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Abstract 

Background/Objectives: Assisted suicide and suicide prevention remain subjects of intense societal, 

political, and professional-ethical debate in Germany. Nurses working in residential and home-based 

long-term care (LTC) play a pivotal role in responding to requests for assisted suicide and in 

supporting suicide prevention. While international research has explored diverse ethical perspectives 

and challenges related to these issues, little is known about how LTC nurses in Germany experience 

and navigate them. This study examines German LTC nurses’ ethical perspectives on assisted suicide 

and suicide prevention and explores the associated ethical challenges. Methods: A qualitative design 

employing both in-person and online focus groups was used. Data were analyzed following 

Mayring’s qualitative content analysis. Results: Twelve focus groups with a total of 96 nurses 

working in residential and home-based LTC were conducted between February and September 2025. 

Findings show that nurses perceive assisted suicide and suicide prevention as ethically complex and 

emotionally demanding. Three overarching themes emerged: (1) Intuitive and Emotional Reactions, 

(2) Ethical Perception and Ethical Reflection, and (3) Ethical Challenges. Conclusions: LTC nurses 

expressed varying ethical perspectives on and attitudes towards assisted suicide and suicide 

prevention. The ethical challenges identified may contribute to the development of moral distress. 

To help nurses navigate these ethically demanding situations, strategies at multiple levels are 

required. These include continuous ethics education, an open ethical culture, role definitions and 

clear professional guidance, alongside societal support for equitable access to general healthcare and 

suicide prevention services. 

Keywords: assisted suicide; voluntary assisted dying (VAD); medical assistance in dying (MAiD); 

desire to die; suicide prevention; ethics; ethical challenges; moral values; long-term care; nurses 

 

1. Introduction 

Research has shown that end-of-life care poses significant ethical challenges for healthcare 

professionals, including nurses [1–3] These challenges become particularly pronounced in the context 

of care recipients expressing a desire to die [1,2,4]. Such a desire is understood as a subjective, 

dynamic, multidimensional, and complex phenomenon, encompassing a spectrum of meanings – 

from the mere acceptance of one’s own death (without any intention of hastening death) to acute 

suicidality [4–9]. The underlying motives are equally diverse, ranging from physical, psychological 

and social to spiritual and existential dimensions [5,6,8,9]. While a desire to die in its broader sense 

does not necessarily imply a desire to hasten death, it may evolve into such a wish [4,5,8,9]. Requests 

for assisted suicide and euthanasia may constitute a manifestation of such a wish to hasten death [5]. 

Both practices involve the intentional ending of a person’s life “at that person’s voluntary and 

competent request” [10] (p. 108), with the involvement of another individual, often a healthcare 
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professional. The key distinction lies in who administers the life-ending medication: In assisted 

suicide, the individual self-administers the lethal dose, whereas in euthanasia, the medication is 

directly administered by the healthcare professional [10].  

Globally, an increasing number of countries are moving toward the legalization of assisted 

suicide and euthanasia. Each country is governed by distinct legal frameworks and regulations [11], 

fueling ongoing debate given the ethical controversy surrounding the issue [11–13]. To account for 

this variation, which complicates cross-country comparisons, the term Medical Assistance in Dying 

(MAiD) will hereafter be used as an umbrella term encompassing both practices, unless a specific 

distinction is required. In Germany, a landmark ruling of the Federal Constitutional Court on 26 

February 2020 declared §217 of the German Criminal Code, which was introduced in 2015 and 

prohibited assisted suicide services, null and void [14]. As a result, assisted suicide was recognized 

as a legally permissible option, whereas euthanasia continues to remain prohibited. Since the ruling, 

the German Federal Parliament rejected two legislative proposals on assisted suicide in July 2023 [15]. 

Consequently, assisted suicide in Germany is legally regulated solely by the ruling of the Federal 

Constitutional Court, which emphasized the importance of the concept of Freiverantwortlichkeit. This 

concept requires that the decision be based on a genuinely autonomous and well-considered choice, 

where the individual carefully weighs the pros and cons in light of their own values. The decision 

must be made free from acute mental illness, coercion, or manipulation, and it should demonstrate 

lasting inner firmness and stability [14]. Compared with other countries, Germany currently 

maintains one of the most liberal legal frameworks for assisted suicide worldwide [16,17].  

Parallel to discussions on assisted suicide, suicide prevention has gained increasing political, 

societal and professional significance in Germany: In 2024, the Federal Ministry of Health published 

a national suicide prevention strategy [18] and the Federal Cabinet approved a draft law on suicide 

prevention [19]. The concept of suicide prevention is generally understood as a collective societal 

responsibility, encompassing universal measures targeting the general population, selective 

measures aimed at high-risk groups, and indicated measures directed at individuals at acute risk of 

suicide [20–22]. In Germany, this concept is also discussed in the context of assisted suicide, as 

requests for assisted suicide may indicate an underlying suicide risk, which can potentially be 

mitigated through targeted interventions [20,23,24]. In light of the legal and political developments 

outlined above, the nursing and medical community continues to grapple with balancing the legal 

option of assisted suicide against the responsibility for suicide prevention – a tension that is 

particularly relevant for healthcare professionals [25–30]. 

Nurses, in particular, often serve as the first point of contact when care recipients express a desire 

to die, including requests for MAiD [25,31–33]. This applies particularly to residential and home-

based long-term care (LTC) of older adults [26,34–37], as suicide, suicidal ideation [38–41], and the 

desire to die – including requests for MAiD – are relatively common in this population [42,43]. 

Moreover, international [44–46] and German [47] data indicate that it is predominantly older adults 

in need of care who pursue MAiD (internationally) and assisted suicide (in Germany). Within LTC, 

nurses carry particular responsibilities: They spend substantial time with care recipients and 

frequently build long-standing, caring and trust-based relationships [26,30,37]. When confronted 

with requests for MAiD, nurses are expected to respond professionally. This entails respecting and 

taking such requests seriously, while at the same time upholding their professional and ethical 

responsibility for suicide prevention [26,29,30,37]. In navigating these ethically complex and 

contentious situations, nurses are guided by professional values and core responsibilities of nursing, 

including “to alleviate suffering and promote a dignified death” [48] (p. 2). However, nurses’ 

experiences with MAiD are influenced not only by professional values and professional ethical 

standards, but also by personal convictions, organizational frameworks, institutional and societal 

attitudes [31,49,50]. A systematic review found that nurses’ support for MAiD is generally lower than 

that of the general public [11]. Consequently, international research shows that nurses encounter a 

wide range of ethical challenges related to MAiD, which can vary depending on the legal framework 

[25,49,51], and may also face ethical dilemmas in the context of suicide prevention [52,53]. Thus, 
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nurses may require moral self-efficacy, understood as the confidence that one’s own decision-making 

and action competencies are sufficient to actively and successfully manage ethically challenging 

situations [54–57].  

To date, little is known about the ethical perspectives, attitudes and challenges nurses face 

regarding assisted suicide and suicide prevention in LTC in Germany [25]. Existing research has 

primarily examined nurses’ experiences with assisted suicide and suicide prevention in palliative 

and hospice care [58–60] or their general experiences across various settings [61]. Only a few studies 

have focused specifically on LTC; those that exist primarily address encounters with desire to die in 

residential LTC within faith-based organizations [62] or residential LTC nurses’ general attitudes 

toward assisted suicide [63]. Against this background, it is particularly important to investigate the 

ethical dimensions of assisted suicide and suicide prevention in both residential and home-based LTC in 

Germany, taking into account the perspectives of nurses working across organizations of different 

types (i.e., faith-based vs. non-faith-based). This approach enables a more comprehensive 

understanding of the diverse ethical viewpoints and challenges, thereby contributing to the 

advancement of current knowledge. 

The aim of this study is to address this gap by examining German nurses’ ethical perspectives 

and attitudes on assisted suicide and suicide prevention in residential and home-based LTC, and by 

identifying the related ethical challenges. It intends to answer the following research question: What 

are the ethical perspectives, attitudes and ethical challenges of nurses in residential and home-based 

LTC care of older adults regarding assisted suicide and suicide prevention? 

2. Materials and Methods 

2.1 Study Design  

The study was preregistered on the German Clinical Trials Register [64]. An explorative 

qualitative design was employed, using in-person and online single focus groups [65]. This approach 

was deemed particularly appropriate for exploring the ethical perspectives and related challenges, 

as it enables the capture of a wide range of participant opinions, perceptions, ideas, and feelings [66] 

and fosters discussion and debate on research topics that require insight into the meanings, 

experiences, and beliefs underlying participant views [65]. To ensure transparency in reporting, the 

Consolidated Criteria for Reporting Qualitative Studies (COREQ) [67] were applied (Supplementary 

File 1). 

2.2. Ethical Considerations 

Ethical approval for the focus groups was obtained from the Ethics Committee of the German 

Society of Nursing Science prior to their commencement (ethics proposal number: 24-035). Informed 

consent was obtained from each participant. Participation was entirely voluntary, and participants 

could withdraw at any time without providing a reason. All data were anonymized and stored 

securely for transcription purposes, accessible only to the research team. 

2.3. Participants and Setting 

To be eligible, participants had to have completed a minimum of a three-year nursing education 

program and to be currently employed in either residential or home-based LTC of older adults in one 

of six cooperating organizations. Furthermore, participants were required to have sufficient 

proficiency in German to actively engage in discussions and to provide informed written consent. 

By LTC, we refer specifically to formal LTC, meaning care provided by trained professionals 

such as nurses. According to the World Health Organization, this “includes a package of services 

aimed at preventing, mitigating, and rehabilitating functional decline, delivered in a variety of 

settings” [68] (p. 5). In this study, we focus on residential and home-based formal LTC services, which 

are most commonly required by older adults [68]. 
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As recommended for focus groups, we used a non-probability purposive sampling strategy 

[65,69]. Participants were recruited from both residential and home-based LTC of older adults and 

included both direct care providers and staff with broader responsibilities (e.g., quality management, 

leadership, practice education). Moreover, participants were drawn from six organizations of varying 

sizes and ownership structures (faith-based, non-faith-based, non-statutory welfare, municipal, and 

private organizations), in both urban and rural areas and across different federal states in Germany. 

Recruitment was facilitated through designated contact persons in cooperating organizations 

who were informed that a diverse sample – in terms of age, professional experience, gender, religious 

beliefs, and cultural background – was desirable in order to capture a wide range of perspectives on 

the research topic.  

Prior to the focus groups, participants received an information package containing: 

1. An overview of the research project; 

2. Details on the topic and objectives of the focus groups; 

3. Formal information about session duration and structure; 

4. A description of participants’ rights; 

5. Contact details of the research team and the designated organizational contact person. 

2.4. Data Collection 

In-person and online single focus groups (no repeats) [65], were conducted in residential or 

home-based LTC between February and September 2025 (Table 1). Each group consisted of five to 

twelve nurses, allowing participants sufficient space to share their experiences while also enabling 

the exploration of diverse perspectives [66]. The in-person focus groups were conducted in quiet, 

confidential rooms provided by the cooperating organizations. For these, six participants withdrew 

prior to commencement: two due to illness, one for unknown reasons, one because they forgot the 

session, and two owing to short-notice shift coverage. To accommodate participants, two focus 

groups were held online via Webex, with nurses joining from a location of their choice, typically their 

home or workplace. In the online format, four participants withdrew – three for unknown reasons 

and one due to technical difficulties. Overall, focus groups ranged in duration from 110 to 190 

minutes, with an average length of 153 minutes. 

All focus groups were conducted using a pilot-tested interview guide developed by the research 

team, drawing on a comprehensive literature review and subject-matter expertise (Supplementary 

File 2). The interview guide aimed to address both, nurses ethical and professional experiences with 

assisted suicide and suicide prevention – however, results on professional experiences will be 

reported elsewhere. Following the pilot phase, minor adjustments were introduced, and further 

minor adaptations were made during the sessions to respond to group dynamics while ensuring that 

the planned timeframe was respected. The guide comprised eight phases aimed at exploring nurses’ 

ethical and professional experiences with assisted suicide and suicide prevention in LTC. Each 

session began with a brief welcome and introduction (phase 1), followed by definitions of assisted 

suicide and suicide prevention to set the focus of discussion (phase 2). Participants were then asked 

to recall a situation in which they had received a request for assisted suicide – or, if not, a situation in 

which they encountered a desire to die (phase 3). Although the broader phenomenon of desire to die 

was not the main focus of the study, this step was designed to encourage participants to share 

personal experiences and to promote early engagement in the discussion [66]. Next, participants 

completed a short online survey on moral self-efficacy which guided self-reflection during the focus 

groups (phase 4, results will be reported elsewhere) and then noted their initial thoughts and feelings 

related to assisted suicide and suicide prevention (phase 5). The following phases invited discussion 

of professional and ethical challenges (phase 6), moral values and value conflicts (phase 7), and finally 

expectations and wishes for the future (phase 8). 

Four female (K.K., P.M.H., A.R., E.M.S.) and one male (E.J.) author were involved in data 

collection and supported by three female research assistants. Each focus group was facilitated by 2-3 

researchers, with a minimum of one moderating and one observing. Moderators guided the 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 10 November 2025 doi:10.20944/preprints202511.0686.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202511.0686.v1
http://creativecommons.org/licenses/by/4.0/


 5 of 22 

 

discussion using the interview guide, while observers took field notes on content and group 

dynamics [65]. Apart from the researchers and participants, no one else was present.  

Due to the sensitive nature of the topic, no audio or video recordings were made. Instead, 

facilitation cards, flip charts, and posters were used to capture content. The material from facilitation 

tools was transcribed together with the field notes. To make efficient use of participants’ time, 

transcripts were not returned for comment, nor did participants provide feedback on the findings. 

Data collection continued until theoretical saturation was reached, when no new insights emerged 

[65,66]. 

Table 1. Focus Groups by Setting, Format, and Participant Numbers. 

 Residential LTC Home-Based LTC 

Number of 

Focus 

Groups 

Number of 

Participants 

Number of 

Focus Groups 

Number of 

Participants 

In-Person Focus 

Group 

n=7 n=62 n=3 n=17 

Online Focus Group n=1 n=11 n=1 n=6 

Total n=8 n=73 n=4 n=23 

2.5. Data Analysis 

Data analysis was conducted using MAXQDA (VERBI Software 2024) [70]. Mayring’s 

structuring content analysis was applied [71]. This strictly rule-based approach aims to systematically 

extract and summarize specific aspects from the data material. Following this method, categories, 

corresponding definitions, anchor examples, and coding rules were initially developed deductively 

based on the research question and theoretical considerations, and subsequently expanded 

inductively through analysis of the data [71]. Three of the authors (K.K., A.R., P.M.H.) immersed 

themselves in the data and pilot-coded three focus groups using the deductive coding system, adding 

inductive categories where necessary. The resulting codes were then discussed with a fourth 

researcher (T.H.). Based on these discussions and refinements, one researcher (K.K.) proceeded to 

code all focus groups using the updated coding scheme. All codes and findings were subsequently 

reviewed, discussed, and interpreted by four team members (K.K., P.M.H., A.R., T.H.). Additionally, 

the coding scheme and interpretations were presented to two independent researchers (E.M.S, E.J.), 

who had not been involved in the focus groups at this stage, to assess the appropriateness of both 

coding and analytical conclusions. An overview of the final coding scheme, detailing themes, 

categories, definitions, anchor examples and coding rules is provided in Table 2.  

2.6. Research Team and Reflexivity  

The research team comprised two project leaders – one professor of nursing science and ethics 

(A.R.) and one professor of psychology with a focus on nursing and social work (T.H.) –, both 

experienced in qualitative research. Four additional researchers (K.K., P.M.H., E.M.S., E.J.) were 

employed as research associates at the time of the study, held M.A. degrees in nursing science and 

brought experience in group moderation as well as initial training in qualitative research methods 

acquired during their studies. Acknowledging the crucial role of moderator skills in the success of 

focus groups, the less experienced team members received targeted briefings from the project leaders, 

consistent with recommendations [65]. With the exception of T.H., who holds professional experience 
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as a clinical psychologist, all researchers had professional backgrounds in nursing across various care 

settings. At the beginning of each focus group, participants were informed about the researchers’ 

professional backgrounds, the overarching project, and the researchers’ specific areas of interest. No 

prior relationships existed between the research team and the participants. 

2.7. Trustworthiness 

Several strategies were applied to strengthen the trustworthiness of the study, addressing key 

aspects such as credibility, transferability, dependability, and confirmability [72]. 

Credibility was strengthened through ongoing researcher reflexivity and prolonged engagement 

with participants during focus groups, which helped establish a good rapport [72]. Reflexivity was 

considered particularly important due to the sensitive and potentially controversial nature of the 

research topic. To support this, postscripts were written after each focus group, allowing for the 

ongoing acknowledgment of researchers’ perspectives and potential biases. These postscripts 

documented information on the researchers (e.g., professional backgrounds, research experience) as 

well as reflections on: (1) group interactions, (2) moderation, (3) key content points, (4) researchers’ 

own feelings, values, and attitudes, (5) other observations, and (6) remarks related to the original 

objectives of the focus group and the methodology. 

We aimed to increase transferability by providing a detailed description of our research context 

(i.e. description of German legal framework, participants/sampling procedure, setting/cooperating 

organizations, data collection and research team). This allows readers to judge the applicability of 

our findings to other settings and contexts [72]. 

To improve dependability, we kept an audit trail supplemented by research documents (e.g. 

different versions of participant handouts, postscripts, logbook on MAXQDA) to document 

methodological decisions, modifications and adaptations made throughout the research process [72].  

Although member checking was not conducted in order to respect participants’ time, 

confirmability was ensured through systematic reflective journaling (postscripts), and complemented 

by continuous peer debriefing and team discussions [71]. 

3. Results 

3.1. Description of Study Sample 

A total of n=12 focus groups was conducted. n=8 focus groups were conducted with nurses 

working in residential LTC facilities and n=4 focus groups were conducted with nurses working in 

home-based LTC in the South (Baden-Württemberg) and Mid-West (North Rhine-Westphalia) of 

Germany (Table 1). n=96 nurses participated in the focus groups, with n=73 employed in residential 

LTC and n=23 employed in home-based LTC. In light of the ethically sensitive nature of the research 

topic and to safeguard participants’ anonymity, no formal sociodemographic data were collected. 

Nonetheless, at the beginning of each focus group, participants were invited to provide a brief self-

introduction, including information on their professional background, current role, and work 

experience. This contextual information provided the researchers with insight into the sample’s 

composition. Based on these introductions, the sample included both male and female nurses from 

diverse cultural backgrounds, with varying levels of professional experience in general nursing as 

well as LTC for older adults. Participants spanned a wide age range and included both direct care 

providers and staff with broader responsibilities (e.g., quality management, leadership, practice 

education). 

3.2. Overview of Themes 

This article reports on the findings concerning nurses’ ethical experiences – their ethical 

perspectives, attitudes and associated challenges in relation to assisted suicide and suicide 
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prevention. Our analysis identified three major themes: (1) Intuitive and Emotional Reactions, (2) 

Ethical Perception and Ethical Reflection, and (3) Ethical Challenges (Table 2). 

Table 2. Coding Scheme, detailing the Coding Tree. 

Theme 1. Intuitive and Emotional Reactions 

This theme encompasses participants’ initial moral intuitions and moral emotions related to 

assisted suicide and suicide prevention in care recipients who request assisted suicide. 

Category Definition Anchor Example Coding Rule 

1.1. Moral 

Intuition 

Moral intuitions refer to 

immediate moral 

judgments, or instinctive 

reactions that arise 

spontaneously in a given 

situation, before 

conscious moral 

reasoning occurs [73–

75]. 

“Under no 

circumstances!” 

(F6) 

 

Code text segments in this 

category when participants 

express spontaneous emotions, 

or thoughts that reveal an 

immediate moral evaluation of a 

situation in the context of 

assisted suicide or suicide 

prevention.  

1.2. Moral 

Emotions 

Moral emotions are 

emotions that serve as a 

motivational force, 

providing the energy 

and drive necessary to 

act ethically and to 

refrain from 

wrongdoing [73,76]. 

“I feel sad about 

challenges in the 

healthcare system in 

getting timely help 

during mental 

health crises” (F3) 

Code text segments in this 

category when the expressed 

emotion (e.g., guilt, shame) is 

described as motivating or 

discouraging ethical behavior, or 

when participants indicate that 

the emotion arose in response to 

a moral or ethical issue. General 

emotional expressions without 

moral relevance are not 

included. 

Theme 2. Ethical Perception and Ethical Reflection 

This theme illustrates how participants demonstrated ethical sensitivity, identified the moral 

values at stake in relation to assisted suicide and suicide prevention in care recipients who 

request assisted suicide, and engaged in ethical reasoning by reflecting on their own moral 

stances toward these issues. 

Category Definition Anchor Example Coding Rule 

2.1. Ethical 

Sensitivity 

Ethical sensitivity refers 

to the ability to 

recognize the moral 

significance of a 

situation. It is a source of 

ethical reflection and 

ethical decision-making 

[75,77]. 

“Morality – how do 

I feel afterwards?” 

(F7) 

Code text segments in this 

category when participants show 

awareness of the moral relevance 

or ethical implications of a 

situation. 
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2.2. 

Guiding 

Moral 

Values 

“Values in nursing are 

those ends sought by 

both the profession and 

in nurse – patient 

relationships. These 

include, for example, 

health, dignity, respect, 

compassion, equity, 

inclusivity.” [48] (p. 27) 

“respect” (F1) 

“self-determination” 

(F9) 

Code text segments in this 

category when participants refer 

to values that guide nursing 

practice or shape nurse – care 

recipient relationships and 

related care situations. 

2.3. Ethical 

Reasoning  

Ethical reasoning is the 

process by which 

individuals make 

decisions about what is 

right and wrong, based 

on ethical principles, 

values, social norms or 

theories that inform 

their arguments [78]. 

“We deal with older 

people every day. 

For example, we 

have a 105-year-old 

here. She says she 

didn’t want to live 

that long; that 

wasn’t what she 

wished for. At some 

point, they are ready 

to go, and you have 

to accept that” (F11) 

Code text segments in this 

category when participants 

explain or justify decisions, 

actions, or judgments by 

referring to ethical principles, 

values, social norms, or moral 

theories. 

Theme 3. Ethical Challenges 

This theme captures the range of ethical challenges participants discussed in relation to assisted 

suicide and suicide prevention in care recipients who request assisted suicide, encompassing the 

moral controversy with its diverse ethical perspectives and value-based conflicts, as well as 

participants’ experiences of moral uncertainty and perceived moral constraints that at times 

impeded what they regarded as the morally right course of action. 

Category Definition Anchor Example Coding Rule 

3.1. Moral Controversy 

This subtheme highlights the moral complexity and contentious nature of assisted suicide and 

suicide prevention in care recipients who request assisted suicide, arising from the diverse ethical 

perspectives held by different individuals and value-based conflicts. 

3.1.1. 

Varying 

Ethical 

Perspectives 

Varying ethical 

perspectives capture 

“the variation and 

complexity of […] 

perspectives” [79] (p. 2) 

on assisted suicide and, 

in our understanding, 

also on suicide 

prevention. 

“Recognition of the 

resident’s desire to 

die versus my own 

position as a nurse, 

not wanting to take 

an active or 

facilitating role in 

the dying process” 

(F6) 

Code text segments in this 

category when participants 

describe, compare, or reflect on 

different moral or ethical 

viewpoints regarding a situation, 

decision, or practice (e.g., 

assisted suicide, suicide 

prevention), highlighting the 

variation or complexity of ethical 

reasoning. 
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3.1.2. Value-

Based 

Conflicts 

Value-based conflicts 

arise when two or more 

equally important moral 

values come into conflict 

and cannot be fulfilled 

simultaneously [80]  

“Confidentiality 

(resident) vs. truth 

(nurse)” (F10) 

Code text segments in this 

category when participants 

describe situations in which two 

or more moral values are in 

conflict, making it impossible to 

fulfill all of them simultaneously. 

3.2. Moral 

Uncertainty 

Moral uncertainty 

occurs, when a moral 

agent feels uncertain 

about the ethically right 

course of action to take 

in a situation [81,82]. 

“Shortening a 

person’s life – is it 

killing? Or helping? 

How do I deal with 

it myself?!!!” (F6) 

Code text segments in this 

category when participants 

express uncertainty or doubt 

about the ethically correct course 

of action in a given situation 

(e.g., statements indicating 

hesitation, doubt, or indecision 

about what is morally right). 

3.3. Moral 

Constraints 

Moral constraints arise 

when a moral agent is 

prevented/constrained 

from acting in the way 

they believe to be the 

most ethically justified 

[81,82]. 

“One reaches one’s 

limits because, from 

a medical 

perspective, there is 

often little real 

support available – 

neurologists are 

overbooked and 

provide only 

medication-based 

treatment, whereas 

psychotherapy and 

similar 

interventions would 

in fact be more 

helpful” (F9) 

Code text segments in this 

category when participants 

describe situations in which they 

are prevented or restricted from 

taking the action they believe to 

be ethically justified (e.g., 

situations where external factors 

block ethically preferred actions 

or expressions of being hindered 

from doing what is perceived as 

morally right). 

Theme 1. Intuitive and Emotional Reactions 

Theme 1.1. Moral Intuition 

When reflecting on their initial reactions to requests for assisted suicide, nurses reported a range 

of intuitive responses. Some reactions included strong categorical refusal, with participants stating 

“Under no circumstances!” (F6) or “I’m not willing to do that” (F6). Nurses also expressed “disapproval” 

(F6) and reporting feelings of powerlessness, nervousness, shock, caution, and astonishment, 

illustrated by comments such as feeling “powerless” (F12), “uneasy” (F12), “shocked” (F5), “cautious” 

(F4) and “aghast” (F6) when thinking about a request for assisted suicide. Additional responses 

included stress and uneasiness, as reflected in statements like “I feel stressed” (F3) and experiencing 

“the expected uneasiness” (F10).  

When considering suicide prevention, nurses described similar reactions, including 

powerlessness, astonishment, irritation, nervousness, and caution. For example, participants noted 

feeling “powerless” (F4), “astonished” (F8), “irritated” (F8), “nervous” (F2) and “cautious” (F6). However, 
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although these responses were qualitatively similar to reactions to assisted suicide, they were 

discussed less frequently. 

Theme 1.2. Moral Emotions 

In response to requests for assisted suicide, nurses reported a range of moral emotions. Some 

described feeling “anxious” (F7), because assisted suicide conflicted with their religious or cultural 

beliefs that life should end naturally. Others expressed worry, saying, “When I think about requests for 

assisted suicide, I feel worried because the person might act on their wishes” (F7). Feelings of “helplessness” 

(F7), “powerlessness” (F7) and “sadness” (F4) were common, particularly when nurses felt unable to 

relieve suffering. One participant noted, “A request for assisted suicide would make me very sad, because I 

would ask myself what had happened. What reason does the person have for no longer wanting to live?” (F11). 

Others described feeling “unhappy” (F4) because they could not intervene, or even described feeling 

“guilty” (F6) if a care recipient under their care might request assisted suicide. 

When reflecting on suicide prevention, similar emotions emerged. Nurses spoke of a recurring 

“feeling of powerlessness” (F8) and of feeling “helpless because one often becomes aware of the problems too 

late” (F3). They reported being “sad” (F6), feeling “down” (F12) or “angry” (F6) when insufficient time 

was available for care recipients and emphasized systemic barriers, stating, “I feel sad about challenges 

in the healthcare system in getting timely help during mental health crises” (F3). 

Theme 2. Ethical Perception and Ethical Reflection 

Theme 2.1. Ethical Sensitivity 

Nurses described requests for assisted suicide in general terms as an “ethical challenge” (F6). They 

reflected on the moral dimension of these requests, questioning the “Ethics?” (F2) behind such 

statements and considering how they may be impacted by the practice: “Morality – how do I feel 

afterwards?” (F7). This reflection prompted them to assess their own emotional readiness, asking, “Do 

I feel emotionally stable enough to fulfill this person’s final wish?” (F9) or “Can I live with that?” (F1) and 

emphasizing the importance of protecting their own well-being. At the same time, nurses 

acknowledged their moral responsibility, reflecting statements such as, “I am responsible for whether 

the resident lives or dies” (F7), and having to “Ask about reasons for the desire to die” (F4). They also 

sensitively highlighted the moral importance of dialogue and involving relatives, stating, “Was this 

discussed with the family?” (F2). 

In the context of suicide prevention, nurses emphasized the importance of safeguarding patient 

rights. One nurse stated: “I keep in mind that the person’s wish takes priority” (F12), while another 

stressed the need to “preserve the resident’s/patient’s self-determination” (F9). They recognized the moral 

weight of their actions, acknowledging that “incorrect actions can lead to a deterioration of the resident’s 

situation” (F9) or “I can intervene to help, but I could also make things worse” (F7). Nurses also reflected 

on the personal impact of suicide prevention, asking, “How does it affect me?” (F9). They underscored 

the importance of conveying value to the care recipient, expressing, “You are important to me” (F6), 

while remaining attentive to their own emotional responses. They further highlighted the benefit of 

collaborative approaches, asserting, “Seek collaborative solutions, including family” (F4) and emphasized 

the value of structured discussions. 

Theme 2.2. Guiding Moral Values 

Nurses described a wide range of moral values they regarded as important in relation to assisted 

suicide and suicide prevention in care recipients who request assisted suicide, often adopting the 

perspectives of various actors involved. 

For nurses themselves, commonly discussed examples of these values include “respect” (F1; F11), 

“empathy” (F2; F4), “responsibility” (F8; F5), “dignity” (F10; F4), “collaboration” (F7; F4) and “compassion” 

(F6; F5), while “care” (F9; F12), “safety” (F3; F4), “trust” (F1; F4), and “confidentiality” (F10; F5) were 
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discussed in some focus groups, and “acceptance” (F6) was mentioned by a few nurses in one focus 

group. 

Regarding care recipients, nurses considered “self-determination” (F9; F4) and “dignity” (F9; F11) 

commonly as the most crucial moral values. Additional, though somewhat less prominent, values 

discussed included “respect” (F2; F5), “freedom” (F6; F11), “privacy” (F10; F4), “quality of life” (F7; F12), 

“confidentiality” (F3; F10), “trust” (F8; F4), or the principle of “autonomy” (F2; F11). 

For relatives, the values deemed most important were “compassion” (F2; F11), “care” (F3; F12), 

“respect” (F1; F4) and “trust” (F6; F5), whereas “empathy” (F9; F5), “responsibility” (F3; F4), 

“collaboration” (F7), “truth” (F10; F5), “dignity” (F6; F4), “fairness” (F8; F10) and “safety” (F8; F4) were 

mentioned less frequently. 

Finally, for other professional groups involved (e.g., physicians or those not further specified), 

“collaboration” (F7; F5) was discussed commonly, as well as “responsibility” (F3; F8), “respect” (F8; F5), 

“dignity” (F3; F4) and “trust” (F3; F8). 

Theme 2.3. Ethical Reasoning 

Nurses demonstrated that they engaged in ethical reasoning when reflecting on their own 

attitudes towards assisted suicide. A variety of viewpoints emerged. For some, assisted suicide was 

morally unacceptable because it was considered equivalent to killing: “I don’t want to end a life” (F6). 

For others, the acceptability of assisted suicide was highly situation-dependent and influenced by 

whether they could understand the care recipients wish: “It depends on the situation and the person. For 

example, someone who is seriously ill, alone, and 85 years old. I wouldn’t try to convince a person like that to 

keep living. Over time, you develop an understanding for it. So, I wouldn’t encourage it or insist on it, but I 

would understand” (F11). One participant stated, that “There is a difference between old and young” (F6), 

demonstrating that the age of the individual requesting assisted suicide seemed to play an important 

role in the process of ethical reasoning. Those nurses who ethically supported assisted suicide often 

did so with a focus in their reasoning on reducing suffering and ensuring a peaceful death: “Keep the 

resident’s well-being in mind, ensuring they can pass away without pain” (F8). Finally, for some nurses, 

acceptance formed the core ethical argument for supporting assisted suicide: “We deal with older people 

every day […] At some point, they are ready to go, and you have to accept that” (F11). 

In the context of suicide prevention, nurses also engaged in ethical reasoning, although much 

less frequently compared to assisted suicide. Some viewed suicide prevention as their primary ethical 

responsibility, stating, for example: “The topic of suicide prevention is at the forefront for me” (F2) and “I 

feel responsible” (F5). Others emphasized that the ethical appropriateness of suicide prevention was 

highly situation-dependent. Still others questioned whether suicide prevention was always ethically 

justified: “What if the resident’s wishes differ? There are limits” (F7). 

Theme 3. Ethical Challenges 

3.3.1. Moral Controversy 

3.3.1.1. Varying Ethical Perspectives 

One ethical challenge that emerged was the complex task of navigating the diverse ethical 

perspectives of those involved in assisted suicide. From nurses’ perspectives, this challenge was 

shaped by various relational dynamics. First, nurses noted the tension between care recipients’ 

wishes for assisted suicide and socially accepted moral norms. One group collectively described this 

as: “Self-determination vs. societal value norms, which may not align with individual beliefs” (F5). Several 

nurses emphasized the personal dilemma of reconciling their own moral convictions with their 

professional responsibilities: “Recognition of the resident’s desire to die versus my own position as a nurse, 

not wanting to take an active or facilitating role in the dying process” (F6). At times, these differing 

perspectives also strained the nurse-care recipient relationship. One participant recounted how a 

resident reacted negatively to the staff’s refusal to assist: “She reacted with offense when the staff explained 
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they could not assist her and expressed doubt about this as well” (F6). Additionally, nurses pointed to the 

challenges of navigating family conflicts: “Dealing with relatives when they disagree” (F7). Finally, intra- 

and interprofessional collaboration – particularly between nurses and physicians – was also affected 

by differing ethical positions.  

These varying ethical perspectives were far less pronounced when nurses discussed suicide 

prevention. For some, challenges arose when they did not personally regard suicide prevention as 

ethically appropriate but nevertheless felt it was expected of them. As one nurse noted in relation to 

suicide prevention for a person who requested assisted suicide: “I am not convinced” (F8). Other 

challenges were described in situations where nurses and relatives held conflicting views, 

summarized by one participant as: “Conflict between the nurse and family members” (F2). Finally, 

differing perspectives on suicide prevention occasionally strained team dynamics. One nurse 

described “Divergent views within the nursing team (strain)” (F6), while another highlighted: “Colleagues 

showing a lack of seriousness and unwillingness to engage with the topic” (F3) as a challenge. 

3.3.1.2. Value-Based Conflicts 

The participants reported a broad range of value-based conflicts in the context of requests for 

assisted suicide and suicide prevention in care recipients who request assisted suicide, which could 

involve any of the persons involved.  

When asked to identify one conflict that was particularly significant for the entire group, the 

most frequently mentioned was the tension between values central to the care recipient and those 

central to the nurse. Examples included “self-determination vs. care vs. quality of life” (F4), “confidentiality 

(resident) vs. truth (nurse)” (F10) and “dignity vs. self-determination” (F2). Among these, however, “care 

vs. self-determination” (F3) was mentioned most frequently. Some participants further elaborated on 

this conflict, noting that the self-determination of care recipients may not only clash with nurses’ 

understanding of care, but also with that of relatives: “self-determination of residents vs. care of nurses 

vs. care of relatives” (F8). On a broader level, participants emphasized that self-determination can also 

come into conflict with societal or religious value systems, for example: “self-determination vs. societal 

value systems (which may differ from individual values)” (F5) or “self-determination vs. 

morality/wishes/religiosity/one’s own value system” (F7). 

3.2. Moral Uncertainty 

When discussing the practice of assisted suicide, it became apparent that nurses often 

experienced moral uncertainty about the ethically appropriate course of action. Many nurses 

described feeling “uncertain” (F9) about how to respond ethically to requests for assisted suicide, and 

some even questioned, in general terms, whether assisted suicide could ever be ethically justified. 

One nurse reflected, “Shortening a person’s life – is it killing? Or helping? How do I deal with it myself?!!!” 

(F6). Some expressed uncertainty about context-specific ethics, asking, “When is assisted suicide 

acceptable, and when is it ‘reprehensible’?” (F8). For others, moral uncertainty centered on their own 

professional role and rights to object, with questions such as, “What am I allowed to refuse?” (F6). In 

certain cases, doubts were raised regarding the individual circumstances of a request, as illustrated 

by the question, “Has the affected person truly exhausted all medical options?” (F1). Overall, nurses 

reported feeling ill-prepared to navigate assisted suicide requests from an ethical perspective, asking, 

“How do I deal with that?” (F7). They also voiced a need for additional support in the form of further 

education, training, and clear guidelines to reduce moral uncertainty, emphasizing the importance 

of “more training” (F8) and “guidelines” (F3). 

Nurses also described experiencing moral uncertainty in the context of suicide prevention, 

although this was reported less frequently. One nurse simply stated, “I feel uncertain” (F8) while 

another asked, “Who can I involve for support?” (F5). They were not always sure which changes to the 

care plan were ethically appropriate, as one participant asked, “What am I allowed to change?” (F4). 

This uncertainty could be even greater when they wished to respect the care recipient’s wishes but 

found advance directives to be unclear. Some nurses expressed a desire for more guidance on the 
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topic – emphasizing the “need for clear guidelines” (F8) – to clarify the ethically right course of action. 

For others, uncertainty arose from the uniqueness of each patient case: “There is no one-size-fits-all 

approach” (F8). 

3.3. Moral Constraints 

When discussing assisted suicide, nurses reported facing several ethical challenges linked to 

external constraints. One nurse felt restricted by what she perceived to be the legal context, noting, 

“Assistance to die is illegal in Germany” (F4), although this perception does not fully reflect the current 

legal status. Others described feeling pressured to participate in assisted suicide despite their 

personal reluctance, expressing, “I feel compelled” (F6) and, “I feel instrumentalized” (F6). Time 

constraints were another key limitation, preventing nurses from engaging in dialogue to the extend 

they felt was ethically required: “There is often insufficient time for these discussions” (F1). 

Insufficient time was also perceived as a moral constraint in the context of suicide prevention. 

One nurse emphasized the need for “more time” (F6), while another described the limitations of “time 

as a framework” (F5) in providing adequate preventive care. Beyond the lack of time, nurses pointed 

to broader societal constraints. One criticized “our healthcare system” (F9) as a barrier to suicide 

prevention, while another reflected, “One reaches one’s limits because, from a medical perspective, there is 

often little real support available – neurologists are overbooked and provide only medication-based treatment, 

whereas psychotherapy and similar interventions would in fact be more helpful” (F9). 

4. Discussion 

4.1. Ethically Complex and Emotionally Demanding 

Our findings suggest that requests for assisted suicide constitute an ethically complex issue for 

nurses working in German residential and home-based LTC across various organizations, 

particularly given their simultaneous responsibility for suicide prevention, which has been at the 

center of political, professional and societal attention in recent years. Based on Monteverde’s 

definition [80], we understand ethical complexity as present in situations that are morally uncertain, 

carry a high risk of causing harm, involve interdependencies, or encompass multiple interconnected 

actors or interfaces.  

It is noteworthy that nurses in our study exhibited both moral, intuitive, and emotional 

responses regarding assisted suicide and suicide prevention (Theme 1. Intuitive and Emotional 

Reactions). While international research on MAiD has documented intuitive and predominantly 

negative emotional responses, such as guilt or anger [25,34,83], some studies also report neutral or 

positive emotions, such as feeling honored, fulfilled or relieved, since suffering can be reduced 

[25,83,84]. In contrast, our analysis revealed only negative emotions, which may be attributed to our 

specific focus on moral emotions as defined in the coding scheme (Table 2), whereas other studies 

may have considered emotions in a broader sense. Moreover, nurses’ psychological well-being in 

relation to MAiD may be influenced by factors beyond solely moral reasons, such as legal uncertainty, 

fears of professional repercussions or stigma [84], their roles and level of involvement in MAiD, and 

the availability of support systems [32]. Furthermore, our findings indicate that intuitive and 

emotional responses were more pronounced for assisted suicide than for suicide prevention, 

although international studies also highlight nurses’ emotional labor in suicide prevention [52]. This 

suggests that emotional responses to suicide prevention may carry a different significance and may 

be less rooted in moral considerations than those elicited by assisted suicide requests. Considering 

that moral perspectives are shaped by cultural and societal contexts, and that societal values influence 

attitudes toward assisted suicide [13], one possible explanation for this pattern is the prominence of 

suicide prevention in contemporary political, societal, and professional debates in Germany, where 

it is more widely accepted and less controversial than assisted suicide [27–29]. 

Nurses in our study demonstrated ethical sensitivity, identified relevant moral values, and 

engaged in nuanced ethical reasoning regarding both assisted suicide and suicide prevention (Theme 
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2. Ethical Perception and Ethical Reflection). This aligns with international research on MAiD, which 

shows that nurses are acutely aware of the ethical complexity of MAiD requests [2,25,51], and, though 

less extensively documented, also acknowledges their recognition of the ethical dimensions involved 

in suicide prevention [52,53]. Nurses in our study reflected deeply on the moral values at stake for all 

parties involved in both assisted suicide and suicide prevention. Consistent with prior research 

[85,86], respect for autonomy and self-determination was frequently identified as a central guiding 

value for nurses. Our findings further suggest that nurses’ ethical reasoning regarding assisted 

suicide is highly situation-dependent and closely tied to efforts to understand care recipients’ 

individual wishes, a pattern also reported in previous studies [25,31,32,61]. Notably, the age of care 

recipients seemed to shape nurses’ moral reasoning, with some showing greater acceptance of 

assisted suicide for older individuals. While this may reflect implicit ageism – which can undermine 

the quality of care and holistic approaches to suicide prevention, potentially contributing to higher 

suicide rates among older adults in need of care [87] – many nurses, through deliberate moral 

reasoning, developed a strong sense of responsibility for preventive care. Thus, in line with Eriksson 

et al. [88], who describe how nurses in LTC settings address suicide prevention on multiple levels, as 

well as with Schwartz et al. [60] and Turiaux et al. [59], who report active involvement of German 

palliative care professionals in suicide prevention, our findings indicate that many nurses perceive 

suicide prevention as an integral aspect of their professional role.  

Our findings underscore the ethical challenges nurses face when navigating requests for assisted 

suicide alongside responsibilities in suicide prevention. These challenges include reconciling diverse 

ethical perspectives, negotiating value-based conflicts, coping with moral uncertainty, and managing 

(perceived) moral constraints (Theme 3. Ethical Challenges). Consistent with prior research 

[25,31,32,34,58,83], we observed a broad spectrum of ethical viewpoints on assisted suicide in our 

sample. In contrast, ethical perspectives on suicide prevention were less divergent, likely reflecting 

its lower ethical controversy and greater societal acceptance. Divergent perspectives on MAiD, 

however, can create barriers to care – for example, when healthcare professionals or entire institutions 

object to MAiD provision [50,79] – and may generate moral conflicts and tensions within teams, while 

also negatively impacting nurse–care recipient relationships [25,58]. Thus, one challenge lies in team 

communication, which previous studies have identified as a crucial resource for ethically managing 

MAiD [25,32,34]. Furthermore, good nurse-care recipient communication is particularly important, 

as relationship-building is central to suicide prevention [52], and meaningful conversations between 

nurses and care recipients may help alleviate suffering and potentially dissuade patients from 

pursuing MAiD [31]. We also identified value-based conflicts, particularly the moral dilemma of 

responding professionally to assisted suicide requests while simultaneously upholding 

responsibilities for suicide prevention. Similar dilemmas – balancing patient safety, understood as 

protection from risk and harm, against other ethical principles such as respect for autonomy or 

confidentiality – have been reported in prior research [52,53]. Nurses also reported experiences of 

moral uncertainty, especially regarding assisted suicide, and to a lesser extent suicide prevention. 

This aligns with international findings and may be partly attributed to the lack of clear legal and 

professional guidance and unclear nursing roles and responsibilities in relation to MAiD 

[25,31,32,34,58]. Consistent with other research [25,31,32,52,61], participants expressed a need for 

further education to reduce uncertainty in both assisted suicide and suicide prevention. In addition, 

our findings highlight several external moral constraints. Some nurses perceived assisted suicide as 

legally impermissible in Germany, reflecting legal knowledge gaps also identified in other German 

[60] and international [32] studies underscoring the need for education. Particularly concerning, some 

nurses reported feeling obliged to participate in MAiD against their will, emphasizing the importance 

of conscientious objection, defined as “a healthcare professional’s refusal to participate in a legally 

authorized procedure due to deeply held personal beliefs” [89] ( p. 8). Although conscientious 

objection remains a topic of ethical debate [89], this right is affirmed both legally and professionally 

as both the German Federal Constitutional Court  [14] and the International Council of Nurses [48] 

explicitly point to this right. Regarding suicide prevention, participants also reported external 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 10 November 2025 doi:10.20944/preprints202511.0686.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202511.0686.v1
http://creativecommons.org/licenses/by/4.0/


 15 of 22 

 

barriers constraining morally appropriate practice, particularly insufficient time and limited access 

to specialized care. Resource constraints – especially time pressures [88] – have been identified as 

major challenges in suicide prevention. Time constraints are especially pressing given rising 

administrative demands and staffing shortages in LTC settings, which are currently recognized as 

critical challenges in Germany [90]. Limited access to healthcare services and resources—such as 

mental health care or palliative support —was identified by some nurses in our own and other studies 

as a concern in the context of MAiD [32,83,84,91]. Participants emphasized that better and more 

equitable access to these services could, in certain situations, help prevent MAiD. This highlights the 

need for societal changes to promote equal access to essential healthcare resources. 

Overall, our findings – in the context of previous research and current political, societal and 

professional developments – suggest that nurses may experience moral distress when navigating the 

ethical challenges posed by assisted suicide requests and suicide prevention in care recipients who 

consider this option. Moral distress arises when nurses face psychological strain due to moral 

conflicts, dilemmas, uncertainty, or constraints [81,82]. Since all of these potential triggers as well as 

psychological stress were evident in our study, and given that moral distress related to MAiD has 

been documented internationally among nurses, it is likely that nurses in Germany and other 

countries encounter similar challenges [25]. This issue is particularly concerning because moral 

distress can have serious consequences for nurses – including physical and mental health 

impairments, job dissatisfaction, and staff turnover – as well as for care recipients, such as a reduction 

in the quality of care [92,93]. Accordingly, targeted measures are needed to support nurses in their 

moral role – both in responding professionally to MAiD requests and in suicide prevention. One 

approach to reducing moral distress is to strengthen nurses’ moral resilience, including their moral 

self-efficacy [54,57,94]. Importantly, strategies and interventions – such as educational programs – 

should be implemented across multiple levels: societal, professional, institutional, and team-based, 

rather than placing the responsibility solely on individual nurses [25,57,94]. Furthermore, since 

ethical perspectives on and attitudes towards assisted suicide and suicide prevention vary among 

nurses, interventions must also be tailored to individual needs [58]. Such measures could help 

safeguard both nurses and care recipients from the negative consequences of moral distress 

[25,54,57,94], promoting nurses’ well-being and enhancing the quality of care in the professional 

management of MAiD requests and suicide prevention. 

4.2. Implications for Nursing Practice, Institutions, and Society 

Based on our study findings and previous research, several practice implications emerge that 

should inform healthcare in Germany and are equally relevant for any country where MAiD is legal 

or under consideration.  

At the individual level, nurses need to actively engage in strategies that foster the development 

of moral self-efficacy when addressing MAiD requests and suicide prevention. They should act with 

moral courage, remaining sensitive to their personal moral boundaries and communicating any 

conscientious objection to safeguard their moral integrity. To do so effectively, nurses require support 

at the professional, institutional, and societal levels: 

Firstly, at the professional and institutional level, there is a need for enhanced education and 

training. Educational programs should cover ethics training to foster moral resilience and moral self-

efficacy, the right to conscientious objection, legal and professional aspects of MAiD and suicide 

prevention care, and strategies to reduce ageism in healthcare [25,31,32,52,58,83,87]. 

Secondly, institutions should cultivate an ethical culture that supports personal and team 

reflection on ethically challenging situations. Creating an environment that encourages open 

discussion of differing perspectives within healthcare teams could help reduce moral conflict and 

tension related to MAiD and suicide prevention [25,30,79]. 

Thirdly, at both professional and institutional levels, nurses’ roles and responsibilities in MAiD 

and suicide prevention need clarification. Developing ethical guidelines that address these areas, 
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including conscientious objection, could provide a moral framework to guide nursing practice 

[25,31,52,58,83]. 

Fourthly, at the societal level, barriers to accessing health services that support suicide 

prevention should be addressed as a pressing public health issue [91], alongside efforts to strengthen 

the nursing workforce and mitigate reported time constraints [90]. 

4.3. Strenghts and Limitations 

A major strength of this study lies in its inclusion of a wide range of perspectives from nurses 

working in organizations of varying size and structure, representing both residential and home-

based LTC. Furthermore, the use of a structured and theoretically underpinned coding framework 

supported the rigorous analysis of the data. 

Yet, several limitations should be taken into account when interpreting our findings. Although 

we captured a broad spectrum of ethical perspectives from nurses across different LTC organizations, 

the transferability of our results to other countries, legal frameworks and settings is limited. 

Furthermore, while our aim was to explore a wide range of perspectives and challenges related to 

assisted suicide and suicide prevention, previous research has shown that participants may be 

hesitant to openly address such sensitive topics in group discussions [65]. As such, in focus groups 

that included both frontline nurses, and nurses with additional leadership roles, hierarchical 

positions may have influenced participants’ responses. Additionally, technical challenges arose in the 

online focus groups as some participants experienced connectivity issues. As a result, certain 

potentially valuable insights may have been missed. Finally, not all participants had direct experience 

with assisted suicide requests. Many instead drew on encounters with “desire to die” situations in 

reflecting on their practice, meaning that some responses regarding assisted suicide were necessarily 

hypothetical and should be interpreted accordingly.   

4.4. Research Implications 

Future research could adopt alternative research methods, such as individual interviews, to 

triangulate our results and to gain deeper insights into nurses’ ethical experience in the context of 

assisted suicide and suicide prevention in Germany. While our study primarily focused on nurses’ 

ethical perspectives and challenges, future research should explore strategies and practical 

approaches that nurses use to navigate ethically challenging situations in the context of MAiD and 

suicide prevention across countries. Additionally, intervention studies are needed to examine the 

effects of measures such as educational programs designed to enhance nurses’ moral resilience and 

moral self-efficacy. Furthermore, it would be valuable to examine the underlying meanings and 

triggers of nurses’ emotional responses in relation to MAiD and suicide prevention in more detail. 

Finally, our findings suggest that suicide prevention can pose ethical challenges, particularly when 

considered alongside MAiD, yet research in this area remains limited. Thus, there is a need to 

investigate nurses’ ethical perspectives on suicide prevention in greater depth, using qualitative 

approaches. 

5. Conclusions 

Requests for assisted suicide and suicide prevention present ethically complex situations for 

nurses in residential and home-based LTC in Germany. Nurses must navigate intuitive and 

emotional responses, analyze ethical perceptions, engage in ethical reflection, and confront numerous 

ethical challenges in these contexts. Consequently, such situations may contribute to the development 

of moral distress, negatively impacting nurses’ well-being and potentially compromising the quality 

of patient care. 

Educational interventions, the cultivation of an open ethical climate, clear role definitions, 

guidelines and the removal of barriers to suicide prevention may help reduce nurses’ moral distress, 

both in Germany and internationally. Taken together, these measures can safeguard moral integrity, 
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strengthen moral resilience, including moral self-efficacy, and provide a more stable ethical 

framework. This, in turn, enables nurses to respond professionally to MAiD requests while effectively 

supporting suicide prevention, ultimately benefiting both nurse well-being and the quality of patient 

care. 
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