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A B S T R A C T  

The article presents empirical data concerning the meaning of freedom and autonomy in the emotional-cognitive 
processes that govern pre-suicidal decision-making. The data is derived from a qualitative interview study 
conducted between December 2012 and July 2014 on an intensive care unit in Germany. Twelve patients (three 
male, nine female; seven with pre-diagnosed mental illness) who had attempted suicide by intoxication were 
included. The narrative biographical approach chosen allows to capture the individuals’ experiences preceding 
their decisions for suicide and provides insights into the biographical contexts of their decisions. Most strikingly, 
the narratives underline the essential importance of interpersonal relationships as well as an ambivalent reci-
procity of cognitive and emotional processes in pre-suicidal reasoning, while ideas of autonomy and decision- 
making capacity traditionally address rational deliberation. This divergence between patients’ subjective per-
ceptions and scholarly conceptualisations of autonomous suicide is in line with increasing criticism of conven-
tional approaches, given that they ignore essential elements of human existence, such as values, emotions, and 
social interdependence. The empirical findings suggest moving beyond the idea of autonomous decision-making 
for suicide as a rational procedure and instead conceptualise the pre-suicidal decision-making process as a highly 
emotional phenomenon within a relational context. Acknowledging that suicidality is not only linked to 
cognitive considerations but also intertwined with or predominantly controlled by emotional dimensions, such as 
despair, crisis, and marginalisation, we argue that further evaluation tools are required to address suicidality in 
all its facets. In moving beyond the mere consideration of cognitive functions, this approach is particularly 
suitable for representing the reality of persons with mental illness. This provides urgently needed guidance for 
clinical practice, considering that the latest German jurisdiction on physician-assisted suicide holds that the right 
to a self-determined death cannot be refused unless an acute psychiatric condition directly caused the suicide 
wish. 

1. Introduction 

The German language has numerous terms for suicide. Although 
these can essentially be used synonymously, they vary from the dramatic 
denotation Selbstmord (‘self-murder’) to the romanticising Freitod 
(‘death by freedom’), reflecting two converse positions of a polarised 
debate. While the morally accusatory label of ‘murder’ has now been 
rejected in scientific debate (Wittwer, 2003), the semantic link between 
suicide and freedom has significantly impacted the discourse sur-
rounding the right to suicide assistance. However, this debate, including 
its implications for biomedical ethics and German criminal law (Horn, 
2020), has yet to resolve the question of what it actually means to freely 

choose suicide: it has alternatively been understood in terms of positive 
and negative freedom (Berlin, 1969) and as referring to the overlap 
between positive freedom and autonomy (Carter, 2018). Furthermore, it 
can be expressed within the practical context of a compatibilist under-
standing based on an autonomous decision-making process (DMP) 
(Fenner, 2008), which, for its part, requires a certain ‘internal ratio-
nality’ (Gethmann, 1991). Moreover, the idea of freedom in suicide 
ranges from final, tragic freedom from a hopeless existence (Bormuth, 
2008) to the extreme ideal of performing the highest possible act of 
human freedom by ending one’s life (Améry, 2019). 

In February 2020, against the backdrop of these tensions, the 
German Federal Constitutional Court (Bundesverfassungsgericht) 
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declared the autonomous decision to die by suicide to be a fundamental 
aspect of the right to a self-determined death in its verdict 2BvR2347/15 
(BVerfG, 2020). This “also encompasses the freedom to seek and, if 
offered, make use of assistance provided by third parties for this pur-
pose” (2BvR2347/15, para. 212). Part of the constitutional complaints 
leading to the judgment were raised against the Act Criminalising 
Assisted Suicide Services as passed by the German Parliament in 2015. It 
had sanctioned business-like promotion of suicide and was deemed 
unconstitutional by the BVerfG for infringing the right to freedom. In 
contrast with previous theoretical and empirical research (Fenner, 2008; 
Richards, 2017; van Wijngaarden, Leget and Goossensen, 2016), the 
verdicts conception of autonomous suicide shifts the focus from 
reasonableness to the individual’s motives that cannot be assessed “on 
the basis of objective rationality standards” alone (2BvR2347/15, para. 
340). Hence, the right to a self-determined death cannot be restricted to 
externally defined criteria, such as “serious or incurable illness, nor does 
it apply only in certain stages of life or illness” (2BvR2347/15, para. 
210). Simultaneously, however, the BVerfG clarified that an autono-
mous, free will to die by suicide must be both developed and exercised 
independently from an acute state of mental illness (2BvR2347/15, para 
241). Rather, it must involve “a realistic weighing of the pros and cons 
that is determined by their idea of self” (2BvR2347/15, para. 240). In 
conclusion, a free decision to die by suicide a) must not be induced by an 
acute state of mental illness or other undue influences; b) requires suf-
ficient information for the assessment; and c) must be supported by a 
certain enduringness and inner firmness (2BvR2347/15, para. 241ff.). 
The BVerfG acknowledged that the formerly applied practice of assess-
ing decision-making capacity (DMC) in (putative) autonomous suicide 
wishes was insufficient (2BvR2347/15, para. 249). The verdict leaves 
the development of more precise criteria open for discussion 
(2BVR2347/15, para. 339f.). Hence, this calls for a closer investigation 
of other socio-scientific approaches to these concepts. 

Given the life-ending outcome of complete suicide as well as the need 
to exercise general caution towards highly vulnerable suicide attemp-
ters, the debate on assisted suicide has predominantly been theoretically 
informed by legal, philosophical, ethical, and anthropological consid-
erations (Hoffmann and Knaup, 2015; Rubenfeld and Sulmasy, 2020; 
Weilert, 2018). The few empirical studies that have addressed the sub-
ject present interesting findings of how patients who requested eutha-
nasia or physician-assisted suicide (EAS) perceive ‘unbearable suffering’ 
(Dees et al., 2011; Verhofstadt et al., 2017) and how wishes for a 
self-directed death evolve over time (Van Wijngaarden et al., 2016; Van 
Wijngaarden et al., 2021). Explorations as these have substantial im-
plications for clinical practice as PAS affects borderline areas of the 
medical profession, with physicians reporting an increasing minority of 
non-terminally ill older adults expressing the wish to die in the absence 
of a psychiatric diagnose (Balasubramaniam, 2018). This scrutinises the 
doctrine that suicidality is usually caused or significantly enhanced by 
mental illness (Yoshimasu et al., 2008). Secondly, it is still under debate 
whether PAS belongs to the medical practice or contradicts physicians’ 
professional ethics (Oduncu and Hohendorf, 2011). In the absence of a 
medical guideline despite the recent abolishment of the Act Criminal-
ising Assisted Suicide, the current debate in Germany mainly refers to 
the general legal premises regarding the capacity for consent to medical 
treatment, which is also the focus of the hitherto-presented legislative 
drafts on certifying an autonomously formed free will to request suicide 
assistance (ER, 2021). Rarely, however, have the precise implications of 
a substantial conception of capacity regarding pre-suicidal decision--
making been scrutinised. Stewart, Peisah, and Draper (2011), for 
example, suggest a test referring to Grisso and Appelbaum’s 
four-abilities model to give informed consent: understanding, appreci-
ation, reasoning, and expressing a choice (Grisso and Appelbaum, 
1998), complemented by consistency over time and with past expressed 
wishes and beliefs. Taking a closer look at the ‘reasoning’ and ‘appre-
ciation’ elements is particularly instructive: one must be able to “deal 
with the complexity of the options” concerning the “processing of 

information” (Grisso and Appelbaum, 1998) and appreciate the infor-
mation and circumstances that pertain to one’s individual situation. In 
this context, reasoning does not refer to a normative image of rational 
beliefs but rather to one’s ability to weigh up the risks and benefits of 
treatment. From a philosophical perspective, Battin’s work on rational 
suicide pays particular attention to ‘reasoning’ as drawing on the ability 
to reason, a realistic worldview, and sufficient efforts to obtain adequate 
information about one’s situation and possible alternatives to suicide. 
Furthermore, suicide must promote one’s fundamental interests and 
values or serve the avoidance of harm (Battin, 1995). Besides, concepts 
of rational suicide require the consideration of external perspectives, 
such as the consultation of one’s inner circle as well as objective others 
and professionals; however, the decision must not be imposed by others 
(Werth, 1999). In recent years, these considerations have been further 
developed with particular regard to rational suicide in old age: Along 
with formal criteria of mental competence, individual motives get into 
focus, such as an age-related subjective loss of meaning and quality of 
life (Richards, 2017). Empirical research in this field has shown that the 
experience of “disconnectedness to life” due to fatigue, loneliness, or 
feelings of “not mattering” and the “inability to express oneself” can lead 
to the subjective conclusion that one has lived a “completed life” and is 
ready to die (van Wijngaarden, Leget and Goossensen, 2015). Thus, the 
concomitants of advanced age might intensify the wish “to control the 
narrative arc” of one’s biography as a story one can identify with – 
including the manner of its end (Richards, 2017). However, the factors 
mentioned above might as well evoke the wish to reject and disrupt one’s 
biography as a story one does not identify with. Regardless of age, this 
may particularly be the case for individuals with mental illness. In this 
context, the practical implementation of DMC assessment concerning 
suicide requests is criticised for its paternalistic attitude towards pa-
tients with diagnosed or suspected mental illness (Hatherley, 2019). 
Underlying this is the common presumption that the presence of psy-
chiatric illness and cognitive dysfunction itself reduces or even elimi-
nates the capacity to decide on suicide (Shaw et al., 2018). However, 
taking autonomy seriously, their request for PAS should not be dis-
missed out of hand but must be diligently assessed, for example, with 
recourse to the person’s self-image that provides insights into their 
personality and identity. An individual’s self-image and biography 
cannot be holistically appraised by simply applying the criteria for 
reasoning and appreciation. The present study with patients who 
attempted suicide by intoxication aims to gain insights into the process 
behind the decision and its embedding in a biographical context. By 
adopting narrative biographical methods, it explores how patients 
experience their pre-suicide, emotional-cognitive DMP to scrutinise how 
the theoretically formulated criteria for evaluating the DMC of in-
dividuals seeking PAS are reflected in suicide attempters’ subjective 
realities. 

2. Methods and materials 

Ethical approval was given by the local ethics review committee of 
the Faculty of Medicine at the Technical University of Munich. The in-
terviews were conducted in a toxicological intensive care unit (ICU) of 
the University Hospital rechts der Isar of the Technical University of 
Munich, Germany between December 2012 and July 2014. The research 
design and knowledge interest were not subject to change throughout 
this period. The sample was selected independently from potential au-
tonomy claims expressed by the participants, which helped avoid 
hypothesis-based guidance of the interviews. All patients treated in the 
toxicological ICU after a suicide attempt during the period and deemed 
sufficiently physically and psychologically stable were briefed about the 
project by their attending ICU physicians when there was no indication 
for reduced capacity to consent regarding study participation. The 
physicians had no involvement in the study’s implementation. The 
interviewer had no access to the patients’ medical files unless the pa-
tients consented to this separately. The interviewer distributed a study 
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information sheet to the patients during an oral consultation. Informed 
consent was obtained in writing from all patients except for P12, who 
provided an oral agreement. She also withheld consent to the recording 
and a published print of the interviewer’s verbatim; however, she con-
sented to the use of the findings deriving from her narrative for the 
study. This special agreement resulted from the spontaneous narrative 
that P12 offered when informed consent was obtained. All other patients 
consented to the audio recording. Twelve patients (nine female, three 
male) who had survived suicide attempts by intoxication were inter-
viewed. The median age was 42 years. Seven participants had a pre- 
diagnosed mental illness; two suffered from a disability or physical 
disease (metastatic breast cancer, severe osteoporosis). Five were in a 
partnership, one was widowed, six were unpartnered. Eleven interviews 
took place in the ICU during the short period between completion of the 
intensive care treatment and discharge to a psychiatric ward as suicidal 
patients are generally transferred to psychiatric treatment in Germany. 
One interview took place shortly after the transferal. Thus, they were 
methodologically and temporally separated from the commencement of 
psychotherapeutic treatment. Consequently, the data collection was 
independent of potentially intrusive suggestions of ongoing 
psychotherapy. 

HM led all interviews; the first six were additionally attended by a 
physician (psychiatrist/medical ethicist or internist/psychotherapist). 
This supervision of HM conducting interviews included debriefings with 
confirmation checks. The main points of these conversations were added 
to the field notes, but no changes were made in the interviews or their 
analysis. All interviews were conducted in German; HM translated the 
citations below. The eleven interviews recorded on audiotape were 
literally transcribed and immediately pseudonymised by HM. For P12, 
the verbatim written down by HM directly after the interview is the basis 
for data analysis. To guarantee the reliability of this verbatim, the 
following includes only unambiguous testimonies and statements P12 
had made more than once during the interview. 

The qualitative research method ‘narrative biographical interview’ 
was chosen for data collection. Based on Schütze (1983) and enhanced 
by Rosenthal (2018), this method focuses on the narrator’s 
self-interpretation. The underlying idea is that the narrative construc-
tion of one’s own (life-)story allows drawing conclusions on an in-
dividual’s biographic identity (Rosenthal, 2003). This is informed by the 
assumption that the most meaningful things in a person’s life are often 
inaccessible to themselves and others or are not easily verbalised. Ac-
cording to the narrative approach, autobiographical storytelling is more 
conducive to this end than explicit questions: By telling their life story, 
the narrator will struggle with creating logic and thereby implicitly offer 
a self-interpretation (Jakob, 2013). The interview structure is sub-
divided into three parts. An open “initial question” asking the inter-
viewee to tell their life story evokes the “main narration”, which can—if 
needed—be maintained by so-called narrative-generating questions. 
The main narration is followed by “internal narrative questions”, which 
refer to the preceding story and aim at clarifying or deepening certain 
aspects. The last interview section offers the possibility of addressing 
“external narrative questions” concerning further topics of interest not 
mentioned before (Rosenthal, 2018). As a modification of the narrative 
biographical method, the present study’s initial question was narrowed 
down to the subjective experience of the pre-suicidal DMP. This was 
justified not only by its alignment with the research issue but above all 
by the patients’ exhausted and psychologically vulnerable condition, 
which typically limited interviews to a duration of 1 h or less. Moreover, 
due to the participants’ high vulnerability, a strictly narrative technique 
as intended by Rosenthal could not always be maintained when a 
persistent severe suicidal crisis made it necessary to give life-affirming 
comfort and, hence, interrupt the narrative discourse by redirecting 
the participant’s attention to other aspects of the weighing process 
involved in presuicidal reasoning. However, this is not a methodologi-
cally inadmissible alteration of the narrative biographical techniques 
but is even recommended to handle critical life phases (Rosenthal, 

2003). 
Due to the interviews’ highly personal and sensitive content and the 

limited number of patients eligible for the study, the raw data were not 
shared with third parties. Therefore, expert checking was not possible. 
Furthermore, member checking of the subsequent analyses could not 
occur either due to a critical state, subsequently completed suicide, or 
transfer to other hospitals. 

HM analysed the data in the style of biographical case re-
constructions (Rosenthal, 2018), considering the storyteller’s current 
perspective and their past experiences as an acting person. All analysis 
steps follow a sequential abductive procedure to identify overarching 
thematic fields. The analysis starts with a collection and analysis of the 
available biographical data. These data were either taken from the 
medical files, or by excerpting sociodemographic information from the 
interviews when access was not granted by the patients. On that basis, 
hypotheses about possible actions and the biography’s potential courses 
are generated. This part of the analysis was intentionally kept short in 
the present study to focus on the patients’ perspectives. Hence, ana-
lysing the “structure of self-presentation” as the “narrated life” or “life 
story” (authors’ emphasis) (Rosenthal, 2018) is foregrounded. Each 
participant’s self-portrayal, (ideal) self-image or concept of life is elab-
orated by applying the question of how they wish others to see them to 
the data. The main theme emerging from that step was freedom, 
meaning either a moral right, a subjective feeling of freedom, or a last 
resort. Thirdly, the “life history” (authors’ emphasis), meaning “lived life 
as experienced”, is reconstructed (Rosenthal, 2018). Therefore, the hy-
potheses built in the first step of the analysis and the narrator’s 
self-interpretation are considered. This comparison aims at revealing the 
narrator’s perspectives in the past and the biographical meaning of 
particular experiences. The corresponding analytical step in the present 
study focuses on the experience surrounding the decision to die by 
suicide and its embedding in the biographical context. The analysis re-
veals both a temporal and formal structure of the pre-suicidal DMP with 
different weightings of cognitive and emotional shares. Finally, the 
reconstructed pre-suicidal DMP (resulting from the modified analytical 
step “life history”) is compared with the participant’s self-presentation 
in the present resulting in the following attitudes towards suicide: 
either a persisting wish to die, the hope for new perspectives, or 
ambivalence between these two. 

The overall analysis yields insight into the individual preferences, 
fundamental values, and life concepts that guided the pre-suicidal 
reasoning. Consequently, the focus is on an intraindividual compari-
son over time, emphasizing the participant’s subjective evaluation. 
Comparisons between subjects are only given where differences or 
similarities are evident. Given the scope of this article, the results pre-
sented focus on those parts of the analysis that help explore the idea of 
autonomous reasoning for suicide. 

3. Results 

The empirical research focused on the subjective perceptions of the 
emotional–cognitive DMP preceding a suicide attempt. Most patients 
conveyed highly differentiated impressions of their subjective realities, 
some referring mainly to their cognitive reflections on reasons and 
motives, such as external determinants or biographic details, with others 
emphasizing the emotional aspects involved. It became evident 
throughout the analysis that intellectual reflection processes had 
occurred on various levels and to different extents within the sample. 
Nonetheless, ideas connected to theoretical conceptualisations of au-
tonomy (or a lack thereof) manifested in almost all narratives, leading to 
four themes: 1.) autonomy regarding the procedure of decision-making, 
2.) autonomy as an expression of personal freedom, 3.) autonomy and 
biographical coherence, 4.) autonomy within the patients’ social 
context. 
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3.1. Autonomy regarding the procedure of decision-making 

Several patients depicted the formal structure of their DMP as pre-
dominated or even impaired by strong emotions. However, few patients 
stated that they had not reflected at all on the implications of their 
suicide attempt: P1 verbalised this by calling it a “panic reaction”. 
Similarly, P5 described “things happening within the head, like some 
kind of a reflex”. P7 attributed his suicidal thoughts to a loss of the 
ability to reason, which impulsive emotions had displaced. Even though 
the other patients did not similarly question their accountability, many 
decisions were experienced as highly emotional processes: some patients 
felt defeated by fear – regarding specific external factors such as loss, 
menace, and emotional pressure (P1, P10), or life in general (P3, P6). 
Others were overwhelmed by feelings of weakness (P3), humiliation, 
self-hatred (P10), and “pure fury” (P2), which seemed to allow only self- 
destruction. 

Frequently, the coexistence of emotional and cognitive processes was 
emphasised, depicted as competing parts giving discrepant instructions 
(“clear” vs. “alien”; P7), or as an ambivalent oscillation between rational 
weighing and emotional needs (cognitive rejection of physical deterio-
ration and dependency vs. inconvertible “love for life”, freedom, and 
sociability; P11). However, not all patients perceived such an inter-
twinement of emotional and cognitive dimensions as inconsistency 
regarding their DMC: Regardless of the despair involved, they under-
lined the “deliberate” character of their decision to die by suicide (P3, 
P10). P8 even described the experience of unbearable suffering from her 
depression like a cognitive awareness of the inability to have emotions – 
simultaneously, this awareness was transferred into strong feelings of 
despair and hopelessness. 

Finally, some patients presented the DMP as an exclusively cognitive 
procedure, ostensibly free from any disturbance by emotions. Never-
theless, their decisions seemed to be interwoven with emotions such as 
loneliness, disappointment, and frustration: P9 repeatedly called his 
decision the “result of an evaluation” that he had “actually taken quite 
rationally”, while emotionality was a “fight he had been fighting for 
years but lost a long time ago”. His narrative revealed that this fight 
symbolized his frustration that his ex-wife and daughter had never 
shared his passion for enjoying life. Even though the description of his 
reasoning ostensibly seemed like a balance sheet regarding the failure of 
his life concept in recent decades, it was also driven by interpersonal 
disappointment. Similarly, P4 presented her DMP as a rational balance 
and had even created a list of “pros and cons concerning suicide” in 
advance. However, the latter was dominated by loneliness, as her un-
attainable desire for ideal love devalued any positive aspect of her life. 
Remaining “unsatisfied regarding all these emotional matters”, for her, 
resignation was not a depressive symptom but a logical consequence. 

3.2. Autonomy as an expression of personal freedom 

It was also P4 who wanted her suicide attempt to be acknowledged as 
a self-determined decision against a life that could not meet her ex-
pectations. Thus, she claimed respect for her autonomy as a moral right 
regardless of her depression. Like P8, she felt discriminated against and 
stigmatised because her autonomy was questioned due to her pre- 
diagnosed mental illness. Therefore, she found it was “a pity to hear 
that all of this is—well, not at all that free and everything is owed to 
depression”. P8 had experienced the emergency interventions taken 
against her will like an act of being “raped”, for she had left a patient 
decree that was made “self-determined[ly], in black and white”. 
Therefore, she experienced staying on a closed ward like being 
“imprisoned as an innocent” and “being forced. Yes—not being allowed 
to be free.” 

While autonomy was typically not mentioned explicitly, the need for 
freedom as a longing for liberation and relief was addressed by many 
narratives and in various ways. Often, this idea of freedom by suicide 
was linked to a romantic phantasy of liberation from the burdens of life 

(P6), one’s negative emotions (P4), or the expectations of others (P4, 
P7). It was also described as a sensation of relief by identifying a “final 
solution” (P6, P4). Delusive anticipation of perceptible relief was 
revealed in the narratives of P5 and P7 insofar as they were ignoring the 
finality of death in the case of completed suicide: P7 described a 
romantic phantasy of death as a pleasant, restful condition, “like falling 
asleep” into a “never-ending dream” which provided no “unease, but 
only joy”. P5 even seemed to have relied on an unconsciously imagined 
afterlife where her own feelings of guilt were replaced by satisfaction 
upon seeing her family grieve and suffer, so they would “learn a lesson”. 

For other patients, the idea of freedom in suicide rather signified 
maintaining freedom within unfreedom, with the latter regarding either 
constraint due to physical (P11, P12) or mental illness (P3, P6). Unlike 
P4, whose claim for autonomy was incompatible with ascribing suicide 
ideation to psychiatric illness, P3 noticed mental narrowing, a patho-
gnomonic phenomenon for depression. Yet she considered her choice to 
die by suicide a “free decision” and stated: “what I did was a deliberate 
action”. P6 felt that his freedom had been curtailed by the loss of control 
because of his depression but still wished to keep the idea of suicide as a 
last resort of self-determination, even if he desperately hoped for 
external help. For him, “death by freedom” meant “choosing the 
moment and also the method oneself”. P11 particularly emphasised this 
pre-suicidal ambivalence between the subjective feeling of freedom to 
choose suicide and the limiting external circumstances: she “rather felt 
free” upon deciding to die by suicide, but what had initially got her to 
that point was the loss of physical independence due to her chronic 
illness. For her, reflecting on these reasons and understanding the pro-
cess of her suicidal development “is about freedom, too”. In contrast, 
P12, whose progressive cancerous disease would unavoidably lead to 
dependence on others, insisted that preventing this by a self-directed 
death was not a tragic, desperate act but a highly personal decision 
not to be questioned by anyone. 

Consequently, some patients were overwhelmed by insurmountable 
emotions or weakness combined with a subjective loss of control. How-
ever, even if suicide was attempted as an act of desperation rather than 
freedom, autonomy as a moral right was paramount to most patients. 

3.3. Autonomy and biographical coherence 

Sometimes, this claim contradicted a lack of autonomy regarding the 
patients’ personal traits or general life trajectories: In these cases, au-
tonomy claims did not evince a biographical coherence in terms of a 
performed way of life. Yet, some patients justified their autonomy claims 
by referring to biographical coherence as a timeline: Given the subjec-
tive hopelessness of their suffering regarding its lastingness (P4, P8) and 
its anticipated enduringness in the future (P2, P4), they felt empowered 
to end life at their own discretion. 

P10 merely experienced autonomy in terms of losing it due to her 
drug addiction, which seemed to leave her “no other way out” apart 
from suicide. All other narratives expressed elements of both autonomy 
and the lack thereof concerning the pre-suicidal DMP as well as their 
general life trajectories. For example, for P1, the suicide attempt seemed 
to be an autonomy claim by rescuing her from the dependency in an 
unhappy marriage. Also, for P3, independence as a woman was of 
particular importance: looking back on her life, she said that she had 
always been a “strong woman” who had never wanted to depend on a 
man. Regarding her depression, which she clearly considered being the 
cause of her suicidality, she wanted to entirely rely on professional 
support, though. Consequently, she reproached her therapist, by whom 
she felt abandoned during a heavy depressive phase. However, she 
stated, “it’s me who decides upon my life, what I do. That’s my opinion. 
Only me”. Conflicts between biographical self-identification as an in-
dependent person and the experience of having lost autonomy due to 
chronic illness also arose for P11: perceiving herself as a “freedom 
fanatic”, she struggled to accept the “prison situation” caused by her 
need to use a wheelchair, which symbolized her growing dependency on 
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others. However, she retrospectively also recognised a secret wish that 
her suicide ideation was stopped by others “banging on the table” 
saying, “I get your point—but not this way!” 

However, the frequently observed ambivalence between the self- 
identification as an independent person and the inability to cope with 
external constraints in a life-affirming way did not necessarily mean that 
the decision to die by suicide was not a determined, lasting one. On the 
contrary, only P1, P5, and P7 entirely distanced themselves from their 
decisions: They categorized their suicide wishes as a temporary phe-
nomenon that would not recur. Most patients did not precisely distance 
themselves but wished to live under different circumstances. However, 
rather than risking to extend one’s misery by continued suffering, 
ending it by suicide seemed a better option. Therefore, autonomy claims 
were not justified by personal traits or abilities but rather referred to a 
sort of biographical timeline: For example, P4 wished for a life that would 
meet her challenging self-expectations but had given up on the hope that 
this would ever occur. P2 was convinced that only love and friendship in 
“real life” could overcome her despair based on loneliness but thought 
that such opportunities had run out now that she was 48 years old. Only 
P8 and P12, however, reported that they saw no point in their continued 
existence, even if any realistic alternatives and measures of support 
could be raised. Notably, a persistent death wish was most apparent in 
the perspectives of P2, P4, and P8, who had been pre-diagnosed with 
psychiatric disorders that commonly involve suicide ideation. Never-
theless, they insisted on their wish to die, which they described as a 
constant presence in their lives. Thus, they expected that fulfilment of 
this wish would grant final, ultimate redemption from their suffering. 
P12 found herself on a one-way timeline that pushed her from former 
independence towards physical deterioration and death. Therefore, it 
seemed logical for her to forestall death, which was imminent anyhow. 

3.4. Autonomy within the patients’ social context 

Given that evaluation of her life, P12 had broken off all social con-
nections a long time ago. At once anticipating dependency due to her 
terminal illness, she wanted to maintain a last remnant of autonomy for 
herself by choosing suicide. Therefore, she felt “denunciated” by the 
person who had called the ambulance. P11 also justified her decision by 
attributing it to her somatic disease, but unlike P12, she retrospectively 
assumed predominantly interpersonal motives. Social relations were 
particularly essential for P7: He was the only patient who did not ascribe 
any significance to autonomy; rather, his life concept was derived from 
the experience of popularity amongst his friends as the source of his self- 
esteem. Instead of defending his decision, he wished to hand over re-
sponsibility and seek professional help. 

While most patients clearly wished for affection and life-affirming 
comfort (P1, P3, P6, P7, P9, P10), for some patients, the idea of sup-
port from others also covered suicide assistance. P2, P4, and P8 
expressed the opinion during the interview that PAS should also be 
available for patients with mental illness. Remarkably, P12 gave no 
indication that she was contemplating PAS. This was in line with her 
general attitude that both the medical system and society in general, by 
whom she felt abandoned for a long time, should refrain from inter-
vening in her self-determined death. 

4. Discussion 

The interview results reveal important dimensions of various theo-
retical presumptions regarding an autonomously formed free will and 
DMC to choose suicide, albeit within a subjective scope that cannot be 
measured against the scholarly discourse. However, the various mean-
ings of autonomy reflected in the patients’ perspectives underscore the 
fact that the related debate refers to a decade-long philosophical dispute. 
In accordance with increasing critiques of mere cognitive models of 
autonomous suicide (Ahlzen, 2020; Charland et al., 2016; Van Wijn-
gaarden et al., 2016), the empirical findings suggest that rational 

reasoning plays a role in suicidal decision-making, although other 
components appear to be more significant and useful in evaluating 
whether suicide can be considered an autonomous choice. By high-
lighting an ambivalent reciprocity of cognitive and emotional elements 
in presuicidal reasoning and its embedding in a social context, our study 
affirms findings of previous research on the subjective experiences of 
death wishes by using phenomenological approaches that focus on in-
dividual values and identity (Van Wijngaarden et al., 2016; Van Wijn-
gaarden et al., 2021). 

4.1. Autonomous suicide, DMC, and biographical coherence 

The ambivalent and sometimes contradictory meanings of autonomy 
as a moral right or expression of freedom highlight that a person’s 
subjective perspective on these terms is not appropriate for assessing 
their capacity to make an autonomous decision. It also underscores that 
objective evaluation standards are no less necessary than attention to 
individual particularities when assessing autonomy prior to PAS. This is 
in line with the BVerfG judgement that strongly links the autonomously 
formed free will to die by suicide to subjective parameters, such as a 
person’s self-image (2BvR2347/15, para. 240), but also advocates for 
the traditional jurisprudential conception that “the right to freedom 
cannot be assessed in isolation from the actual possibility of forming a 
free will” (2BvR2347/15, para. 241). Hence, the subjective meaning of 
autonomy remains crucial within the scope of a person’s general values 
and their authenticity, which, for its part, has been suggested as 
potentially important in improving DMC assessment (Charland, 2001; 
Vollmann, 2008). Notably, appreciation “is more closely tied to affec-
tivity and values”, which “current instruments fail to capture […] suf-
ficiently well” (Charland et al., 2016). Thus, the question of whether a 
person identifies with a decision within their individual conceptualisa-
tion of a satisfying, meaningful life must be considered (Widdershoven 
et al., 2017). In exploring the biographical coherence, the narratives 
revealed by our approach are deemed particularly useful for repre-
senting the realities experienced by persons with mental illness. This is 
in line with Charland et al.‘s admonitions against “false positives” when 
assessing DMC for PAS “exclusively through the lens of cognition” 
following a “minimum ethic” derived from the legal approach (Charland 
et al., 2016). By going beyond, the narrative method revealed a lack of 
‘appreciation’ regarding delusive ideas about death. 

4.2. The assessment of autonomous suicide and (unbearable) mental 
suffering 

In scholarly literature and in right-to-die activism, the idea of a self- 
directed death is also understood as a yearning to evade one’s suffering 
(Gandsman, 2018). Although chronic mental suffering can be experi-
enced as equally unbearable to physical pain, a definition of and criteria 
for assessing unbearable suffering in mental illness are still lacking—and 
it is controversially discussed if such kind of suffering justified PAS or 
euthanasia. Empirical research shows that the bureaucratic obstacles of 
EAS requests contribute even more to the hopelessness of people with 
mental illness (Kelly, 2017; Verhofstadt et al., 2017). Likewise, their 
suffering being classified as less severe was experienced as stigmatiza-
tion by P2, P4, and P8. Besides, P8 and P9 felt humiliated by the rescue 
and police mission that accompanied the involuntary hospitalisation 
after their suicide attempt. Moreover, the subjective perspectives of P4 
und P8 highlight that ‘rational suicide’ as a concept that excludes major 
depression (Werth, 1999) is problematic regarding paternalism towards 
patients with mental illness: P4 and P8, who had been diagnosed with 
severe depression, experienced significantly limited perspectives on the 
present and the future, although they rejected the interpretation of their 
suicidality as a mere symptom of their mental illness. They considered 
their DMP a completely free and autonomous cognitive procedure, whereas 
following the criteria of the BVerfG (2BvR2347/15, para. 245), their 
capacity for autonomous decision-making would have been 
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compromised: The externally attributed state of an “acute psychological 
disorder” (2BvR2347/15, para. 241), in the case of P4 and P8 a severe 
depression, would formally impede their eligibility for PAS. Yet, they 
insisted on respect for their decision so that they could free themselves 
from these conditions. In other words, autonomy meant the expression of 
personal freedom to them. Their suicidal thoughts being both common 
symptoms of their psychiatric diagnoses and constant presences in their 
lives, P2, P4, and P8 particularly insisted on the enduring nature of their 
desire to die by suicide which is also a criterion required by the BVerfG 
(2BvR2347/15, para. 244). Nevertheless, compliance with waiting pe-
riods between the decision for and execution of PAS as suggested in one 
draft proposing new legislation for PAS in Germany (ER, 2021) might 
not help to discern (in-)adequate insight into illness from whether 
forcing a person to remain alive by withholding access to PAS equates to 
abandoning them to ongoing mental strain. 

4.3. Emotions and rational reasoning for autonomous suicide 

The idea of suicide in terms of release from one’s burden was also 
described as a feeling of freedom, although this did not necessarily mean 
that the formal procedure of the DMP was experienced as a free choice. 
While the latter refers to inner constraints, a similar paradox has been 
described for the right to die as a “choice exercised in the context of 
having no choice” regarding rational reasoning within constraining 
external circumstances (Gandsman, 2018). Apart from P4 and P9, 
rational reasoning was not the focus of the pre-suicidal DMP. Rather, 
many patients described predominant affective dimensions, such as 
being put under emotional pressure by others or trying to escape feelings 
of uncontrollable weakness, fear, anger, frustration, self-hatred, and 
despair. These feelings were interconnected with a loss of hope, which 
corresponds to critiques towards conventional views on DMC that 
disregard the highly emotional dimension of hopelessness (Charland 
et al., 2016) which, for its part, is acknowledged as a fundamental 
element involved in suicidal decision-making (Benson et al., 2016; 
Berghmans et al., 2013). As Charland et al. (2016) observed, under-
estimating hopelessness as a potentially temporary phenomenon that 
both significantly influences DMC and distorts treatment decisions 
wrongly leads to an irreversible, “drastic life-ending action”, whereas 
“hope could be restored over time”. According to a meta-analysis of 
potential suicide risk factors, the relationship between temporary 
hopelessness and suicidality might have been underestimated so far 
(May and Klonsky, 2016). Also, recent empirical research shows that the 
wish to die undergoes changes over time, accompanied by emotional 
ambivalence (Van Wijngaarden et al., 2021). Nevertheless, experiencing 
strong emotions did not necessarily mean that the patients considered 
their decisions to die by suicide to be completely irrational. Despite all 
the despair involved, P3 and P10 particularly emphasised the deliberate 
nature of their decisions, clearly referring to rationality. Furthermore, 
scholars have described the role of emotions as “reasons of their own” as 
being an “essential ingredient” of DMC rather than distorting or 
reducing it. Contrarily, a possible “cognitive bias” of contemporary 
views on DMC should be considered (Breden and Vollmann, 2004). 
Underlining this point, most narratives in the present study were char-
acterised by ambivalent reciprocity of emotional and cognitive ele-
ments. Even P4, who was convinced that suicide was the only rational 
means of combating her hopelessness, felt grief at the prospect of 
departing from life. In line with criticism of the four-abilities model on 
the grounds that it does not adequately consider the impact of emotions 
on decision-making (Charland et al., 2016), the biographical narrative 
turned out to be a valuable tool in filling this gap: Retrospectively, P9 
was grateful and willing to accept help in developing new perspectives. 
The latter demonstrates that a negative outcome of pre-suicidal weigh-
ing of one’s alternatives must not be hastily interpreted as confirming 
rational choice but can also lead to the reassessment of a person’s future 
perspectives. 

4.4. Autonomous suicide within the social context 

As noted above, the framing of autonomous suicide as the result of a 
rational weighing-up process ultimately emerges as rather reduction-
istic. The study has shed light on the extent to which suicidality is linked 
to interpersonal relationships and their disruption. This is in line with 
scholarly debate where a conception of autonomy as a monologue-like 
self-reflective procedure (Zürcher et al., 2019) has been criticised as 
not being immune to external influences, such as manipulation (for an 
overview, see Rössler (2011). This has a significant impact on the 
evaluation of subliminal pressure on decision-making concerning PAS, 
as underlined by empirical research on spousal self-euthanasia showing 
the practical challenges of distinguishing between voluntariness and 
coercion (van Wijngaarden, Leget and Goossensen, 2016). Also, the 
BVerfG identified subliminal social pressure as an external threat 
endangering autonomous decision-making (2BvR2347/15, para. 250). 
The plausibility of this threat is supported by the empirical findings of 
the present study, which highlight the crucial role that conflicted 
interpersonal relationships play in the development of suicidality. While 
this fact is well-known with respect to suicidality in general (Velotti and 
Zavattini, 2018; Yip et al., 2015), it must also be borne in mind when 
assessing autonomous decision-making aimed at PAS. 

Moreover, underestimating relational aspects overlooks the essential 
importance of respect and appreciation by others to the performance of 
autonomy (Steinfath, 2016) and ignores the empirical fact that suici-
dality is largely linked to an unstable or missing social framework. The 
interviews also underscored this: for the most part, suicidality was 
linked to an unfulfilled need for love and support. Even P12’s autonomy 
claim, while ostensibly based on terminal suffering, was coloured by 
mistrust and bitterness in light of interpersonal disappointment. Thus, 
the final disruption of all ties remained all that was left of the idea of 
autonomy. Reflecting on autonomous suicide without paying attention 
to the meaning of interpersonal relationships—including those with 
medical personnel—in suicidal development is therefore misleading: 
rather, the crucial elements of this concept discussed above, such as 
self-image or central values and life projects, are notions that are re-
flected by, derived from, and shared with others (Donchin, 2000). 
Likewise, the biographical context of a person’s decision to die by sui-
cide remains fragmentary when the powerful meaning of a shared, 
disrupted, or lost history with their loved ones is ignored. Understanding 
autonomy as a relational concept takes into account the emotional and 
interpersonal bonds as the roots of self-esteem (Anderson and Honneth, 
2008; Steinfath, 2016), which, on the other hand, is crucial to appreciate 
the meaning and value of one’s own life (Oduncu and Hohendorf, 2011). 
Hence, further empirical research must focus on the impact of inter-
personal influence on autonomous decision-making. 

4.5. Limitations 

The narrative biographical method is an effective tool to complement 
the current practice of assessing DMC regarding suicide wishes. How-
ever, it comes with certain limitations. First, it is not suitable for a user- 
independent, simple application in everyday clinical practice but re-
quires that both the interviewer and the analysing researcher (or clini-
cian) have a certain expertise. Unlike conventional capacity-assessing 
instruments, such as the MacCAT-T, it is not an objective tool but, as a 
qualitative method, genuinely contains the subjective perspectives of 
both the narrator and the analyst. However, the focus on autobio-
graphical storytelling and its creative interpretation offers insight into 
the suicidal DMP that is otherwise inaccessible. Second, the small 
sample size has to be considered when interpreting the results. However, 
interviewing patients shortly after a suicidal attempt and on the topic of 
suicide comes with a special responsibility and requires a careful risk- 
benefit-assessment for each participant and the overall study. Hence, 
only patients that were deemed psychologically and physically stable 
enough by the whole ICU team have been approached. Thus, the study 
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was closed as soon as data saturation arose for the different dimensions 
of autonomous suicide and a balanced sample concerning pre-diagnosed 
(or absent) mental illness was obtained. This procedure resulted in a 
comparably small sample size despite a study period of 20 months. Be-
sides the small sample size, its characteristics might reflect a distorted 
image of the DMP, particularly the unequal gender distribution with 
nine female and three male participants. This might be explained by 
effects of the so-called gender paradox in suicide which refers to an 
overrepresentation of women in non-lethal suicidal behaviour, while 
completed suicide is more common in men (Schrijvers et al., 2012); 
combined with the empirically based observation of men’s reticence to 
disclose their suicidal thoughts (Oliffe et al., 2020). Interestingly, con-
flicts with gender stereotypes or one’s gender identity have not been 
raised by the participants. 

These limitations can be drawn back to the high vulnerability of the 
sample resulting from circumstances of psychological or biographical 
crisis and physical exhaustion caused by recent recovery from the need 
for intensive care and loss of privacy at the ICU. This should be kept in 
mind when interpreting the results that refer to individual narratives. 
Nonetheless, the participants provide profound insights into delibera-
tion processes that usually are not made explicit nor shared in a non- 
therapeutical context. Hence, their voices should be sensitively heard 
and scientifically valued by all means. This particularly encouraged our 
decision to include P12 even though she did not agree to an audio 
recording. 

A further limitation is that the data were collected before the legis-
lation for PAS was first restricted (with the Act Criminalising Assisted 
Suicide Services) and then liberalised in Germany (with the BVerfG 
judgement declaring the Act unconstitutional). However, this may be 
considered an advantage, as the narratives might be less influenced by 
the public and media opinion. Finally, the social scientific classification 
and contrasting of results are limited to German-speaking research and 
German jurisdiction. This national focus must be kept in mind when 
interpreting the results and investigating further suitable standards for 
assessing PAS requests. 

5. Conclusion 

As a genuinely multidisciplinary issue, reflection on autonomous 
suicide can ignore neither legal facts and boundaries nor empirical ev-
idence. In clinical practice, evaluation standards applied to suicide re-
quests must respect that personal autonomy is integral to human 
freedom, following “highly personal beliefs and convictions” 
(2BvR2347/15, para. 209). However, it must be borne in mind that the 
idea of autonomous suicide relates to a decade-long philosophical 
debate that may be far from the reality of those who seek suicide 
assistance in states of hopelessness, vulnerability, and crisis. Beyond 
legal criteria, ambitious philosophical concepts, or abstract medical 
categories, suicide is embedded in an individual’s history. Whether it is 
perceived as an act of freedom or desperation, the decision to end one’s 
life equates to deciding against pursuing one’s life narrative. Unlike a 
mere consideration of cognitive functions, the narrative biographical 
approach is particularly suited to representing the realities of persons 
with mental illness. This aligns with increasing critiques of conventional 
DMC assessments that fail to capture essential elements of human ex-
istence, such as values, emotions, and social interdependence. Cognisant 
of these emotional and relational essentials of human existence and 
supported by the empirical findings of the present study, a broadened 
conception of DMC is required to avoid “false positives” (Charland et al., 
2016) when assessing suicide wishes. 

Despite their moderate topicality, we think that our data can both 
enrich the public debate and give impulses for further research. They 
provide guidance for clinical practice, which is urgently needed in light 
of the BverfG’s recent judgement that the right to a self-determined 
death cannot be withheld from persons diagnosed with mental disor-
ders unless an acute condition (2BvR2347/15, para. 241) directly caused 

their desire to die by suicide. 
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Beiträge zur Klinischen Ethik. Kohlhammer Verlag. 

Weilert, A.K., 2018. Suizid und Suizidassistenz als Rechtsproblem. Medizinrecht 36 (2), 
76–82. https://doi.org/10.1007/s00350-017-4835-2. 

Werth, J.L. (Ed.), 1999. Series in Death, Dying, and Bereavement. Contemporary 
Perspectives on Rational Suicide. Taylor and Francis. 

Widdershoven, G.A.M., Ruissen, A., van Balkom, A.J.L.M., Meynen, G., 2017. 
Competence in chronic mental illness: the relevance of practical wisdom. J. Med. 
Ethics 43 (6), 374–378. https://doi.org/10.1136/medethics-2014-102575. 

Wittwer, H., 2003. Selbsttötung als philosophisches Problem: Über die Rationalität und 
Moralität des Suizids. mentis. 

Yip, P.S.F., Yousuf, S., Chan, C.H., Yung, T., Wu, K.C.-C., 2015. The roles of culture and 
gender in the relationship between divorce and suicide risk: a meta-analysis. Soc. 
Sci. Med. 128, 87–94. https://doi.org/10.1016/j.socscimed.2014.12.034. 

Yoshimasu, K., Kiyohara, C., Miyashita, K., 2008. Suicidal risk factors and completed 
suicide: meta-analyses based on psychological autopsy studies. Environ. Health Prev. 
Med. 13 (5), 243–256. https://doi.org/10.1007/s12199-008-0037-x. 

Zürcher, T., Elger, B., Trachsel, M., 2019. The notion of free will and its ethical relevance 
for decision-making capacity. BMC Med. Ethics 20 (1), 31. https://doi.org/10.1186/ 
s12910-019-0371-0. 

https://doi.org/10.1080/07481187.2017.1396646
https://doi.org/10.1080/07481187.2017.1396646
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref20
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref20
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref20
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref20
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref21
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref21
https://doi.org/10.1136/medethics-2019-105546
https://doi.org/10.1136/medethics-2019-105546
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref23
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref23
https://doi.org/10.1136/medethics-2020-106197
https://doi.org/10.1136/medethics-2020-106197
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref25
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref25
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref25
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref25
https://doi.org/10.1192/bjp.bp.117.199695
https://doi.org/10.1037/h0101735
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref28
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref28
https://doi.org/10.1016/j.socscimed.2020.113173
https://doi.org/10.1111/soc4.12456
https://doi.org/10.1111/soc4.12456
https://doi.org/10.1177/1077800403254888
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref32
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref32
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref33
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref33
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref34
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref34
https://doi.org/10.1016/j.jad.2011.03.050
https://doi.org/10.1016/j.jad.2011.03.050
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref36
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref36
https://doi.org/10.1192/bjp.2018.81
https://doi.org/10.1192/bjp.2018.81
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref38
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref38
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref38
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref38
https://doi.org/10.1136/jme.2010.037564
https://doi.org/10.1016/j.socscimed.2015.05.015
https://doi.org/10.1136/bmjopen-2015-009895
https://doi.org/10.1016/j.socscimed.2021.114180
https://doi.org/10.1016/j.socscimed.2021.114180
https://doi.org/10.1093/geront/gnv060
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref44
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref44
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref44
https://doi.org/10.1192/bjp.bp.117.199331
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref46
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref46
https://doi.org/10.1007/s00350-017-4835-2
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref48
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref48
https://doi.org/10.1136/medethics-2014-102575
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref50
http://refhub.elsevier.com/S0277-9536(22)00067-3/sref50
https://doi.org/10.1016/j.socscimed.2014.12.034
https://doi.org/10.1007/s12199-008-0037-x
https://doi.org/10.1186/s12910-019-0371-0
https://doi.org/10.1186/s12910-019-0371-0

	Reasoning for autonomous suicide? A qualitative approach to pre-suicidal decision-making
	Hannah Mrozynski, Eva Kuhn
	Nutzungsbedingungen / Terms of use:
	CC BY-NC-ND 4.0  

	Reasoning for autonomous suicide? A qualitative approach to pre-suicidal decision-making
	1 Introduction
	2 Methods and materials
	3 Results
	3.1 Autonomy regarding the procedure of decision-making
	3.2 Autonomy as an expression of personal freedom
	3.3 Autonomy and biographical coherence
	3.4 Autonomy within the patients’ social context

	4 Discussion
	4.1 Autonomous suicide, DMC, and biographical coherence
	4.2 The assessment of autonomous suicide and (unbearable) mental suffering
	4.3 Emotions and rational reasoning for autonomous suicide
	4.4 Autonomous suicide within the social context
	4.5 Limitations

	5 Conclusion
	Credit author statement
	Declaration of competing interest
	Acknowledgements
	References


