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Assisted suicide, in particular, arouses heated debate. Given the legal 
framework for assisted suicide in Switzerland and differing attitudes to the 
management of the desire for death among physicians, other medical 
professionals and the pub-lic, the tensions between the ethical requirements 
for promotion of self-deter-mination and for protection of life cannot be 
resolved. Nonetheless, the clearest possible guidelines should be provided for 
medical professionals. The formula-tion of objective medical criteria for the 
acceptability of assisted suicide is prob-lematic since, firstly, such criteria would 
give rise to difficult questions of demar-cation and, secondly, in situations 
where the criteria were met, assisted suicide would be automatically defined 
as an option. Patients and medical profession-als could thus find themselves 
under pressure to explain why they do not wish to consider this option. In 
addition, what leads to a patient’s autonomous desire for suicide is not the 
objective medical condition but the subjective experience of intolerable 
suffering. While the suffering experienced by the patient cannot be expressed 
in objective terms, it may still be comprehensible for third parties. However, in 
order to justify why assisted suicide should be considered a medi-cal matter at 
all, medically definable symptoms of disease or functional impair-ments must 
be present. In view of the exceptionally far-reaching consequences of the 
decision, possible incapacity must be particularly carefully excluded, and it 
must be conscientiously verified that the patient’s desire for suicide is well-con-
sidered, not due to external pressure and enduring.

The increasingly widely discussed question of whether and how support may be 
provided for patients who voluntarily refuse food and fluids is addressed sepa-
rately in Section 6.2.2. The following principles concerning assisted suicide are 
not generally applicable to cases of this kind. Depending on the situation and 
the wishes of the patient desiring to pursue this course, the actions 
involved may be generally accepted (in the context of end-of-life care), 
controversial, or impermissible.

6.2.1. Assisted suicide
Assisted suicide involves actions which are intended to enable a person with ca-
pacity to carry out the suicide – in particular, prescribing or dispensing a 
drug for this purpose.

The true role of physicians in the management of dying and death, however, 
in-volves relieving symptoms and supporting the patient. Their responsibilities 
do not include offering assisted suicide, nor are they obliged to perform it. 
Assisted suicide is not a medical action to which patients could claim to be 
entitled, even if it is a legally permissible activity. It is explained below in what 
circumstances the provision of medical assistance in fulfilling a patient’s desire 
for suicide is jus-tifiable from a medical-ethical perspective in accordance with 
these guidelines.
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If a patient makes a request for assisted suicide, this is a desire for death and, as 
such, requires careful assessment (cf. Section 4). At the same time, the patient 
should be encouraged to discuss the desire for suicide with his or her relatives or 
– especially if there are no relatives – with institutions which offer help in situa-
tions of personal crisis.

If an autonomous desire for suicide persists in a patient who has been carefully 
informed and assessed, a physician may – on the basis of a decision for which he 
or she is personally responsible – perform assisted suicide, having verified that 
the following four requirements are met; it must be additionally confirmed by 
an independent third party (who need not be a physician) that the first two re-
quirements are met:

1) Capacity: The patient has capacity in relation to assisted suicide.28 It must be
documented that incapacity has been carefully excluded by the physician. If a
mental disorder, dementia or another condition which may be associated with 
lack of capacity is present, capacity – and, if appropriate, the potential for in-
fluencing incapacity by therapeutic means – must have been assessed by an ap-
propriate specialist.29 If it is to be assumed that the desire for suicide is a cur-
rent symptom of a mental disorder, the physician must not perform assisted
suicide and must offer treatment for the patient’s illness.

2) Autonomous wishes: The patient’s desire is well-considered, not due to external
pressure and enduring. For purposes of assessment, the physician must – other
than in justified exceptional cases – conduct at least two detailed discussions
with the patient, separated by an interval of at least two weeks; if any doubt
remains, additional discussions are required. If there is evidence of a relation-
ship of dependency,30 careful consideration must be given to its possible influ-
ence on the desire for suicide.

3) Severe suffering: The severity of the patient’s symptoms and/or functional im-
pairments is to be substantiated by an appropriate diagnosis and prognosis. For 
the patient, they are a source of intolerable suffering (cf. Section 2.4). The pa-
tient’s desire not to continue living in this situation of intolerable suffering is
comprehensible for the physician on the basis of the previous history and re-
peated discussions. Since intolerable suffering is not objectively determinable,
the physician cannot be required to make such a determination. The physician 
must, however, document that he or she has taken adequate care to gain an
appreciation of the patient’s concrete, individual situation, such as to render

28	 Cf. «Assessment of capacity in medical practice». SAMS Medical-ethical guidelines (2019).
29	 In 2006, the Federal Supreme Court ruled that, in the case of patients with mental illness, a detailed  

psychiatric opinion is required (BGE 133 I 58 E. 6.3.5.2).
30	 For example, in the form of a problematic care situation, financial straits, etc.
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its intolerability comprehensible. While an abstract justification based on a 
diagnosis is not in itself sufficient, it may support such a judgement, especially 
by documenting the course of illness and describing the individual situation.

Not ethically justifiable in accordance with these guidelines is the perfor-
mance of assisted suicide in persons who are healthy.

4) Consideration of alternatives: Medically indicated treatment options and other
types of assistance and support have been sought, discussed with and offered
to the patient. They have proved ineffective or been rejected by the patient,
who has capacity in this regard.

Before, during and after an assisted suicide, consideration is to be given to the 
needs of relatives, but also of the interprofessional care team and other persons 
concerned, and the necessary support is to be provided and documented. Un-
der Art. 115 of the Swiss Criminal Code, assisting suicide is not an offence, pro-
vided that one does not act from selfish motives. Also to be noted from a legal 
perspective is the fact that the prescription of a drug for the purpose of suicide 
must be reported to the relevant cantonal authorities within 30 days.31 The final 
action in the process leading to death must always be performed by the patient. 
Death as a result of assisted suicide must be reported to the competent authori-
ties as an unnatural death.32

Like other patients, those who wish to take their own life with an assisted sui-
cide organisation are entitled to inspect and receive a copy of their records. If 
the patient so wishes, the attending physician can also conduct an assessment 
of cognitive functions and, if appropriate, issue a certificate of capacity in rela-
tion to general, everyday decisions. Such an assessment does not constitute par-
ticipation in assisted suicide. The physician may also assess and, if appropriate, 
certify capacity specifically in relation to assisted suicide (which cannot be in-
ferred from everyday decision-making capacity). The patient cannot, however, 
demand such an assessment.

6.2.2. Support and symptom management for voluntary 
refusal of food and fluids

Voluntary refusal of food and fluids (VRFF; terminal fasting) is adopted by 
some patients as a means of shortening the dying process. The refusal is 
voluntary if wishes to this effect have been clearly expressed by a person with 
capacity. An appropriate space and sufficient time are always required to discuss 
the ideas un-derlying VRFF.

31 Cf. Art. 11 para. 1bis Narcotics Act (NarcA). A list of the cantonal offices to which reports are  
to be submitted can be found on the SAMS website, www.sams.ch/guidelines

32 Cf. Art. 11 para. 1bis Narcotics Act (NarcA).

http://www.sams.ch/guidelines
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