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Background: End-of-life medical decisions sometimes give rise to ethical problems.
The purpose of the study was to survey the knowledge and attitudes of the
population on the subject.

Material and method: An online survey of a representative sample of adults
in Norway. The respondents were asked to take a position on four statements
about Norwegian health legislation, and to answer eight statements about their
attitudes towards end-of-life care and decisions. The responses were analysed
using descriptive statistics.

Results: A total of 1167 people completed the survey (response rate 23.7%).
Seventy-eight per cent mistakenly believed that when a patient can no longer
make decisions about their care, it is their next of kin who makes the decisions.
A majority of respondents answered correctly in relation to the other statements
relating to knowledge. Attitudes towards end-of-life care varied. While a major-
ity (67%) believe that many patients are kept alive against their will, a full 79%
trust that they will receive good palliative care if they become terminally ill.

Interpretation: The survey shows a widespread misconception about the role
of the next of kin in healthcare decisions. It is important that healthcare person-
nel communicate the division of responsibilities clearly and clarify what the next
of kins right to participation entails.

Decisions about end-of-life care are sometimes fraught with uncertainty,
disagreement and ethical problems for healthcare personnel, patients and
next of kin. Patients are often unable to express their choices in the end-of-
life phase, and sometimes their treatment preferences are also unknown.
Life-prolonging treatment is one of the most frequently discussed issues in
clinical ethics committees (1). Knowledge of the preferences, knowledge
and attitudes of the patient and their next of kin is useful, particularly for
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the doctor with responsibility for the patient. This can help provide indi-
vidualised information that enables the patient and their next of kin to
participate in a useful way, and facilitates a good decision-making process.

In this connection, it is also useful for doctors and other healthcare
personnel to be aware of the general population’s attitudes towards and
knowledge of the legislation on end-of-life care. Healthcare personnel should
understand the variation in knowledge, perceptions and attitudes among
patients and their next of kin when informing and making decisions on
such issues. Attitudes towards and knowledge about end-of-life decisions
are also important for the discourse on assisted dying.

In this study we sought to obtain knowledge of and understand attitudes
towards key topics in the field. The topics for the survey were chosen based
on the authors’ knowledge of what gives rise to problems and disagreements
in clinical practice, as well as public discourse on the subject.

We are not aware of similar surveys of the Norwegian population’s attitudes
towards or knowledge of the legislation in this field. Many international
studies have been carried out, particularly of the population’s attitudes (2, 3).
In these, questions are formulated and topics are selected based on the specific
national context. Comparisons across countries are therefore often a challenge.

Material and method

The statements put to the respondents were formulated with a view to
understanding the core aspects of end-of-life decisions. The questionnaire
was devised by the authors, with input from other research colleagues. In
the first of two sets of statements, the respondents were asked to take a
position on four factual statements about Norwegian health legislation. The
response alternatives were ‘Yes’, ‘No’ and ‘Don’t know’. In the second set
of statements, they were asked to indicate whether they agreed or disagreed
with eight statements about end-of-life care and decisions. The response
alternatives were ‘Strongly disagree’, ‘Disagree to some extent’, ‘Neither
agree nor disagree’, ‘Agree to some extent’ and ‘Strongly agree’.

The survey was conducted by Kantar, a data analysis company, and was
initiated and financed by the Medical Ethics Council. This was reflected in
the questionnaire. Kantar’s Gallup panel consists of approximately 40,000
people and strives to be representative of the adult population. An invitation
was emailed to members of the panel with a request to answer an online
questionnaire. Responding to the survey was considered implicit consent
to participate. The data protection officer at the Norwegian Centre for
Research Data (NSD, ref. 629574) considered the survey to be in accord-
ance with data protection legislation.
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In panel surveys, a higher weighting is normally given to the answers of
respondents who belong to groups that are underrepresented in the sample.
In line with this, the answers are weighted with regard to age, gender and
region of residence (Table 1). The data were analysed using SPSS 27 and
presented in the form of descriptive statistics.

Results
In August 2021, the questionnaire was sent to 4929 people, 1167 of whom
completed the survey (response rate 23.7%).

Table 1 shows the demographics of respondents.

Table 2 shows the breakdown of responses to the statements on health
legislation: 62% answered (correctly) ‘No’, while 14% answered (incorrectly)
Yes’ to the statement that Norwegian citizens have a legal right to take their
own life. A total of 78% answered (incorrectly) in the affirmative, while
only 9% (correctly) rejected the idea that a patient’s next of kin makes the
decision on end-of-life care when the patient is no longer able to make such
decisions. Seventy per cent answered (correctly) that it is permitted to
administer large doses of palliative medication to relieve pain, even if it may
have the unintended effect of hastening death, while 13% answered (incor-

1able 1. Demographics of the respondents. (Number (%))

Unweighted (N (%)) Weighted (N (%))

Age Below 30 years 128 (11.0) 230 (19.7)
30-44 years 330 (28.3) 299 (25.6)
45-59 years 320 (27.4) 299 (25.6)
60 years and over 389 (33.3) 340 (29.1)
Gender Female 610 (52.3) 579 (49.6)
Male 557 (47.7) 588 (50.4)
Education Primary/lower secondary school 48 (4.1) 44 (3.8)
Upper secondary school 268 (23.0) 283 (24.2)
Vocational college 107 (9.2) 115 (9.8)
University/university college <5 years 401 (34.4) 398 (34.1)
University/university college 25 years 343 (29.4) 328 (28.1)
Region of Oslo and area 304 (26.0) 296 (25.3)
residence Remainder of Eastern Norway 295 (25.3) 300 (25.7)
Southern and Western Norway 353 (30.2) 361 (30.9)
Trendelag/Northern Norway 212 (18.2) 208 (17.8)
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1able 2. Knowledge of legislation on end-of-life care. (Number (%))

Don’t Did not
Yes No know  answer All

It is permitted to turn off the ventilator at the 674 164 293 5(0,4) 1167
patient’s request, even if it results in the patient’s (57.8) (16.6)  (25.1) (100)
death.

(Sections 4.1 and 4.9 of the Patients’ Rights Act)

It is permitted to administer large doses of 813 149 201 5(0.4) 1167
medication to relieve pain and other symptoms, (69.6) (12.8) (17.2) (100)

even if it may have the unintended effect of

hastening death.

When a patient can no longer make decisions about 904 108 154 1(0.1) 1167
their care, it is the patient’s next of kin who makes (77.5) 9.2) (13.2) (100)

the decisions.

(Sections 4.6 and 4.9 of the Patients’ Users Rights)
Norwegian citizens have a legal right to take their 165 721 279 2(0.2) 1167

own life.

(14.2)  (61.7) (23.9) (100)

(Section 277 of the Penal Code)
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rectly) that this is not permitted. A total of 58% answered (correctly) ‘Yes’
and 17% answered (incorrectly) ‘No’ to the statement on whether it is
permitted to turn off a patient’s ventilator even if it results in death.

Table 3 shows the results for the statements about attitudes towards end-
of-life care. Sixty-nine per cent of respondents strongly agreed or agreed to
some extent that turning off a ventilator at the patient’s request is considered
a form of assisted dying. Seventy-nine per cent trusted that they will receive
good palliative care if they become terminally ill (strongly agreed/agreed to
some extent). Fifty-six per cent strongly agreed or agreed to some extent that
patients can no longer lead a dignified life once they lose control of their
bladder or bowels. Forty-one per cent strongly agreed or agreed to some
extent that they believe there are many cases of assisted dying in Norway,
despite it being illegal. Forty-nine per cent strongly agreed or agreed to some
extent that administering analgesics as part of palliative care often hastens
death. Fifty-two per cent strongly agreed or agreed to some extent that taking
one’s own life should be a human right. Forty-two per cent strongly agreed
or agreed to some extent that it is common at the end of life to have severe
pain that cannot be relieved. Sixty-seven per cent strongly agreed or agreed
to some extent that many patients are kept alive against their will. There was
no correlation between gender, knowledge and attitudes.

The exception was for the statement that patients can no longer lead a
dignified life once they lose control of their bladder or bowels. Here, more
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Table 3. Attitudes towards end-of-life decisions. (Number (%)).
Disagree  Neither Agree to

Strongly  to some agree nor some Strongly Did not

disagree extent disagree extent agree  answer Total
I consider turning off 93 (7.9) 136 126 475 333 4 (0.4) 1167
a ventilator at the (11.6) (10.8) (40.7) (28.5) (100)
patient’s request a
form of assisted dying.
I trust that I will 18 (1.6) 85(7.3) 135 437 487 4(0.4) 1167
receive good palliative (11.6) (37.5) (41.7) (100)
care if I become
terminally ill.
I believe that patients 136 193 185 372 280 1(0.1) 1167
can no longer lead a (11.6) (16.5) (15.8) (31.9) (24.0) (100)
dignified life once they
lose control of their
bladder or bowels.
I believe there are 116 (9.9) 190 385 396 80 (6.9) 0 1167
many cases of assisted (16.3) (33.0) (34.0) (100)
dying in Norway,
despite it being illegal.
I believe that 64 (5.5) 163 369 416 152 2(0.2) 1167
administering (14.0) (31.6) (35.7) (13.0) (100)
analgesics as part of
palliative care often
hastens death.
I believe that taking 158 150 251 332 273 3(0.3) 1167
one’s own life should (13.5) (12.9) (25.1) (28.4) (23.4) (100)
be a human right.
I believe it is common 97 (8.3) 224 355 339 152 0 1167
at the end of life to (19.2) (30.4) (29.0) (13.0) (100)
have severe pain that
cannot be relieved.
I believe that many 59 (5.0) 107 (9.2) 216 507 275 3 (0.3) 1167
patients are kept alive (18.5) (43.5) (23.6) (100)

against their will.

men than women agreed with the statement (61.7% and 49.9% of men

and women, respectively, strongly agreed/agreed to some extent).
Respondents in the higher age group responded correctly to more of the

knowledge statements than younger respondents. For example, 67% of
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respondents over the age of 60 correctly indicated that it is permitted to
turn off the ventilator at the patient’s request, while the corresponding
proportion for those under the age of 30 was 50%. Compared to younger
respondents, the higher age group were more likely to agree that palliative
care often hastens death and that they trust they would receive good pal-
liative care if they became terminally ill. More of the younger respondents
indicated that they believed it is common at the end of life to have severe
pain that cannot be relieved.

Discussion

As many as 78% mistakenly believed that when the patient can no longer
make decisions about their own treatment, it is the patient’s next of kin
who makes the decisions. A majority of respondents answered the other
knowledge statements correctly. Attitudes towards end-of-life health care
varied. While a majority (67%) believed that many patients are kept alive
against their will, as many as 79% trusted that they would receive good
palliative care if they became terminally ill.

Strengths and weaknesses

One of the weaknesses of the study is the low response rate. This means
that response bias cannot be ruled out. Low response rates are a problem
in many surveys (4), but analyses indicate that the responses may still be
representative (5). The sample was drawn from a panel that is representative
of the population, and the answers were weighted based on demographic
parameters.

Next of kin have no legal decision-making authority

The survey shows a widespread misconception about the role of next of kin
in decisions about health care. Section 3-1 of the Patients’ Rights Act stip-
ulates that if a patient is not competent to give consent, the patient’s next
of kin is entitled to participate in decisions relating to their health care.
However, participate in this context mainly entails providing information
on what the patient would have wanted (section 4-6 of the Patients’ Rights
Act). Where a dying patient is unable to express their wishes, healthcare
personnel must give most weight to what the next of kin expresses as the
patient’s wish and their own wish. However, it is the doctor responsible for
treating the patient, not the next of kin, who must make the decision, based
on an independent assessment (sections 4-6 and 4-9 of the Patients’ Rights
Act). This is also clearly stated in a circular setting out how the Act should
be interpreted and practised (6). In a survey of a representative sample of
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Norwegian doctors from 2012, 44% of respondents stated that they had
withdrawn treatment at the request of a patient’s next of kin without know-
ing the patient’s wishes (7). Correspondingly, it was found that nursing
home doctors often gave weight to the next of kin’s view without trying to
clarify the patient’s view (8). It is important to be aware that such practices
are based on a misconception, which it transpires is at least as widespread
among the general population as among doctors. When relevant, the doctor
should communicate the division of responsibilities clearly and clarify what
the next of kin’s right to participation entails. This may help prevent mis-
understandings and conflicts.

About 70% of respondents knew that it is permitted to administer large
doses of palliative medication, even if it may have the unintended effect of
hastening death. Nearly half believed that palliative medication often has-
tens death. There is no evidence to suggest that palliative medication has a
systematic, predictable, life-shortening effect. Although such medication
can lead to death, it is unknown how often this happens in practice (9, 10).

A small proportion mistakenly believed that Norwegian citizens have a
legal right to end their own life. However, there is also no law against suicide
that does not involve other parties. Section 277 of the Penal Code does not
cover a person’s own suicide, but it is a criminal offence for both healthcare
personnel and ordinary citizens to contribute to another person’s suicide.
The health service’s task is to deter suicide and prevent the loss of life as a
result of attempted suicide. This is reflected in, inter alia, section 7 of the
Health Personnel Act, which imposes a duty on healthcare personnel to
provide health care when it must be assumed that the health care is of vital
importance. It is also reflected in provisions that cover the treatment of
patients under compulsory mental health care where there is imminent and
serious danger to their own life (sections 3-2, 3-3 and 4-4 of the Mental
Health Care Act), in the Norwegian Directorate of Health’s guide (11) and
in the Solberg Government’s “zero vision” for suicide (12). Although there
is no law against suicide that does not involve other parties, this does not
represent a legal right that can be respected or enforced in the same way as
for rights granted in health legislation.

Just over half of the respondents knew that it is legal to withdraw ven-
tilator support at the patient’s request even if it will result in the patient’s
death. This is based on the premise that a patient who is kept alive with the
aid of a ventilator is to be considered dying, and dying patients are entitled
to refuse life-prolonging treatment under section 4-9 of the Patients’ Rights
Act. Cases can be envisaged where the response would be different if the
patient was not considered dying, and special circumstances dictate that
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the patient’s autonomous wishes can be overridden. We did not include
such a nuanced situation because it is not certain whether there is even a
legal right to put patients on ventilators if they object.

Differing attitudes to statements about end of life

In the statements relating to attitudes, the respondents were generally dis-
tributed across the entire spectrum of response alternatives. Two-thirds
strongly agreed or agreed to some extent that turning off a ventilator at the
patient’s request should be considered a form of assisted dying. In support
of this, Gamlund and Solberg argue that there are no ethically relevant
differences between what they call ‘passive euthanasia’ (withdrawing or with-
holding of treatment) and ‘active euthanasia’ (13). We disagree with that.
In assisted dying, the doctor administers an injection with the express pur-
pose, and predictable effect, of inducing death. If treatment for a life-threat-
ening illness is withdrawn or withheld, the patient will die of the disease.
Both the cause of death and the intention behind the act are different (2,
14). The doctor’s perspective is also the complete opposite in the two situ-
ations: in the case of assisted dying, the doctor’s perspective is that the
patient’s life should be ended before the time of natural death. However, in
the withdrawing or withholding of treatment, the doctor’s perspective is
that the patient’s life should not be extended beyond natural life expectancy.
In practical terms, there is also a difference between the specific act of
euthanasia and the broad term ‘withdrawing or withholding of treatment’.
Euthanasia entails the administration of medication where the only inten-
tion and effect is imminent death. The withdrawing or withholding of
treatment includes a myriad of choices that healthcare personnel face about
withholding, abruptly withdrawing or tapering off a broad spectrum of
treatment options, ranging from administering antibiotics and supplying
fluids and nutrients, to cardiopulmonary resuscitation and mechanical ven-
tilation (15).

The vast majority trusted that they would receive good palliative care if
they became terminally ill. In contrast to this, nearly half strongly agreed
or agreed to some extent that it is common at the end of life to have severe
pain that cannot be relieved. This is reflected in the public discourse on
assisted dying where the belief is that this relates to a patient population
that cannot be helped by palliative care, and where assisted dying should
be an option. In a survey from 2019, 62% of respondents agreed with a
similar question (16). Medical professionals have differing views on the
issue of whether good palliative care can make assisted dying redundant (8,
17). Many professionals believe that there are still major challenges within
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palliative care in Norway (18). For example, one study found that a large
proportion of nursing home patients in the end-of-life phase suffered con-
siderable pain that could not be relieved (19).

Updated guidelines for palliative sedation will make the treatment more
accessible (20), but professionals are concerned that not enough patients
are given this treatment (21).

More than half of the respondents felt that lack of bladder and bowel
control (incontinence) meant a patient could no longer lead a dignified life.
Incontinence is not specific to the end-of-life phase. Among people who
were granted physician-assisted suicide in Oregon, 38% cited loss of control
over bodily functions as one of their concerns. Loss of control over bodily
functions can be understood to constitute a loss of independence and dig-
nity. Significantly reduced quality of life has been reported in patients with
urinary incontinence (22).

Almost half of the respondents believed there are many cases of assisted
dying in Norway, even though it is illegal. As ‘assisted dying’ was defined
in the introduction to the survey as an umbrella term for ‘euthanasia’ and
‘physician-assisted suicide’, which were also precisely defined, we assume
that the respondents had a sufficient understanding of the concept of assisted
dying to answer the statements. There is a lack of reliable figures that can
shed light on the reality of the situation. Only three doctors in Norway
(one of whom was convicted) are officially known to have performed assisted
dying (23). A survey from 2002 showed that a small number of respondents
had performed assisted dying (24), while in a follow-up survey from 2012,
six out of 1279 doctors indicated that they had hastened a patient’s death
in the past year (7). Assisted dying (and unsolicited mercy killing) does
therefore take place in Norway, but as far as we know, it is rare.

Well over half of the respondents believed that taking one’s own life
should be a human right. Neither Norwegian law nor international conven-
tions with which we are affiliated legislate against suicide without the
involvement of other parties. It is, however, prohibited under Norwegian
law to assist in suicide, and although the act itself is not sanctioned by law,
there are several laws that seek to discourage suicide. The European Court
of Human Rights has tried cases relating to whether the individual’s right
to self-determination in issues of life and death includes the right to receive
assistance to end one’s own life. In the so-called Pretty judgment, however,
it was concluded that the European Convention on Human Rights does
not grant the right to receive assistance in taking one’s own life (25). Nev-
ertheless, in cases dealing with the withdrawing or withholding of treatment,
the same court has ruled that the right to personal autonomy is strong, and
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that withdrawing treatment or nutrients and fluids is not to be regarded as
a violation of the Convention for the Protection of Human Rights and
Fundamental Freedoms (26).

Two-thirds of respondents believed that many patients are kept alive in
the end-of-life phase against their will. How often patients ‘at the end of
life’ are kept alive against their will is unknown. Doctors claim that such
overtreatment often occurs following pressure from patients’ families, but
there are also stories of doctors who refuse to let the patient die (27). A
perhaps greater problem in clinical practice is patients who lack the com-
petence to give consent but are subject to life-prolonging treatment far
beyond what patients who are competent to give consent tend to want. The
Patients’ Rights Act states that all treatment requires explicit or presumed
consent (sections 4-1 and 4-2). This is also linked to core principles of
medical ethics such as beneficence, nonmaleficence and autonomy. Giving
life-prolonging treatment to patients who do not want it cannot be said to
be beneficient, and may actually be harmful to the patient. Under section
4-9 of the Patients’ Rights Act, a dying patient has the right to refuse life-
prolonging treatment. This delimits the duty to provide necessary health
care under section 7 of the Health Personnel Act. A dying patient has the
right to object to treatment, and where the patient is unable to communi-
cate their wishes, healthcare personnel have a duty to clarify what the patient
would have wanted in such situations. In our experience, reassuring patients
that their wish not to be kept alive against their will shall be respected can
in itself help lessen the patient’s thoughts about suicide and assisted dying.
In a resolution from the National Council of the Norwegian Medical Asso-
ciation, the medical professions have called on effective procedures to be
drawn up aimed at counteracting overtreatment in the end-of-life phase
(28).

Conclusion

The population’s knowledge of central health legislation is incomplete. Many
people mistakenly believe that when a patient is not competent to give
consent, it is their next of kin who makes the decision about treatment. It
is therefore particularly important that doctors and other healthcare person-
nel are aware of where the responsibility for such decisions lies, and that
they have effective procedures and formulations in place for informing
patients’ families of this. Dying patients are well protected in Norway, and
it can be reassuring to know this. Many regard the withdrawing or with-
holding of treatment to be a form of assisted dying, although this is some-
thing quite different. Seventy-nine per cent trust that they will receive good
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palliative care if they need it, but there is still a need to better educate the
public about palliative care in the end-of-life phase.

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

Magelssen M, Pedersen R, Miljeteig I et al. Importance of systematic deliberation and
stakeholder presence: a national study of clinical ethics committees. J Med Ethics 2020;
46: 66-70. https://doi.org/10.1136/medethics-2018-105190

Zhu Y, Enguidanos S. When patients say they know about palliative care, how much
do they really understand? J Pain Symptom Manage 2019; 58: 460—4. https://doi.
org/10.1016/j.jpainsymman.2019.05.008

Rietjens JA, van der Heide A, Voogt E et al. Striving for quality or length at the end-
of-life: attitudes of the Dutch general public. Patient Educ Couns 2005; 59: 158-63.
https://doi.org/10.1016/j.pec.2004.10.012

Groves RM. Nonresponse rates and nonresponse bias in household surveys. Public Opin
2006; 70: 646—75. https://doi.org/10.1093/poq/nfl033
Hellevik O. Extreme nonresponse and response bias. Quality ¢ Quantity 2016; 50:
1969-91. https://doi.org/10.1007/s11135-015-0246-5

Pasient- og brukerrettighetsloven med kommentarer. Helsedirektoratet. Oslo 2018.
Pasient- og brukerrettighetsloven med kommentarer - Helsedirektoratet (11.11.2022).

Forde R, Aasland OG. Are end-of-life practices in Norway in line with ethics and law?
Acta Anaesthesiol Scand 2014; 58: 1146-50. https://doi.org/10.1111/aas. 12384

Romeren M, Pedersen R, Forde R. How do nursing home doctors involve patients and
next of kin in end-of-life decisions? A qualitative study from Norway. BMC Med Ethics
2016; 17: 5. https://doi.org/10.1186/s12910-016-0088-2

Sykes N, Thorns A. The use of opioids and sedatives at the end of life. Lancer Oncol
2003; 4: 312-8. hetps://doi.org/10.1016/s1470-2045(03)01079-9

Nasjonale faglige rad for lindrende behandling i livets sluttfase: Helsedirektoratet, 2018.
Lindrende behandling i livets sluttfase - Helsedirektoratet (11.11.2022).

Nasjonale retningslinjer for forebygging av selvmord i psykisk helsevern. IS 1511. Oslo:
Sosial- og helsedirektoratet, 2008.

Handlingsplan for forebygging av selvmord. Regjerigen 2020. regjeringens-handlings-
plan-for-forebygging-av-selvmord-2020-2025.pdf (11.11.2022).

Gamlund E, Solberg CT. Livshjelp eller dodshjelp? I: Gamlund E, Solberg CT, red. Hva
er doden. Oslo: Universitetsforlaget, 2020: 74-9.

Magelssen M. Fem spor i dedshjelpsdebatten. I: Horn MA, Kleiven DJH, Magelssen
M, red. Dodshjelp i Norden? Etikk, klinikk og politikk. Oslo: Cappelen Damm Akademisk,
2020: 21-34. https://doi.org/10.23865/n0oasp.96.ch1

Magelssen M, Forde R. Etikk ved livets slutt. I: Magelssen M, Forde R, Lillemoen L et
al, red. Etikk i helsetjenesten. Oslo: Gyldendal Akademisk, 2020.
Brekhus LA. Undersokelse: 1 av 4 mangler dillit til helsevesenet ved uhelbredelig sykdom.

ABC Nyheter 1.12.2019. Undersekelse: 1 av 4 mangler dillit til helsevesenet ved uhel-
bredelig sykdom | ABC Nyheter (11.11.2022).

Brelin S. Kan lindrende behandling fierne behovet for dedshjelp? I: Horn MA, Kleiven
DJH, Magelssen M, red. Dodshjelp i Norden? Etikk, klinikk og politikk. Oslo: Cappelen
Damm Akademisk, 2020: 193-211. https://doi.org/10.23865/n0asp.96.ch10

DopsHJELP ‘ 21


https://doi.org/10.1136/medethics-2018-105190
https://doi.org/10.1016/j.jpainsymman.2019.05.008
https://doi.org/10.1016/j.jpainsymman.2019.05.008
https://doi.org/10.1016/j.pec.2004.10.012
https://doi.org/10.1093/poq/nfl033
https://doi.org/10.1007/s11135-015-0246-5
https://www.helsedirektoratet.no/rundskriv/pasient-og-brukerrettighetsloven-med-kommentarer
https://doi.org/10.1111/aas.12384
https://doi.org/10.1186/s12910-016-0088-2
https://doi.org/10.1016/s1470-2045(03)01079-9 
https://www.helsedirektoratet.no/faglige-rad/lindrende-behandling-i-livets-sluttfase
https://www.regjeringen.no/contentassets/ef9cc6bd2e0842bf9ac722459503f44c/regjeringens-handlingsplan-for-forebygging-av-selvmord-2020-2025.pdf
https://www.regjeringen.no/contentassets/ef9cc6bd2e0842bf9ac722459503f44c/regjeringens-handlingsplan-for-forebygging-av-selvmord-2020-2025.pdf
https://doi.org/10.23865/noasp.96.ch1
https://www.abcnyheter.no/helse-og-livsstil/helse/2019/12/01/195630107/undersokelse-1-av-4-mangler-tillit-til-helsevesenet-ved-uhelbredelig-sykdom
https://www.abcnyheter.no/helse-og-livsstil/helse/2019/12/01/195630107/undersokelse-1-av-4-mangler-tillit-til-helsevesenet-ved-uhelbredelig-sykdom
https://doi.org/10.23865/noasp.96.ch10

18. NOU 2017:16. P4 liv og ded. Palliasjon til alvorlig syke og deende. NOU 2017: 16 -

regjeringen.no (11.11.2022).

19. Sandvik RK, Selback G, Bergh S et al. Signs of imminent dying and change in symptom
intensity during pharmacological treatment in dying nursing home patients: a prospec-
tive trajectory study. / Am Med Dir Assoc 2016; 17: 821-7. https://doi.org/10.1016/j.
jamda.2016.05.006

20. Retningslinjer for lindrende sedering i livets sluttfase. Den norske Legeforening

retningslinjer-for-lindrende-sedering-i-livets-sluttfase-2014.pdf (legeforeningen.no

(11.11.2022).

21. Materstvedt L], Ottesen S, Hofacker S et al. Unodvendig lidelse kan unngis ved livets
slutt. Dagens Medisin 29.01.2019. Unedvendig lidelse kan unngds ved livets slutt - Debatt
og kronikk - Dagens Medisin (11.11.2022).

22. 2Livskvalitet. I: Behandling av urininkontinens. SBU-rapport nr. 143. Stockholm: Statens
beredning for medicinsk utvirdering, 2000: 168—77. Behandling av urininkontinens
(sbu.se) (11.11.2022).

23. Kleiven DJH, Hartling O, Stihle F et al. Dodshjelp: Lovverk, praksis og holdninger i
de skandinaviske land. I: Horn MA, Kleiven DJH, Magelssen M, red. Dodshjelp i Norden?
Etikk, Klinikk og politikk. Oslo: Cappelen Damm, 2020: 51-73. https://doi.
org/10.23865/n0oasp.96.ch3

24. Forde R, Aasland OG, Steen PA. Medical end-of-life decisions in Norway. Resuscitation
2002; 55: 235—40. https://doi.org/10.1016/s0300-9572(02)00270-8

25. 2Case of Pretty v. The United Kingdom. Strasbourg 2002. Den europeiske menneske-
rettssdomstol 2002. PRETTY v. THE UNITED KINGDOM (coe.int) (11.11.2022).

26. Lambert and Others v. France. Strasbourg 2015. Den europeiske menneskerettsdomstol

2015. HUDOC - European Court of Human Rights (coe.int) (11.11.2022).
27. Nordland N. — Det var et overgrep at legene ikke lot far do. NRK Nordland 01.04.2014.
— Et overgrep at far ikke fikk do — NRK Nordland (11.11.2022).

28. Medisinsk overaktivitet i livets sluttfase. Den norske Legeforening. PowerPoint-presen-

tasjon (legeforeningen.no) (30.11.2022)

Svein Aarseth

svein.aarseth @legeforeningen.no
Medical Ethics Council
Norwegian Medical Association
PO Box 1152 Sentrum
NO-0107 Oslo

NORWAY

Svein Aarseth is a specialist in general practice and occupational medicine,
and chair of the Medical Ethics Council.

22 ‘ MicHAEL 1/ 2023


https://www.regjeringen.no/no/dokumenter/nou-2017-16/id2582548/
https://www.regjeringen.no/no/dokumenter/nou-2017-16/id2582548/
https://doi.org/10.1016/j.jamda.2016.05.006
https://doi.org/10.1016/j.jamda.2016.05.006
https://www.legeforeningen.no/contentassets/cc8a35f6afd043c195ede88a15ae2960/retningslinjer-for-lindrende-sedering-i-livets-sluttfase-2014.pdf
https://www.dagensmedisin.no/artikler/2019/01/29/unodvendig-lidelse-kan-unngas-ved-livets-slutt/
https://www.dagensmedisin.no/artikler/2019/01/29/unodvendig-lidelse-kan-unngas-ved-livets-slutt/
https://www.sbu.se/sv/publikationer/SBU-utvarderar/behandling-av-urininkontinens/
https://www.sbu.se/sv/publikationer/SBU-utvarderar/behandling-av-urininkontinens/
https://doi.org/10.23865/noasp.96.ch3
https://doi.org/10.23865/noasp.96.ch3
https://doi.org/10.1016/s0300-9572(02)00270-8
https://www.nrk.no/nordland/_-et-overgrep-at-far-ikke-fikk-do-1.11621593
https://www.legeforeningen.no/contentassets/9b1dd9fc1c38416599e678727135efd2/resolusjon-medisinsk-overaktivitet-i-livets-sluttfase.pdf
https://www.legeforeningen.no/contentassets/9b1dd9fc1c38416599e678727135efd2/resolusjon-medisinsk-overaktivitet-i-livets-sluttfase.pdf
mailto:svein.aarseth@legeforeningen.no

Morten Andreas Horn
hormor@ous-hf-no
Department of Neurology
Oslo University Hospital
PO Box 4950 Nydalen
NO-0424 Oslo

Morten Andreas Horn, PhD, is a specialist in neurology and senior consul-
tant at Oslo University Hospital. Member of the Medical Ethics Council
2018-21.

Jorgen Dahlberg
jorgen.dahlberg@medisin.uio. no
Akershus University Hospital
and

Centre for Medical Ethics
Institute of Health and Society
University of Oslo

Jorgen Dahlberg is a lawyer with practising certificate and senior consultant
at Akershus University Hospital. He is also a part-time researcher at the
Centre for Medical Ethics.

Morten Magelssen

morten.magelssen @medisin. uio.no

Centre for Medical Ethics

Institute of Health and Society

University of Oslo

PO Box 1130 Blindern

NO-0318 Oslo

and

MTF Norwegian School of Theology, Religion and Society
Oslo

Morten Magelssen, PhD, MD, associate professor at the Centre for Medical
Ethics and professor 11 in bioethics ar MF Norwegian School of Theology,
Religion and Society.

This article has been peer reviewed.

DopsHJELP ‘ 23


mailto:HORMOR@ous-hf.no
mailto:jorgen.dahlberg@medisin.uio.no
mailto:Morten.magelssen@medisin.uio.no

	_Hlk125384628
	_Hlk124795570
	_Hlk88405359
	_Hlk88405431

