
Abstract

Death is a unique experience for
each human being, yet there is tremen-
dous societal pressure on a dying per-
son to be a “good patient” while trying
to experience the “good death.” These
pressures shape patient, caregiver, and
family choices in end-of-life situations.

The purpose of this literature review
was twofold: first, to develop an under-
standing of “dying with dignity” to
enhance the end-of-life care received by
dying patients, and second, to contribute
to a concept analysis of dignity to
improve the clarity and consistency of
future research related to dignity in
aging individuals. Articles pertaining to
dying with dignity from the disciplines of
nursing, medicine, ethics, psychology,
and sociology were reviewed using a
matrix method.1

A dichotomy surrounding dying with
dignity emerged from this review. The
definition of dignity in dying identifies
not only an intrinsic, unconditional qual-
ity of human worth, but also the external
qualities of physical comfort, autonomy,
meaningfulness, usefulness, prepared-
ness, and interpersonal connection. For

many elderly individuals, death is a
process, rather than a moment in time,
resting on a need for balance between
the technology of science and the tran-
scendence of spirituality.

Key words: end-of-life care, hospice,
quality of life, death with dignity

Introduction

The concept of “dying with dignity”
may be a theoretical ideal that detracts
from our understanding of the process of
dying as unique for each individual. It is
clear that concepts such as “dying with
dignity,” the “good death,” and the
“good patient” are highly subjective and
cannot be captured quantitatively.2-6

Dignity itself rests in a dichotomy in that
there is an internal and an external com-
ponent. The internal aspect of dignity
recognizes that all persons hold inherent
human worth, which is uniquely
expressed by their life stories.7-9 The
external aspects of dignity vary with
what matters to a particular individual
and includes such values as physical
comfort, freedom from pain, autonomy,
meaningfulness, preparedness, spiritual-
ity, interpersonal connectedness, and
dying at home.5,10-14 Since no two people
share the same life story and personal
values, it is not possible to develop a uni-
versal, best way to die that honors and
upholds dignity for all. 

In reviewing the literature, the
authors identified several dichotomies
surrounding the experience of dying
in the American culture. For example,
euthanasia is viewed as both an
immoral crime and an act of moral
compassion.15-21 Dying is conceptual-
ized not only as the single moment in
time when life ends, but also a transi-
tional process, the onset of which is
rarely clear.3,4,8 Often, healthcare
providers and families of dying patients
are reluctant to accept that a dying
individual’s priority may be spiritual
guidance, rather than technologically
advanced medical care.3-5,8,14,16,22 Some
Americans seem to expect elderly
dying patients to defer to the recommen-
dations of their families and healthcare
providers, sacrificing their own personal
autonomy in controlling external sources
of dignity.2-4,8,12,14,21,23-25 In an attempt
to explore the questions raised by
these dichotomies, the authors begin
with an overview of the Oregon Death
with Dignity Act. From there the con-
cept of the “good patient,” as found in
the literature, is presented. Subsequently,
the notion of the “good death” is
explored including the contrasting
perspectives of physicians and nurses,
as elucidated by recent research stud-
ies. The authors conclude with sug-
gestions for future research that may
aid us in our continued efforts to
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understand the biological, psychologi-
cal, sociological, and philosophical/
spiritual aspects of this complex
human phenomenon. 

Methods

This review of the literature on
dying with dignity was part of the the-
oretical phase of a concept analysis of
dignity. The selected 26 articles
spanned the years between 1985 to
2002 and were reviewed using a
matrix method.1 All of the articles
were chronologically evaluated on a
structured spreadsheet (matrix) that
included 14 topics: author, title of arti-
cle, journal identification, year of pub-
lication, purpose, source and type of
evidence, theoretical framework,
methodological design, definition of
dignity, defining attributes, ante-
cedents, consequences, empirical ref-
erents, and miscellaneous notes.
Following this abstracting process and
using the created matrix as a refer-
ence, a synthesis and critical analysis
of the articles was undertaken. The
search included the electronic data-
bases of OVID, MEDLINE, PubMed,
CINAHL, and PsychINFO. Research
and theoretical articles originated
from the disciplines of nursing, medi-
cine, sociology, law, ethics, and psy-
chology.

Oregon Death with Dignity Act

The Oregon Death with Dignity
Act can be viewed from two dichoto-
mous perspectives. On one hand, it
opens up choice to dying patients who
might preserve their dignity by
arranging the timing of death before
they become totally incapacitated.18-20

On the other hand, it risks capitulation
to societal pressures to create “good
patients,” who seek not to burden oth-
ers nor to drain economic and medical
resources that could be put to better
use in the service of individuals who
are economically productive.15,16,20,21

The law arose from a citizen-initi-
ated ballot that asked the question:
“Shall law allow terminally ill, adult,
Oregon patients voluntary informed
choice to obtain a physician’s pre-
scription for drugs to end life?” The
referendum originally passed by a 2
percent margin in 1994, but was
delayed by legal injunction until
1997.20 Under the Oregon Death With
Dignity Act, a competent adult citizen
of the state of Oregon, diagnosed with
a terminal illness that is expected to
result in death within six months, may
obtain and self-administer a lethal
dose of medication expressly pre-
scribed by a physician for the purpose
of ending that person’s life.15,20,21

This law provides dying patients
with full autonomy to choose to die
while still in full control of cognitive
and bodily functions and before they
become a burden to others, thus pre-
venting possibly unbearable pain and
financial hardship. To some, death is a
natural part of existence, and the prop-
er time to die with dignity is when
one’s quality of life shifts from posi-
tive to negative.16 Loss of dignity may
be one aspect of a common pathway
leading some dying patients to lose
their will to live.10,11 One of the prima-
ry reasons given by dying patients
seeking hastened death was hopeless-
ness and a belief in the pointlessness
of living longer.10,11,15,19,20 For those
patients whose dignity is primarily
experienced through independence
and autonomy, euthanasia may be a
welcome option. Therefore, in re-
sponse to the American healthcare
system’s inability to find ways to
uphold individual patients’ dignity
during their transition to death, more
patients may choose euthanasia.10,11,22

Concerns regarding implementation
of laws such as the Oregon Death with
Dignity Act include the fear that societal
pressures against wasting limited
resources on the dying will result in
unethical increases in the numbers of
assisted suicide.15,20,21 In a theoretical

examination of the proper time to
die,16 it was discovered that, at a soci-
etal level, prolonging the negative
quality of life of some people can only
be possible by consuming the positive
life of other productive members of
society. Given this perspective, it is
possible that the already vulnerable
and frail may have to justify their exis-
tence and may feel a duty to die so as
not to burden society.15 This situation
would constitute a loss of the inalien-
able right to life, serving as a form of
discrimination against persons with
life-threatening illness and wielding
a blow to a central value of human
dignity in America’s current legal
system.15,21

The good patient

If the good patient is one who is pas-
sively compliant with societal norms,
family wishes, or health providers’ rec-
ommendations, then it is likely that the
good patient may lose the opportunity
for the experience of dying with dignity.
Philosophically, Frankl7 speaks of digni-
ty as the unconditional value inherent
within each and every human being.
Several authors assert that dying with
dignity rests on the fundamental knowl-
edge that intimates, caregivers, and
strangers perceive the dying person to be
as fully human as they are.5,7,8-13,22

Frankl7 further believes that life has the
potential to be meaningful under all con-
ditions: work, creativity, joy, suffering,
and death. “Morally and spiritually this
insistent claim to dignity points to some-
thing in humans that is genuinely tran-
scendent, something that reflects our
freedom to call into question all social
roles, to say out loud that we are more
than our frailty, role performance, or
buying power.”9

As healthcare providers in the
American culture, we may have some
general beliefs about what dying with
dignity might entail, but we cannot know
what it means for any given individual
unless we take the time to ask, listen, and
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understand. In order to experience
meaning and dignity in death, dying
patients must have a voice to choose the
circumstances of their death according
to what matters most to them. If dying
patients are to feel comfortable voicing
their needs and preferences, our culture
and healthcare system must value the
reality of dignity and meaning inherent
in the process of dying, thereby assur-
ing all dying patients of their goodness
and worth. 

The good death

The notion of a “good death” in
modern American culture includes
such concepts as “death with dignity,”
peacefulness, physical comfort, auto-
nomy, preparedness, connectedness
with loved ones, awareness, discretion,
meaning, and acceptance.5,6,8-11,22,23

Moreover, the good death ideology is
based on values experienced as societal
pressures derived from current social
conditions and interests.23 Thirty years
ago, cultural expectations for health-
care professionals and family in caring
for the dying entailed waiting for
death.3 In contrast to this not so distant
past, currently, when an old and frail
person is in distress, the immediate cul-
tural understanding of the situation is
through a medical lens that aims to cure
and sustain life.3 The transitional
process between life and death is not
well served by medical technology in
the US.4 Because of the availability and
reverence for medical technology in
American healthcare, not knowing
when dying begins and when death is
likely to occur commonly results in the
prescribing of active, life-prolonging
treatments right up until death.4 As a
result of this uncertainty about the tim-
ing of death, both families and health-
care professionals are faced with many
more active moral conflicts and deci-
sions. Despite agreement that autono-
my,3,4,10-12,18,24 self-control,10-12,18,22,25

comfort,3-6,10-12,22 privacy,5,10-12,22 and
honest communication5,10-13,20 are

essential components of a dignified and
good death, the physician may recom-
mend continued curative treatment of a
dying patient to avoid criticism by col-
leagues, and the family may agree to
another round of treatment to avoid
blame or guilt.8 Although advanced
directives were developed to reduce
uncertainty in end-of-life care, African
Americans prefer to discuss end-of-life
issues face-to-face with family mem-
bers, rather than relying on a written
legal document.25 Sensitivity to cultur-
al differences in values towards sus-
taining dignity in end-of-life care is
essential.

Despite these realities, there is
growing support for the idea that
human dignity is largely lost when the
life of a terminally ill person is pro-
longed by technology.2-4,6,12,13,16,24

These authors suggest that, increasing-
ly, hospitals and healthcare providers
are urged to allow dying patients to
maintain a sense of autonomy and
control over their lives, with the free-
dom to choose a style of dying. In
exploring the meaning of dignity in pal-
liative care, Gamlin12 concluded that
the experience of dignity might change
across different stages of illness, mak-
ing effective communication between
patients, family, and healthcare pro-
viders essential. Many patients are pre-
ferring to die in their own homes, sur-
rounded by family, with a spiritual
rather than a curative focus.5,8,14,16,22

Dying with dignity, or the “good
death,” involves having one’s human
value and worth acknowledged,7-9,22

being cared for with respect and empa-
thy,5,8-11,13,20,22 having a voice regarding
one’s process of dying,3,4,8,10-14,20,23,24,25

minimizing physical and emotional
suffering,3-6,10-13,17,20 safeguarding
one’s privacy,10-13 emotionally con-
necting with others,8,9,22 resolving per-
sonal affairs,5,10,11,22 and having access
to spiritually resonant sources of sup-
port.5,10,11,14,16,22 Since dying persons
deprived of their dignity are more apt
to lose their will to live and thereby

seek out the option of assisted suicide,
several authors emphasized the neces-
sity of honoring the dignity of individ-
uals in the process of dying.10,11,19,20,26

Physician perspective

Interestingly, several differences in
philosophy and approach regarding pro-
moting the good death by physi-
cians3,4,6,17,21,27 and nurses2,6,12-14,20,25

were identified in the articles reviewed.
In 1993, Miyaji27 interviewed 32 Har-
vard physicians about truth-telling in the
care of dying patients. Using the meth-
ods of Glaser and Strauss, Miyaji ana-
lyzed and categorized the interview data
into a professional discursive frame-
work. The analysis revealed that how
doctors control information is closely
related to how they handle other
aspects of clinical practice, such as
their own emotional coping, institu-
tional and legal concerns, and power
relationships among patients, doctors,
and other caregivers.

The controversy over truth-telling in
medical practice has been historically
framed in terms of the dichotomy
between the physician’s paternalism and
the patient’s autonomy. In other words, is
the physician’s role one of acting for the
patient’s “benefit” (knowing what is
best), or is it a contractual agreement
between two equals? Although a shift in
patients’ rights occurred in the 1970s,
physicians today still believe that knowl-
edge is power.27 If patients have more
information, they have more control
over their body and life, and thus are
more autonomous. The physician’s per-
ception of what the patient needs to
know is often influenced by his or her
need to maintain trust and avoid legal
problems. A physician is more likely to
be active in patient communications
regarding treatment than prognosis. If a
patient doesn’t ask, the physician will
often assume the patient doesn’t want to
know.27 Such factors as patient age,
gender, education, and occupation can
influence the amount of information a
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physician will provide. When a physi-
cian withholds information to sustain
patient hope, this hope is largely related
to the physician’s own philosophy about
life, views of his role as a physician, and
his own hopes.27 Frequently, the behav-
ior a physician might perceive to be
altruistic has paternalistic qualities.

In another study of physicians,
Ganzini et al.17 used a self-adminis-
tered questionnaire to examine
Oregon physicians’ attitudes toward
and practices regarding care of dying
patients following the implementation
of the Oregon Death with Dignity Act.
Of the 2,641 Oregon physicians who
completed questionnaires, 38 percent
reported that they found caring for
dying patients emotionally unsatisfy-
ing, while 46 percent reported that
they found caring for the dying intel-
lectually unsatisfying. These re-
sponses suggest that some aspects of
caring for dying patients may be
uncomfortable for many physicians.

Nursing perspective

In contrast with the physician role
in caring for dying patients described
above, Martocchio13 proposes that the
role of nursing in end-of-life care is
one of listening to what matters to the
dying patient, thus honoring the indi-
vidual’s dignity. Martocchio claims
that sources of dignity for the dying
vary, but commonly include a sense of
autonomy, connectedness with loved
ones and caregivers, aesthetics, and
spirituality. Furthermore, she believes
that fitting the patient’s agenda for
dying with dignity with the reality of
life from the dying person’s perspec-
tive is paramount to creating an envi-
ronment for personal achievement and
the conviction that life has meaning
even during the last days or hours.

Similarly, Jansson, Norberg, Sand-
man, and Astrom2 found that nurses
try to respect and promote autonomy
in dying patients. In this phenomeno-
logical study, the researchers found

that experienced oncology and geri-
atric nurse participants (n = 40) lis-
tened, respected patient wishes, and
gathered relevant information from
family, friends, and physicians in
order to help patients make informed
decisions. In this study nurses spoke
of their aims “to put themselves in
their patients’ shoes.”2 From that van-
tage point, they frequently strove to
advocate, support, protect, and defend
patients from an “adversary,” which
was sometimes identified as a pater-
nalistic physician or a rigid ward rou-
tine. Patients with dementia posed a
particular concern for the geriatric nurs-
es in this study. The nurses expressed
fear of projecting their own wishes onto
the demented patients in a paternalistic
manner. In contrast to physicians’ com-
fort with paternalism,27 nurses experi-
enced fear and guilt.2

It is important to note that in the
study by Jansson and colleagues,2 the
majority of cancer nurses did not sup-
port euthanasia and would not partici-
pate if it were against their ethics.
Since the American Nurses Association
does not support euthanasia,6,20 unlike
physicians, nurses are protected from
having to take an active role in this
process in Oregon.8,15,18-20,23 Tuten20

observes that nurses providing end-of-
life care generally appear comfortable
with the widespread practices of pas-
sive euthanasia, such as withholding
food or water or discontinuing a venti-
lator to avoid prolonging suffering.
She also suggests that the practice of
prescribing pain medications to
relieve suffering at doses sufficient to
end a patient’s life is more acceptable
to many nurses than the prescribing of
drugs to directly precipitate death.
However, the issues surrounding
euthanasia and dying with dignity are
not black and white. If nurses are going
to fulfill their notions of the nurse-
patient relationship and truly walk in
their dying patients shoes, deeper pro-
fessional exploration and personal
soul-searching becomes crucial.

Discussion and implications
for future research

The intrinsic, philosophical view of
dying with dignity reflects uncondi-
tional human worth.7,9 This form of
dignity is synonymous with an indi-
vidual’s sense of identity and honors
the being of each person. It emanates
from the realm of spiritual transcen-
dence5,7-9,11,13,14,22 and is demonstrated
by the capacity for giving and receiv-
ing compassion and love,5,7-9,22 essen-
tial elements in the process of dying. 

In addition, external sources of dig-
nity may enhance or detract from an
individual’s inherent sense of dignity.
For the dying person, these external
sources of dignity tend to include
autonomy, control, privacy, freedom
from pain, connection with loved
ones, spiritual resources, and prepar-
ing for death.5,6,10-13 It is in this realm
of external sources of dignity that
healthcare professionals can have the
greatest impact. Open, honest com-
munication among healthcare profes-
sionals, patients, and their families is
vital in honoring the dignity of the
dying. Listening for what matters to
each individual patient while planning
a way to create meaning and purpose
in each person’s last days is fundamen-
tal to preserving dying with dignity.
There is no standard dignified death.
The realm of possibilities is as endless
as there are persons. Studies in the liter-
ature seem to indicate that the perceived
role of nursing is highly congruent with
the needs of the dying.2,12-14,20 This
would be an important area for further
exploration and study.

Currently, in the United States,
euthanasia is legal only in the state of
Oregon. However, it seems imperative
that, as a nation, we develop a multidisci-
plinary, impartial method for monitoring
the implementation of the Death with
Dignity Act in order to assess and
improve on the current procedures and to
protect the terminally ill from abuse.21

Oregon’s statistics indicate that only a
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modest number of patients have request-
ed euthanasia.20,26 Although clearly not
suitable for all, in the future, euthanasia
may become a choice for increasing
numbers of dying patients. Further stud-
ies of the impact of the implementation
of the Death with Dignity Act in Oregon
on both patients and healthcare providers
will provide needed data in this area.

As healthcare providers, we find our-
selves caught in the middle of many
dichotomies in the area of dying with
dignity. When we are fully conscious of
our personal beliefs and values sur-
rounding the process of dying and death,
we can greatly enhance our emotional
availability as we care for dying patients.
We need to talk about our dilemma of
caring for patients in life and through the
process of dying, choosing words that
reflect and encompass a pluralistic range
of understanding, meaning, and dignity.
Reciprocally, as we respect the dignity of
our dying patients, our own personal dig-
nity will be enhanced, allowing us to
continue providing care and comfort to
our patients and their loved ones with
satisfaction.

Death, being a central existential
concern of mankind, raises anxiety of
such magnitude that a considerable
portion of life energy is consumed by
its denial.28 In a youth-oriented, cure-
focused American culture that reveres
the wonders of modern, medical tech-
nology, death can be perceived as fail-
ure. We can easily relegate death as
one of those unmentionable life prob-
lems. Although hospice and palliative
care programs support the dying
process, administrators of hospital and
long-term care settings continue to
struggle with the moral issue of end-
ing technological interventions.
Ongoing communication within and
between healthcare disciplines is nec-
essary to rationally and compassion-
ately care for the terminally ill. As a
culture, Americans must continue to
move toward acceptance of the notion
that the terminal stages of life are part
of a process leading naturally and

inevitably to death. If our culture can-
not consciously acknowledge the
meaning and purpose of life and
death, dying patients may continue to
be subjected to invasive treatments,
which ultimately detract from their
dignity and prolong suffering.
Openness, honesty, time, and courage
are needed to deal with death in a way
that honors the dying person’s life. 
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