
International Journal of Nursing Studies 140 (2023) 104450

Contents lists available at ScienceDirect

International Journal of Nursing Studies

j ourna l homepage: www.e lsev ie r .com/ locate /ns
Bereavement care and the interaction with relatives in the context of
euthanasia: A qualitative study with healthcare providers
Charlotte Boven a,⁎, Liesbeth Van Humbeeck a, Lieve Van den Block b,c, Ruth Piers a,
Nele Van Den Noortgate a, Let Dillen d

a Department of Geriatric Medicine, Ghent University Hospital, Corneel Heymanslaan 10, Ghent, Belgium
b End-of-life Care Research Group, Vrije Universiteit Brussel (VUB), Brussels Health Campus, Laarbeeklaan 103, 1090 Brussels, Belgium
c Department of Family Medicine and Chronic Care, Vrije Universiteit Brussel (VUB), Brussels, Belgium
d Department of Geriatric Medicine and Palliative Care Unit, Ghent University Hospital, Ghent, Belgium
⁎ Corresponding author.
E-mail address: Charlotte.Boven@uzgent.be (C. Boven)

https://doi.org/10.1016/j.ijnurstu.2023.104450
0020-7489/© 2023 The Author(s). Published by Elsevier L
a b s t r a c t
a r t i c l e i n f o
Article history:
Received 9 June 2022
Received in revised form 20 January 2023
Accepted 23 January 2023
Available online xxxx
Background:A recent review shows an interdependence between healthcare providers and relatives in the context of
euthanasia. Belgian guidelines do focus on the role of certain healthcare providers (physicians, nurses, and psychol-
ogists), yet they hardly specify bereavement care services before, during and after the euthanasia.
Purpose:A conceptualmodel showing underlyingmechanisms of healthcare providers' experiences regarding the in-
teractionwith and the provision of bereavement care to relatives of cancer patients throughout a euthanasia process.
Methods: 47 semi-structured interviewswith Flemish physicians, nurses and psychologists working in hospitals and/
or homecare, conducted from September 2020 to April 2022. Transcripts were analyzed using the Constructivist
Grounded Theory Approach.
Results: Participants experienced the interaction with relatives as very diverse, which can be visualized as a contin-
uum ranging from negative to positive, depending on each unique case. The achieved degree of serenity was the
main contributor in determining their position on the aforementioned continuum. To create this serene atmosphere,
healthcare providers undertook actions underpinned by two attitudes (wariness and meticulousness), which are
guided by different considerations. These considerations can be categorized into three groups: 1) ideas about a
good death and its importance, 2) having the situation well under control and 3) self-reassurance.
Conclusions: If relatives were not at peace, most participants said that they deny a request or formulate additional re-
quirements. Moreover, they wanted to ensure relatives can cope with the loss, which was often experienced as in-
tense and time-consuming. Our insights shape needs-based care from healthcare providers' perspective in the
context of euthanasia. Future research should explore the relatives' perspective regarding this interactionand thepro-
vision of bereavement care.
Tweetable abstract: Professionals strive for a serene atmosphere throughout a euthanasia process to ensure relatives
can cope with the loss, and the way in which the patient died.

© 2023 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
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What is already known

• Literature shows an interdependence between healthcare providers
and relatives throughout a euthanasia trajectory.

• Current models and literature emphasize that bereavement care
should be offered to (nearly) bereaved relatives.

What this paper adds

• The achieved degree of serenity determined healthcare providers' ex-
perience of the interaction with relatives.
.

td. This is an open access article und
• Healthcare providers aim for a serene atmosphere to facilitate rela-
tives' grief process.

• Healthcare providers “position themselves in the background”, and
make themselves as invisible as possible.

1. Background

Euthanasia, which is a mode of aid in dying, refers to a healthcare
provider (often a physician) administering a legal drug to the patient,
at the latter's request (Mroz et al., 2021). Aid in dying represents a so-
cially regulated fulfillment of an ancient belief that one should be able
to choose one's own death, reflecting principles of autonomy and self-
er the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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determination that are subjected to time- and context-specific norms
(Hamarat et al., 2021). The word ‘euthanasia’ is originally derived
fromGreek, and literallymeans ‘a good death’ (VanHooff, 2004). People
often see euthanasia as a means of dying in a controlled and/or painless
way (Kelly et al., 2020). Over the years, assisted dying became increas-
ingly legalized worldwide. Currently, the administration of medication
is legal in Belgium, The Netherlands, Luxembourg, Canada, Colombia,
New Zealand, Australia, and Spain (Medical assistance in dying: the law
in selected jurisdictions outside Canada (HillStudies), 2022).

In Belgium, euthanasia is legal since 2002, and is eligible for physical
as well as mental intolerable suffering (Law of 28 May 2002 on
Euthanasia, 2002). Numbers have been steadily rising throughout the
years. In 2020, euthanasia accounted for 2444 deaths in Belgium. The
majority (64.2%) of these requests came from people suffering from
cancer (Tenth Report to the Legislative Chambers, 2021). Although re-
questing euthanasia is an individual patient's right, it is still embedded
in a broader (communal, familial, and societal) context (Attia et al.,
2020). A death-related loss impacts the system surrounding a patient,
and affects five to nine family members on average (Verdery et al.,
2020; Beuthin et al., 2022). Loss is associated with relatives' psycholog-
ical and physical morbidity, in which pre- and post-loss bereavement
care “can help relatives prepare for their loved one's imminent death,
and/or support them in coping with it afterwards” (p. 307) to mitigate
for grief-related complications (Boven et al., 2022). According to the
Belgian law, relatives do not need to be informed of the request and
do not have a legal mandate throughout the decision-making process
(Law of 28May 2002 on Euthanasia, 2002). Nonetheless, a recent review
states that in reality there is an interdependence between healthcare
provider and relatives throughout a euthanasia process (Roest et al.,
2019).

Belgian guidelines (Leifdraad: leidraad voor artsen bij het zorgvuldig
uitvoeren van euthanasie, 2020; Richtlijn Uitvoering Euthanasie, 2018)
do focus on the role of certain healthcare providers (physicians, nurses,
and psychologists), yet they hardly specify bereavement care services
before, during and after the euthanasia. This study aimed to acquire a
deeper understanding of healthcare providers' experiences regarding
the interaction with and provision of bereavement care to relatives
throughout the euthanasia process of a cancer patient.

2. Methods

2.1. Study design

A qualitative study design was chosen, as this enables an in-depth
exploration of how healthcare providers experience the interaction
with and provision of bereavement care to relatives throughout a eutha-
nasia process. In this study, the euthanasia process was defined as the
period following the euthanasia request until several months after the
patient's death.

In qualitative research, the interviewer does not simply reflect the
phenomenon, but shapes it by his/her subjective gaze (Russell and
Kelly, 2002). As such, it is important that researchers aremindful and re-
flective of their position (Savin-Baden andMajor, 2013). Thus, all inter-
viewers wrote a reflective framework beforehand. This reflective
framework is a self-reflective stance on how the researcher's personal
framework could have tacitly conditioned the research process, e.g. by
clarifying personal assumptions, goals, and individual belief systems
(Mortari, 2015).

2.2. Sampling strategy

Participants were recruited through newsletters, advocacy groups,
and professional associations (see Appendix A, Supplementary material
1). The criteria for participation included: (1) being a physician, nurse
or psychologist (as these healthcare providers have a direct contact
with relatives and are mentioned in Belgian euthanasia guidelines),
(2) being able to comprehend and speak Dutch, (3) having performed
or attended a euthanasia process of a person with cancer no longer than
eighteen months ago, and (4) being employed in a hospital, homecare
and/or primary healthcare. A purposive sample was derived to achieve
maximum homogeneity and heterogeneity in terms of gender, function,
place of employment, age, and years of experience (Holloway and
Galvin, 2016). The sampling of participants ended after reaching sampling
saturation.

2.3. Data collection and processing

Data collection occurred fromOctober 2020 to April 2022, until data
saturation was reached, using individual one-time semi-structured in-
terviews done by six female interviewers (C.B., L.D., M.D.M., K.H., A.L.,
and H.V.K.). We made sure that all interviewers had no previous rela-
tionship with the participants. Interviews were conducted online or
face-to-face, depending on participants' preferences and COVID restric-
tions. The face-to-face interviews were conducted individually without
noise disturbances or other people being present. All interviews were
audio-recorded, pseudonymized, and transcribed verbatim by master
thesis students and a professional transcriber. They were all bound by
a confidentiality agreement. Only the interviewers and the principal in-
vestigator of the study (L.V.H.) had access to the recordings and tran-
scripts. Recordings were deleted after finishing data analysis. Data
analysis was performed from October 2020 to May 2022.

The interview guide (see Appendix A, Supplementary material 2,
Table 1)was based on literature, aswell as on input from clinical and ac-
ademic experts in palliative care, euthanasia, family-centered care, and
grief. The interviewguidewas iteratively adapted bydeleting, adding, or
fine-tuning questions after every interview. All interviews started with
a preliminary question about the healthcare provider's experience
regarding the interaction with relatives throughout the euthanasia
process. Subsequently, more in-depth questions were posed in order
to further explore thoughts, feelings, and actions.

2.4. Data analysis

Transcripts were analyzed by C.B., L.D., L.V.H. and N.V.D.N. using the
Constructivist GroundedTheoryApproach. First, interviewswere read en-
tirely to obtain an overall picture of the interview before being coded. By
comparing interviews and coded fragments, concepts were developed
that guided the next wave of data collection. Subsequently, the emerging
concepts, categories, and relationships between categories were clarified
by carrying out new interviews, and reanalyzing previous interviews. The
interpretative analytical processwas underpinnedby reflexivity, ensuring
openness to themeaning of the data, and a general tenet to question, crit-
icize and explicate understandings of the data (Malterud, 2001). Analysis
was supported by NVivo12 (QSR International).

2.5. Rigor and trustworthiness

Several strategies were used to ensure trustworthiness of our results
(Lincoln and Guba, 1985). We implemented investigator triangulation
by using six different interviewers, and through involving professionals
(C.B., L.D., L.V.D.B., L.V.H., N.V.D.N., R.P.) from different multidisciplinary
backgrounds (educational sciences, nursing, medicine, and psychol-
ogy). We used audit trials, memos, and exemplifying quotes to increase
the dependability.

2.6. Ethical approval and informed consent

The research protocol was approved by the Ethics Committee of
Ghent University Hospital [registration number B6702020000289]. All
participants received verbal and written information about the study
and gave their explicit and written consent to participate. All data and
quotes were pseudonymized.



Table 2
Sociodemographic characteristics of participants (N = 47).

Gender, N (%)
Male 17 (36.2%)
Female 30 (63.8%)

Age (in years), N (%)
20–30 1 (2.1%)
31–40 14 (29.8%)
41–50 15 (31.9%)
51–60 10 (21.3%)
61–70 7 (14.9%)

Setting, N (%)
Home 11 (23.4%)
Hospital 32 (68.1%)
Both 4 (8.5%)

Years of work experience, N (%)
0–5 4 (8.5%)
6–10 7 (14.9%)
11–20 15 (31.9%)
21–30 15 (31.9%)
31–45 6 (12.8%)

C. Boven, L. Van Humbeeck, L. Van den Block et al. / International Journal of Nursing Studies 140 (2023) 104450 3
3. Results

In total, 47 interviews were conducted with nurses (N = 17, ten
women), physicians (N = 15, five women), and psychologists (N = 15,
all women) which took place face-to-face (N = 16) or online (N= 31).
Participants were on average 47 years old (range: 26–69 years), and
had an average work experience of 19 years (range: 1–44 years). Inter-
views had a mean duration of 68 min (range: 39–116 min), and were
held at the place of preference of the participants. More information on
the sociodemographic characteristics can be found in Table 2.

The results will be discussed by presenting key concepts that
emerged from the accounts of the participants. The following four
main categories appeared in the analysis: (1) a continuum of healthcare
providers' experiences regarding their interactionwith relatives (2) de-
fined by the degree of serenity as the main objective (3) of their actions
(ensuring that the relatives are at peace with the euthanasia and realiz-
ing awell-performed euthanasia) and attitudes (of wariness andmetic-
ulousness) towards relatives, (4) inspired by various considerations
which were all affected by previous experiences and thus changed
Fig. 1. An overview of central concepts
over time as a result of trial-and-error (Fig. 1). These concepts will be
discussed separately and in a linear fashion, but are in reality interwo-
ven in various ways.

Participants found the interaction with relatives intense and time-
consuming. They made every effort to provide tailored support and
avoid a traumatic experience.

“To the best of your ability, you try to make sure that relatives feel as
comfortable as possible and, more importantly, that they are able to
cope with the loss afterwards despite the very difficult circumstances.
In the end, the patient is dead, but the relatives should be able to move
on and accept the way in which their loved one died.”

[(Interview 22, nurse, hospital)]

3.1. Creating a serene atmosphere during the dying process

Participants stated that establishing a degree of serenity was the
central driving force for their interactions with relatives. They wanted
tomake sure that relatives were able to cope with their loss, and accept
the way in which their loved one died. Participants stated that a serene
dying process could help relatives in constructing good memories,
which according to them facilitated the relatives' grief process.

“That moment [of dying] is so important that it should be fully experi-
enced by the patient as well as by bystanders. It should take place in a
serene and tranquil way. This is crucial for the grief process. Relatives
should be able to look back on this moment positively and with warmth
and not have their memory tainted with chaos and unrest.”

[(Interview 9, nurse, hospital)]

Participants defined serenity as an atmosphere of connectedness,
tranquility, and in which the dying process could happen as naturally
as possible. Connectedness referred to relatives being more or less
ready to let their loved one go, and having the opportunity to say
goodbye to the patient without disturbances. In this way, relatives
could focus on their loved one's dying process instead of the healthcare
providers' actions. Staff tried to contribute to this atmosphere by “posi-
tioning themselves in the background, andmaking themselves as invis-
ible as possible”. As a functional partner, they had to be present and
and their underlying relationships.
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perform certain actions, but they wanted to avoid disturbing the inti-
mate moment between relatives and their loved one.

“Serenity occurs when everyone is more or less ready to let the person
go. The opportunities that are offered [by the conscious farewell] will
help people to stay connected to their loved one. Grieving includes going
back and forth, but actually it also includes maintaining a different kind
of connection with the person that has died.”

[(Interview 46, psychologist, hospital)]

Participants highlighted that the relatives' conceptualization of a se-
rene atmosphere was sometimes different from their own (e.g. amount
of bystanders, silence). Therefore, staff tried to explore this aspect be-
forehand, so they could accurately take into account relatives' wishes
and needs regarding the dying process, and the last moments of saying
goodbye.

“Once, I was performing a euthanasia while the radio was on. Well, ac-
tually, I believed it was inappropriate, but that is none of my business if
this was the patient's or relatives' choice.”

[(Interview 15, physician, hospital)]

3.2. A continuum of healthcare providers' experiences

Participants had diverse experiences, that can be situated on a con-
tinuum ranging from highly negative to highly positive. These experi-
ences varied according to each unique situation, and numerous
contributing factors. Crucial in this aspect was the extent to which
they realized a serene dying process.

An experience was labeled as more positive, when healthcare pro-
viders felt that they had achieved a good death, which according to
them was comparable to a serene dying process. Participants found
that in most cases, the first contributor to a more negative experience
was located on the practical level. These issues were subdivided into
two categories. Firstly, it involved failing to fulfill arrangements that
were made between staff and relatives for the actual performance
(e.g. staff arriving too early or late).

“You should not arrive at half past twowhen you told relatives that you
were going to be there at two o'clock. Otherwise, they will lose their
trust in you. […] [This trust] is important because it helps them accept
what you are going to do and creates a serene atmosphere. Moreover,
it helps to maintain a trusting relationship afterwards. I am convinced
that all of this contributes to a good grief process.”

[(Interview 32, physician, hospital)]

The second category contained problems regarding medical equip-
ment (e.g. wrong dosage/order of medication or inadequate medical
material). This caused professionals to panic (a bit), which they did
not want relatives to notice. Otherwise, participants feared that rela-
tives would start to panic, and doubt the healthcare providers' ability
to fulfill their loved one's request.

“Some time ago, I had a patient that kept talking [after the administra-
tion of sleepingmedication]. The attending physician looked atme and I
could see her thinking: ‘something is not right, is the intravenous drip
working properly?’. At that point I panicked a bit. We both noticed it,
but luckily the relatives never did.”

[(Interview 1, nurse, hospital)]

The occurrence of unforeseen patients' reactions (e.g. snoring, falling
over and/or vomiting) was a second contributor to a more negative ex-
perience. However, these reactionswere only perceived as problematic,
when participants felt uncertain or powerless. It was decisive whether
staff could keep the situation under control (e.g. by communicating
transparently or quickly finding a solution).

The final contributor to a more negative experience was situated on
the relationship level, and existed of two categories. Firstly, participants
classified an interaction as more negative if relatives were strongly op-
posed or not at peace with the euthanasia (often because of poor or
lacking preparation). It made healthcare providers cautious, and even
unwilling to participate in future euthanasia processes taking place
under similar circumstances.

“The children were at peace with the performance of euthanasia, how-
ever, the sisterwas not. As I went outside the sister came tome and said:
‘you killedmy sister.’ I was completely shocked and thought: ‘I will never
do this again in such circumstances’.”

[(Interview 5, physician, hospital)]

Secondly, healthcare providers had a more negative experience,
when persons requesting euthanasia (relatives or other professionals)
did not respect their boundaries. Staff wanted to guard their boundaries
properly in order to be able tomove on after the patient's death. For this
reason, participants considered it essential that they always had the op-
portunity to reject or agree under additional conditions before
accepting a euthanasia request.

“I always tell the patient: ‘for you it is the end, but your relatives are the
ones thatwill be left behind. Thismeans that if the patientwants to have
the euthanasia tomorrow but the relatives prefer to have it performed
next week, we side with the relatives because it is important that they
are able to move on afterwards’.”

[(Interview 1, nurse, hospital)]

3.3. Healthcare providers' actions and attitudes towards relatives

Professionals performed several actions, which can be classified
under two main targets (ensuring that relatives are at peace with the
euthanasia and establishing awell-performed euthanasia), and contrib-
uted to a serene dying process. These actions, which were aided by a
trusting relationship, were underpinned by an attitude of wariness
and meticulousness.

Participants considered themselves merely a functional partner
throughout the euthanasia process. As such, they tried to be as invisible
as possible, especially at the performance of euthanasia, as this moment
was etched in relatives' memory. They were mindful of relatives' expe-
riences and provided an appropriate space for them to focus on their
loved one, without too much interference.

“I believe that we should just be present in the background, and let the
dying process happen as naturally as possible. I already learned that you
have to be cautious aboutwhat you say or do during the performance of
the euthanasia because relatives have a tendency to put this under a
magnifying glass, and it will be etched in their memory forever.”

[(Interview 11, physician, primary healthcare)]
3.3.1. To ensure that relatives are at peacewith the euthanasia ~ an attitude
of wariness

Participants wanted to ensure that relatives weremore or less ready
to let their loved one go. Informing relatives and stimulating connected-
ness before, during, and after the patient's death contributed to relatives
being at peace with the request.

Wariness refers to finding the right way to be present (use of words,
positioning, and emotions), based on the professionals' gut. This proved
to be a process of trial-and-error, shaped by colleagues' and sometimes
also relatives' feedback, in addition to staff's own experiences. This pro-
cess was facilitated when professionals felt sufficiently acquainted with
the relatives.

3.3.1.1. Informing relatives.Healthcare providers stated that they repeat-
edly informed relatives of the legal framework, course of the euthanasia,
and possible scenarios (e.g. patient snoring, coughing). They also regu-
larly checked if relatives understood everything correctly. According
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to participants, being adequately informed prevented misunderstand-
ings on behalf of the relatives (e.g. short duration of the dying process)
and helped them to remain calm. Participants experienced that relatives
were often not familiarwithwitnessing a euthanasia or a dying phase in
general, thus, causing relatives to feel uncertain aboutwhat to expect or
how to act. Professionals stated that feelings of uncertainty or unrealis-
tic expectations made some relatives decide not to witness the dying
process. Without insisting, professionals tried to explore relatives' rea-
sons for doubt, and informed them accurately, so relatives could make
an informed decision.

“I believe it is important that relatives knowwhat they are going to wit-
ness step-by-step, so they can decide for themselves: ‘Do I want to see
this? Do I want to experience this? What am I willing to endure?’”

[(Interview 6, nurse, hospital)]

Healthcare providers tried to determine (by asking or sensing) the
extent of and the timing when relatives wanted to receive information
(e.g. whether or not during the performance of euthanasia). They tried
to find a balance between, on one hand preventing relatives from pan-
icking if something deviated from the plan, while on the other hand
they wanted to avoid provoking fear or agitation in advance.

“You should find a balance between truthfully explaining what could
happen and avoiding to provoke fear or agitation at the same time.Most
of the times the thing you warned them for does not even happen or
turns out to be less significant than you told them it would be.”

[(Interview 23, physician, homecare)]

3.3.1.2. Stimulating connectedness between patient and relatives.
Healthcare providers mentioned that they stimulated connectedness
between the patient and his/her relatives with the purpose to contrib-
ute to the creation, and preservation of good memories. Participants
timely informed relatives of the patient's incurable condition to en-
hance relatives' comprehension of the request. According to partici-
pants, this meant that relatives respected the patient's wish, and gave
him/her their permission to let go. Occasionally, the patient and rela-
tives were immediately on the same page, while others needed more
time and space to come to terms with the situation. Participants stated
that it was helpful when the treating physician, potentially accompa-
nied by a psychologist or nurse, organized family conversations. During
these conversations, professionals aimed at creating a safe space, in
which opinions could be shared (without disrespecting the patient's
request).

“As a psychologist, I find it really important to be as open-minded and
unbiased as possible, so I can listen to everyone's story. I do not want
to take sides but instead look at howwe can reach a consensus. I always
emphasize that it is the request of the patient thatmattersmost and that
his/her wish should be respected.”

[(Interview 38, psychologist, hospital)]

Physicians did notwant to beperceived as an “advertiser of euthana-
sia”, thus, they encouraged patients to clearly communicate their wish
to their relatives themselves. If necessary, healthcare providers helped
the patient to articulate his/her wish. Professionals also tried to ensure
that relatives recognized the severity of the disease, and understood
that there was no perspective of curing their loved one.

Some physicians turned down the patient's request, when relatives
kept resisting, despite numerous efforts to reach a consensus. These
physicians did not want to be held responsible for the patient's death,
and feared risking emotional or legal consequences. Others did fulfill
the euthanasia request, despite disagreement, but perceived it as a
missed opportunity to involve relatives in the euthanasia process.

“The husband told us that he was fed up and wanted euthanasia. I did
understand him, because eventually he would have died within a week.
On the contrary, his wife did not understand his request at all. […] I
found myself caught between two fires. […] These situations are very
difficult for relatives and I am convinced that she did not receive the
right support. […] You are limited in things you can do, but I wanted
things to go differently for her.”

[(Interview 1, nurse, hospital)]

Near to the performance of euthanasia, staff facilitated close contact,
by offering a private room, double bed, flexible visiting hours, etc.More-
over, healthcare providers (mostly nurses or psychologists) explored in
advance who would attend the euthanasia, and how they preferred to
be present. On the day itself, healthcare providers made sure that, if
they wished so, relatives could stand or sit close to the patient. When
professionals sensed uneasiness, they told relatives that they could
hold hands with or give a last hug to the patient.

“In my opinion, the space immediately surrounding the patient during
the performance of the euthanasia is reserved for relatives, for the peo-
ple who will experience loss. […] We may look important, because we
have to make sure that everything goes well on a practical level, but
we are not the people that make them feel loved or secure. […] I believe
that we should not take up too much space, but instead work from be-
hind the scenes, and try to make sure that relatives are able to position
themselves in a way that feels comfortable to them.”

[(Interview 39, psychologist, homecare)]
3.3.2. To establish a well-performed euthanasia ~ an attitude of
meticulousness

By establishing awell-performed euthanasia, participants wanted to
prevent relatives from panicking and doubting staff's ability to take
good care of their loved one. Healthcare providers contributed to a
well-performed euthanasia, by making specific operational plans with
everyone involved beforehand, and by letting the dying process happen
as naturally as possible.

An attitude of meticulousness reflects professionals' concerns that
they might forget someone or something. Participants tried to avoid
this through an (in)formal protocol, checklist, and/or conversations
with persons involved in the euthanasia process.

3.3.2.1. Making plans together. In order to ensure that both sides were
prepared, participants meticulously made operational plans with pa-
tients, relatives, as well as other healthcare providers.

Participants found that an operational plan helped relatives to antic-
ipate, and remain calm, as it decreased levels of uncertainty. Healthcare
providers explored how relatives envisioned the last moments with
their loved one (e.g. whether or not having a goodbye-dinner or seeing
the body after post-mortem care).

“It is important that relatives are prepared for the course of those last days.
We inform themaboutwhat their role could be, and assure them that they
can openly talk to us about their preferences in this regard. It is essential for
us to have an idea ofwhat they can or cannot copewith, sowe can discuss
this with the patient, and thereby create awareness about this aspect on
both sides.Wewant tomake sure that, afterwards, relatives can look back,
and feel that they finished the trajectory the way they wanted to.”

[(Interview 6, nurse, hospital)]

Participants explained that they also made arrangements with other
staff members, that would (not) be present (e.g. avoid disturbance from
the cleaning crew), so they could fully focus on carrying out their tech-
nical tasks.

“The moment is always tense, even for us. Despite frequently having
done this, we always discuss each step of the procedure time and time
again. […] However minor the affair, it remains important that every-
thing had been discussed with other healthcare providers, as well as
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with the family beforehand […]. Actually, everything has always been
discussed down to the last minute.”

[(Interview 8, nurse, homecare)]

3.3.2.2. Letting the dying process happen as naturally as possible. Physi-
cians stated that they are responsible for guaranteeing the right mate-
rial, dosage and administration order of the life-ending drugs.
According to participants, medical material should be prepared in a
timely manner and discreetly brought into the room on the day the eu-
thanasia. In this manner, the dying process can happen as naturally as
possible.

“You should certainly not place all the medical material on the patient's
nightstand and leave it there, or perform your preparatory work next to
the patient's head. […]. Bystanders might perceive these actions as in-
trusive, which can easily be avoided by doing these things away from
patients, and their relatives.”

[(Interview 32, physician, hospital)]

In the moments after the patient died, participants also tried to
subtly take away medical equipment to avoid distorting relatives'
memories.
3.4. Healthcare providers' underlying considerations when interacting with
relatives

Healthcare providers' interactions with relatives, and the provision
of bereavement care were driven by three core considerations: (1) con-
ceptualization of a good death and its perceived importance, (2) having
the situation well under control, and (3) self-reassurance.

3.4.1. Conceptualization of a good death and its perceived importance
Participants perceived a good death as a serene dying process that

was warily and meticulously prepared, and which took place in an at-
mosphere of connectedness and tranquility.

“To me, a euthanasia procedure went well if the patient accepted their
end, insofar you can properly assess this. Where relatives can say
goodbye in a tranquil and serene atmosphere, and where sadness is in-
evitably present. Nobody ever says: ‘Yes! He is gone.’, but there is always
a soothing connectedness between those that are present. That is what I
call a good ending.”

[(Interview 29, physician, primary healthcare)]

Some healthcare providers refused a euthanasia request or chose not
to be part of one, when they felt that they would not be able to help
achieve a good death. This was motivated by previous negative experi-
ences (e.g. accusations of relatives).

3.4.2. Having the situation well under control
Participants found maintaining control at all times very important,

because they wanted to prevent relatives associating their loved one's
death with feelings of chaos and unrest. Following a mutually agreed
plan contributed to a tranquil environment for all those involved,
whereas failing to stick to this plan could cause uncertainty and panic.

“I had a patient whose dying process lasted unusually long. […] You can
always improvise and try to find another solution, but then it would no
longer be consistent with the plan youworked out with the relatives be-
forehand. At a moment like that, you can feel time ticking and are very
aware of everyone paying close attention to what you are doing.”

[(Interview 31, physician, hospital)]

If something did not go according to plan, healthcare providers tried
to normalize the situation.
“You should always make sure that you are the captain of the ship. If
something unexpected happens, which is luckily rare, you should al-
ways try to reassure relatives.”

[(Interview 21, physician, hospital)]

Nonetheless, participants said euthanasia is inevitably associated
with uncertainty, as it cannot be comparedwithmachinework. Because
of the intensity, professionalswere relieved that accompanying a eutha-
nasia processwas not part of their routinework, and expressed their de-
sire to keep it this way.

3.4.3. Self-reassurance
A positive experience implied that relatives were able to move on

after their loved one's death, which reassured healthcare providers
that they “did the right thing”. In this way, professionals could close
this chapter for themselves. Most participants gave their contact infor-
mation right before or after the loss, so relatives could contact them
when needed. Professionals only scarcely initiated post-loss contact
themselves. Only a few of them did this routinely, or in cases where
they thought (certain) relatives were at risk of developing psycho-
social difficulties.

“It is not done very systematically, it depends on how long I've known
the relatives and my estimation of their tendency to call for help them-
selves if needed.”

[(Interview 46, psychologist, hospital)]

By providing contact information or checking in on relatives, partic-
ipants wanted to reassure themselves that relatives were able to cope
with the loss, and the way in which their loved one died. They believed
the euthanasia trajectory went well, if relatives did not initiate contact
themselves, or if relatives were able to cope to a certain extent. There-
fore, healthcare providers believed that they “did the right thing”, and
could move on. If relatives rejected these follow-up services, staff
respected their decision without insisting.

“I believe that you should not go too far. You should leave the door wide
open, offer services and invite relatives to come inside, but if they refuse
for any reason, that is just the way it is.”

[(Interview 28, physician, primary healthcare)]

Participants reacted differently to the feeling of relatives not being
able to cope with their loss. Some healthcare providers placed this in
perspective, while others blamed themselves for not having done
enough, or felt that they should have handled things differently.
4. Discussion

Overall, our findings provide an insight into the perspective of
healthcare providers on their interaction with relatives in the context
of euthanasia, and the provision of bereavement care throughout. Par-
ticipants said that they perceive themselves as a functional partner,
and try to contribute by preparing themselves and relatives for the up-
coming bereavement. A significant finding is that the central driving
force behind the interaction between professionals and relatives is to
ensure a good death. A good death is defined by participants as a serene
dying process, in which relatives can construct good memories, and are
able to copewith their loss afterwards. Professionals find that a lack of a
serene atmosphere contributes to a more negative experience, which is
often decisive for healthcare providers' future performances. Healthcare
providers try to achieve a serene transition from life to death, by estab-
lishing awell-performed euthanasia, and ensuring relatives are at peace
with the euthanasia request. Their actions are underpinned by two atti-
tudes (wariness andmeticulousness), and guided by different consider-
ations, which in their turn, are subjected to a learning process (of trial-
and-error).
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Our results indicate that healthcare providers strive for a serene atmo-
sphere throughout the euthanasia process, but especially during the per-
formance of euthanasia. Participants conceptualize a good death as a
serene atmosphere, which contributed to good memories, thus, facilitat-
ing relatives' grief process. To achieve a serene atmosphere, healthcare
providers perform several actions and attitudes on the background.
They aim to fulfill relatives' needs regarding bereavement care tomitigate
for grief-related morbidities. Future research should explore whether
healthcare providers' conceptualization of a good death is in accordance
with that of relatives, and which bereavement services contribute to
this. Furthermore, longitudinal research with relatives can investigate
the extent towhich bereavement care before, during, and after the eutha-
nasia decreases the risk for developing grief-related complications.

Participants described euthanasia as a time-consuming and intense
process, which was also found in previous research (Ward et al., 2021;
Georges et al., 2008). Participants voiced that they made every effort
to provide tailored support and avoid a traumatic experience, which
was aided by building trusting relationships with patients and families.
Previous research (Ward et al., 2021; Sandham et al., 2022) indicated
the importance of (in)formal emotional support (e.g. debriefings) for
professionals in highly-demanding situations, such as euthanasia. De-
spite the intensity of the care process, professionals said that they
found helping a patient and their relatives in itself worthwhile, which
is described in literature as compassion satisfaction (Stamm, 2002).
“Doing one's utmost” and ensuring the best possible end-of-life care
were fundamental in supporting patients and relatives in their last
days (Fridh et al., 2009). However, when participants felt that granting
the request would cause problems (e.g. emotional or legal conse-
quences), they were relieved that according to The Belgian Act on Eu-
thanasia (Law of 28 May 2002 on Euthanasia, 2002), they could always
refuse or formulate additional requirements.

Moreover, the Belgian Act on Euthanasia does not require relatives
to be informed of the request or be involved throughout the decision-
making process (Law of 28May 2002 on Euthanasia, 2002). Nonetheless,
participants preferred family involvement, and some even turned down
a request when the family was not at peace. They did not want to risk
legal consequences, or relatives not being able to cope with the loss
and the way it happened. Belgian euthanasia guidelines (Leifdraad:
leidraad voor artsen bij het zorgvuldig uitvoeren van euthanasie, 2020;
Richtlijn Uitvoering Euthanasie, 2018) mention that physicians should
try to consult relatives, but only with the patient's consent. The death
of an individual is linked to and experienced by the whole community,
so it cannot be reduced to the relationship between a doctor and patient
(Sallnow et al., 2022). This generates a possible tension between the
right of confidentiality of doctor and patient versus the social dimension
(Devos, 2021). The Belgian law also prescribes that a euthanasia request
should not be the result of external pressure. As such, other actors can
be consulted without interfering with the doctor–patient relationship
(‘colloque singulier’) (Hamarat et al., 2021). By adequately informing
relatives of the legal framework (e.g. voluntary character of the re-
quest), healthcare providers tried to avoid relatives from putting pres-
sure on them. Participants wanted relatives to respect their boundaries.

Belgian guidelines (Leifdraad: leidraad voor artsen bij het zorgvuldig
uitvoeren van euthanasie, 2020; Richtlijn Uitvoering Euthanasie, 2018)
only scarcely specify how healthcare providers can offer bereavement
care to relatives pre- and post-loss. Previous literature showed that
the lack of guidelines (Ward et al., 2021; Sandham et al., 2022; Fujioka
et al., 2018), knowledge, and/or training (Sandham et al., 2022;
Fujioka et al., 2018) in the context of euthanasia, caused healthcare pro-
viders to feel uncertain about what to say or do. Nursing students,
whether or not recently graduated, and junior doctors lack skills and
knowledge about death and dying. As such, they express an inability
to deliver high quality end-of-life care (Jones et al., 2020; Bharmal
et al., 2019). Our study also showed that healthcare providers often
used their gut to guide their ((non-)verbal) actions and positions
throughout the process, also called ‘emotional knowing’ in literature.
They were especially mindful of their actions during the dying process,
as this moment was etched in relatives' memory forever. Thus, clear
guidelines (including information on bereavement care pre- and post-
loss), education, and training should be easily accessible and incorpo-
rated in curricula of (future) healthcare providers. Moreover, the use
of (Belgian) consultation services, such as LEIF (End-of-life Information
Forum), should be promoted, as healthcare providers can contact them
to ask questions or support them throughout the euthanasia process.

Finally, participants stated that bereavement care is mainly taken up
in the period before the loss, as they do not have a mandate or financial
resources for post-loss support. These results are mirrored in a recent
review of Hudson et al. (2018) in the context of palliative care, present-
ing that bereavement care is still insufficiently resourced, under-
researched, and not implemented in a systematic way. It would be
interesting for future research to explore relatives' expectations regard-
ing aftercare, and their experiences in terms of copingwith their loss. In
most cases, participants only scarcely provided aftercare, but they did
give their contact details, so relatives could contact them if needed. Re-
search showed that groups-at-risk for developing grief-related disor-
ders are less prone to seek support themselves (Lichtenthal et al.,
2011). As such, it would be helpful to implement a tiered or stepped
approach based on needs to early target and refer groups-at-risk, as
they will benefit the most (Aoun et al., 2012). This approach aids
healthcare providers in adequately targeting and referring relatives
pre- and post-loss. Participants did contact relatives post-loss them-
selves, if they thought certain relatives were at risk of developing
psycho-social difficulties.

To implement such a model, sustainable multidisciplinary and
transmural collaborations are required to match relatives' needs
throughout the euthanasia process. A scoping review of Fujioka et al.
(2018) found that the complexity of a euthanasia process (such as clin-
ical and practical challenges) requires skills and expertise of multiple
professionals. Participants of that study state that supporting family
throughout a euthanasia process was a team effort, which required a
collaboration between different healthcare providers. A recent survey
study conducted with psychologists from Portugal and Luxembourg,
showed that despite their lack of a legalmandate, themajority of partic-
ipants agreed that they had a role in (emotionally) supporting patients
and their relatives after a request (Marina et al., 2021). To enhance the
success of collaborations, participants of our study said that they made
operational plans with other healthcare providers involved, to clearly
distribute roles and to ensure a smooth course of events.

4.1. Strengths and limitations

Our study is characterized by strengths. A first strength, is the
large sample of healthcare providers that participated in the study
(N = 47), and the variety of disciplines that participated. We were
able to conduct in-depth interviews, and thereby reach data satura-
tion of the key concepts, by using purposive sampling. Moreover,
various strategies (see Section 2.4) ensured the rigor and trustwor-
thiness of our results.

Our findings must also be considered in light of some limitations.
Our findings mainly pertain to white, female healthcare providers, de-
spite trying to ensure a balance in racial backgrounds and gender.More-
over, it is possible that healthcare providers who are not in favor of
euthanasia did not respond to our call. Furthermore, the majority of
participants had already attended or performed numerous euthanasia
processes, while only a few indicated that they had only done it sporad-
ically. As a result, we primarily received information from fairly confi-
dent healthcare providers with considerable experience. Next, we only
included euthanasia procedures of persons with cancer, so it is unclear
whether our findings are transferable to other conditions. Finally,
COVID might have biased our results. During this time, interactions be-
tween healthcare providers and relatives were often limited, because of
contact restrictions.
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5. Conclusions

This study showed that participants had diverse experiences, in which
the achieveddegree of serenitywas the determining factor for amore pos-
itive or negative experience. Participants tried to create this serene atmo-
sphere by performing certain actions from a position on the background,
which were underpinned by an attitude of wariness and meticulousness.
Moreover, their actions were guided by different considerations, which,
in their turn, are subjected to a learning process (of trial-and-error). Our
results substantiate the need to expand existing clinical guidelines, as the
interaction between healthcare providers and relatives, and the provision
of bereavement care are currently insufficiently described. Future research
should explore relatives' experiences regarding the interaction with and
bereavement care from healthcare providers, and assess relatives' needs
before, during, and after the performance of euthanasia.
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