanding of aftercare after EAS (e.g., to whom is it
provided, when is it provided, why it is provided), which also
includes the perspectives of bereaved relatives.

Conclusion
Most physicians have at least one aftercare conversation with bereaved
relatives after EAS, and in a few cases this leads to referral to additional
care. The aftercare conversations cover amongst others practical
aspects of the EAS trajectory, emotional experiences during the
EAS trajectory, and mental wellbeing after death. Such aftercare
conversations with a physician are likely to be valuable for all
bereaved relatives, and not just for “at risk” populations typically
targeted by policies and guidelines. Conversations about the performed
EAS and relatives’wellbeing can be low threshold, and therefore likely
feasible not only for GPs but also for other physicians. To improve the
quality of aftercare, future research should explore the experiences and
needs of bereaved relatives regarding aftercare following EAS.

DATA AVAILABILITY STATEMENT

The dataset used and/or analyzed during the current study is
available from the corresponding author upon reasonable request.

ETHICS STATEMENT

The requirement of ethical approval was waived by The Medical
Ethics Review Committee NedMec of the University Medical
Center Utrecht registration number 22/505, because according to
the Dutch law no formal review was needed. The studies were
conducted in accordance with the local legislation and
institutional requirements. The participants provided their
written informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

BO-P, AvdH, andHP conceptualized the study, raised funding and
established the development of the study protocol. SR collected and
analyzed the data, assisted by BO-P and HP. Data were interpreted
by SR, BO-P, AvdH, and HP. SR drafted the article, which was
critically revised by all authors. All authors contributed to the
article and approved the submitted version.

FUNDING

The authors declare that financial support was received for the
research, authorship, and/or publication of this article. This work
was supported by a grant from The Netherlands Organisation for
Health Research and Development (ZonMw): 34008007. ZonMw
had no role in the design of this study, the execution, analysis,
interpretation of data or publication of results.

CONFLICT OF INTEREST

The authors declare that they do not have any conflicts of interest.

ACKNOWLEDGMENTS

The authors would like to thank all physicians for participating in
our study and for sharing their experiences and opinions.

SUPPLEMENTARY MATERIAL

The SupplementaryMaterial for this article can be found online at:
https://www.ssph-journal.org/articles/10.3389/ijph.2024.1607346/
full#supplementary-material

REFERENCES

1. Parliamentary. Termination of Life on Request and Assisted Suicide (Review
Procedures) Act (2001). p. 194.

2. van der Heide A, Legemaate J, Onwuteaka-Philipsen B, Bosma F, van Delden
H, Mevis P, et al. Vierde evaluatie Wet toetsing levensbeëindiging op verzoek en
hulp bij zelfdoding [Fourth Evaluation of the Termination of Life on Request
and Assisted Suicide Act]. Den Haag: ZonMw (2023).

3. Koninklijke Nederlandse Maatschappij tot bevordering der
Geneeskunst [Duth Royal Medical Association]. KNMG Standpunt
Beslissingen Rond Het Levenseinde [KNMG Position Paper End of Life
Decisions] (2021).

4. Hudson P, Hall C, Boughey A, Roulston A. Bereavement Support Standards
and Bereavement Care Pathway for Quality Palliative Care. Palliat Support
Care (2018) 16(4):375–87. doi:10.1017/S1478951517000451

5. Keegan O, Murphy I, Benkel I, Limonero JT, Relf M, Guldin M-B. Using the
Delphi Technique to Achieve Consensus on Bereavement Care in Palliative

Int J Public Health | Owned by SSPH+ | Published by Frontiers July 2024 | Volume 69 | Article 16073467

Renckens et al. Aftercare for Relatives Following Euthanasia

https://www.ssph-journal.org/articles/10.3389/ijph.2024.1607346/full#supplementary-material
https://www.ssph-journal.org/articles/10.3389/ijph.2024.1607346/full#supplementary-material
https://doi.org/10.1017/S1478951517000451


Care in Europe: An EAPC White Paper. Palliat Med (2021) 35(10):1908–22.
doi:10.1177/02692163211043000

6. Milberg A, Olsson E-C, Jakobsson M, Olsson M, Friedrichsen M. Family
Members’ Perceived Needs for Bereavement Follow-Up. J Pain Symptom
Manage (2008) 35(1):58–69. doi:10.1016/j.jpainsymman.2007.02.039

7. Renckens SC, Onwuteaka-Philipsen BD, Jorna Z, Klop HT, du Perron C, van
Zuylen L, et al. Experiences With and Needs for Aftercare Following the Death
of a Loved One in the ICU: A Mixed-Methods Study Among Bereaved
Relatives. BMC Palliat Care (2024) 23(1):65. doi:10.1186/s12904-024-
01396-5

8. Andriessen K, Krysinska K, Castelli Dransart DA, Dargis L, Mishara BL. Grief
After Euthanasia and Physician-Assisted Suicide. Crisis (2020) 41(4):255–72.
doi:10.1027/0227-5910/a000630

9. Ganzini L, Goy ER, Dobscha SK, Prigerson H. Mental Health Outcomes of
Family Members of Oregonians Who Request Physician Aid in Dying. J Pain
Symptom Manage (2009) 38(6):807–15. doi:10.1016/j.jpainsymman.2009.
04.026

10. Swarte NB, van der Lee ML, van der Bom JG, van den Bout J, Heintz AP.
Effects of Euthanasia on the Bereaved Family and Friends: A Cross Sectional
Study. Bmj (2003) 327(7408):189. doi:10.1136/bmj.327.7408.189

11. Laperle P, Achille M, Ummel D. To Lose a Loved One byMedical Assistance in
Dying or by Natural Death With Palliative Care: A Mixed Methods
Comparison of Grief Experiences. OMEGA - J Death Dying (2022):
003022282210851. doi:10.1177/00302228221085191

12. Snijdewind MC, van Tol DG, Onwuteaka-Philipsen BD, Willems DL.
Complexities in Euthanasia or Physician-Assisted Suicide as Perceived by
Dutch Physicians and Patients’ Relatives. J Pain Symptom Manage (2014)
48(6):1125–34. doi:10.1016/j.jpainsymman.2014.04.016

13. Penders YWH, Onwuteaka-Philipsen B, Moreels S, Donker GA, Miccinesi G,
Alonso TV, et al. Differences in Primary Palliative Care Between People With
Organ Failure and People with Cancer: An International Mortality Follow-
Back Study Using Quality Indicators. Palliat Med (2018) 32(9):1498–508.
doi:10.1177/0269216318790386

14. Boven C, Van Humbeeck L, Van den Block L, Piers R, Van Den Noortgate N,
Dillen L. Bereavement Care and the Interaction with Relatives in the Context
of Euthanasia: A Qualitative Study With Healthcare Providers. Int J Nurs Stud
(2023) 140:104450. doi:10.1016/j.ijnurstu.2023.104450

15. LichtenthalWG, NilssonM, Kissane DW, BreitbartW, Kacel E, Jones EC, et al.
Underutilization of Mental Health Services Among Bereaved Caregivers With
Prolonged Grief Disorder. Psychiatr Serv (2011) 62(10):1225–9. doi:10.1176/
ps.62.10.pss6210_1225

16. Onwuteaka-Philipsen B, van der Heide A, Legemaate J, van Delden H, Evenblij
K, El Hammoud I, et al. Derde evaluatie Wet toetsing levensbeëindiging op

verzoek en hulp bij zelfdoding [Third Evaluation of the Termination of Life on
Request and Assisted Suicide Act]. Den Haag: ZonMw (2017).

17. van der Heide A, Legemaate J, Onwuteaka-Philipsen B, Bolt B, Bolt I, van
Delden H, et al. Tweede evaluatie Wet toetsing levensbeëindiging op verzoek en
hulp bij zelfdoding [Second Evaluation of the Termination of Life on Request
and Assisted Suicide Act]. Den Haag: ZonMw (2012).

18. Onwuteaka-Philipsen BD, Gevers JKM, van der Heide A, van Delden JJM,
Pasman HRW, Rietjes JAC, et al. Evaluatie Wet toetsing levensbeëindiging op
verzoek en hulp bij zelfdoding [Evaluation of the Termination of Life on Request
and Assisted Suicide Act]. Den Haag: ZonMw (2007).

19. Boven C, Dillen L, Van den Block L, Piers R, Van Den Noortgate N, Van
Humbeeck L. In-Hospital Bereavement Services as an Act of Care and a
Challenge: An Integrative Review. J Pain Symptom Manage (2022) 63(3):
e295–e316. doi:10.1016/j.jpainsymman.2021.10.008

20. Erikson A, Puntillo K, McAdam J. Family Members’ Opinions About
Bereavement Care After Cardiac Intensive Care Unit Patients’ Deaths. Nurs
Crit Care (2019) 24(4):209–21. doi:10.1111/nicc.12439

21. Stephen AI, Wilcock SE, Wimpenny P. Bereavement Care for Older People in
Healthcare Settings: Qualitative Study of Experiences. Int J Old People Nurs
(2013) 8(4):279–89. doi:10.1111/j.1748-3743.2012.00319.x

22. Waller A, Turon H, Mansfield E, Clark K, Hobden B, Sanson-Fisher R.
Assisting the Bereaved: A Systematic Review of the Evidence for Grief
Counselling. Palliat Med (2015) 30(2):132–48. doi:10.1177/0269216315588728

23. Aoun SM, Breen LJ, O’Connor M, Rumbold B, Nordstrom C. A Public Health
Approach to Bereavement Support Services in Palliative Care. Aust
New Zealand J Public Health (2012) 36(1):14–6. doi:10.1111/j.1753-6405.
2012.00825.x

24. O’Connor M, Breen LJ. General Practitioners’ Experiences of Bereavement
Care and Their Educational Support Needs: A Qualitative Study. BMC Med
Educ (2014) 14(1):59. doi:10.1186/1472-6920-14-59

25. Atreya S, Datta SS, Salins N. Views of General Practitioners on End-of-Life
Care Learning Preferences: A Systematic Review. BMC Palliat Care (2022)
21(1):162. doi:10.1186/s12904-022-01053-9

26. Caregivers VAOS. Richtlijn rouw in de palliatieve fase [Guideline Grief in the
Palliative Phase] (2022).

Copyright © 2024 Renckens, Pasman, van der Heide and Onwuteaka-Philipsen. This
is an open-access article distributed under the terms of the Creative Commons
Attribution License (CC BY). The use, distribution or reproduction in other forums is
permitted, provided the original author(s) and the copyright owner(s) are credited
and that the original publication in this journal is cited, in accordance with accepted
academic practice. No use, distribution or reproduction is permitted which does not
comply with these terms.

Int J Public Health | Owned by SSPH+ | Published by Frontiers July 2024 | Volume 69 | Article 16073468

Renckens et al. Aftercare for Relatives Following Euthanasia

https://doi.org/10.1177/02692163211043000
https://doi.org/10.1016/j.jpainsymman.2007.02.039
https://doi.org/10.1186/s12904-024-01396-5
https://doi.org/10.1186/s12904-024-01396-5
https://doi.org/10.1027/0227-5910/a000630
https://doi.org/10.1016/j.jpainsymman.2009.04.026
https://doi.org/10.1016/j.jpainsymman.2009.04.026
https://doi.org/10.1136/bmj.327.7408.189
https://doi.org/10.1177/00302228221085191
https://doi.org/10.1016/j.jpainsymman.2014.04.016
https://doi.org/10.1177/0269216318790386
https://doi.org/10.1016/j.ijnurstu.2023.104450
https://doi.org/10.1176/ps.62.10.pss6210_1225
https://doi.org/10.1176/ps.62.10.pss6210_1225
https://doi.org/10.1016/j.jpainsymman.2021.10.008
https://doi.org/10.1111/nicc.12439
https://doi.org/10.1111/j.1748-3743.2012.00319.x
https://doi.org/10.1177/0269216315588728
https://doi.org/10.1111/j.1753-6405.2012.00825.x
https://doi.org/10.1111/j.1753-6405.2012.00825.x
https://doi.org/10.1186/1472-6920-14-59
https://doi.org/10.1186/s12904-022-01053-9
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

	Aftercare Provision for Bereaved Relatives Following Euthanasia or Physician-Assisted Suicide: A Cross-Sectional Questionna ...
	Introduction
	Methods
	Design and Population
	Data Collection
	Measurements
	Data Analysis

	Results
	Frequency of Aftercare
	Topics Aftercare Conversations
	Associations Between Aftercare Conversations and Patient-, Physician- and Process-Characteristics

	Discussion
	Aftercare Provision Related to the Patient’s Partner Status and the Physician’s Medical Specialty
	Aftercare After EAS Should Not Only Focus on Grief
	Strengths and Limitations
	Conclusion

	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Conflict of Interest
	Acknowledgments
	Supplementary Material
	References


