Supplementary-Table 1. CASP: Critical Appraisal Skills Programme.

	CASP: Critical Appraisal Skills Programme
	Bölsmjo (2004)
	Broom (2012)
	Chapple et al., (2006)
	Chochinov et al., (1995)
	Coyle & Sculco (2004)
	Dees et al., (2011)
	Dees et al., (2012)
	Hagens et al., (2017)
	Karlsson et al., (2012)
	Kelly et al. (2002)
	Luuppelomaki (2000)
	Lavery et al., (2001)
	Nissim et al., (2009)
	Ohnsorge et al., (2014)
	Ohnsorge et al., (2019)
	Pearlman et al., (2005)
	Pestinger et al., (2015)
	Schroepfer (2006)
	Volker et al., (2004)
	Wilson et al., (2000)
	Wilson et al., (2007)

	– What the goal of the research was
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– Why it is important?
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– Its relevance?
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the research seeks to interpret or illuminate the actions and/or subjective experiences of research participants
	✓
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x

	– If the researcher has justified the research design (e.g. have they discussed how they decided which methods to use?)
	x
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the researcher has explained how the participants were selected
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If they explained why the participants they selected were the most appropriate to provide access to the type of knowledge sought by the study
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	✓

	– If there are any discussions around recruitment (e.g. why some people chose not to take part)
	x
	✓
	x
	
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	✓

	– If the setting for data collection was justified
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	x

	– If it is clear how data were collected (e.g. focus group, semixstructured interview, etc.)
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the researcher has justified the methods chosen
	x
	x
	x
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓

	– If the researcher has made the methods explicit (e.g. for interview method, is there an indication of how interviews were conducted, did they used a topic guide?)
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If methods were modified during the study. If so, has the researcher explained how and why?
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	✓
	x
	x
	x
	✓
	x
	x
	x
	x

	– If the form of data is clear (e.g. tape recordings, video material, notes, etc.)
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the researcher has discussed saturation of data.
	x
	x
	x
	x
	x
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x
	x

	– Formulation of research questions
	✓
	✓
	✓
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	x
	x
	x
	x
	x
	✓
	x

	– Data collection, including sample recruitment and choice of location
	x
	✓
	✓
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x
	x
	x
	x
	x
	✓
	✓
	✓

	– How the researcher responded to events during the study and whether they considered the implications of any changes in the research design
	x
	
	x
	x
	x
	x
	x
	x
	✓
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	– If there are sufficient details of how the research was explained to participants for the reader to assess whether ethical standards were maintained
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	✓

	– If the researcher has discussed issues raised by the study (e. g. issues around informed consent or confidentiality or how they have handled the effects of the study on the participants during and after the study)
	x
	✓
	x
	x
	x
	✓
	✓
	x
	x
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x

	– If approval has been sought from the ethics committee
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If there is an in-depth description of the analysis process
	x
	
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If thematic analysis is used. If so, is it clear how the categories/themes were derived from the data?
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– Whether the researcher explains how the data presented were selected from the original sample to demonstrate the analysis process
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x

	– If sufficient data are presented to support the findings
	x
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x

	– To what extent contradictory data are taken into account
	
	✓
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	– Whether the researcher critically examined their own role, potential bias and influence during analysis and selection of data for presentation
	x
	✓
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	– If the findings are explicit
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If there is adequate discussion of the evidence both for and against the researcher’s arguments
	x
	✓
	✓
	✓
	✓
	x
	✓
	✓
	✓
	x
	x
	✓
	✓
	x
	x
	
	x
	
	✓
	✓
	✓

	– If the researcher has discussed the credibility of their findings (e.g. triangulation, respondent validation, more than one analyst.)
	x
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the findings are discussed in relation to the original research questions
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the researcher discusses the contribution the study makes to existing knowledge or understanding (e.g. do they consider the findings in relation to current practice or policy, or relevant research based literature?)
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If they identify new areas where research is necessary
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	– If the researchers have discussed whether or how the findings can be transferred to other populations or considered other ways the research may be used
	x
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓
	x
	x
	✓
	✓
	✓
	✓


Supplementary-Table 2. STROBE Statement.
STROBE Statement—Checklist of items that should be included in reports of cross-sectional studies 

	Title and abstract
	Albert et al., (2005)
	Chochinov et al., (1995)
	Güell et al., (2015)
	Kelly et al., (2002)
	Monforte-Royo et al., (2018)
	Owen et al., (1992)
	Owen et al., (1994)
	Robinson et al., (2017)
	Wilson et al., (2000)
	Wilson et al., (2007)

	(a) Indicate the study’s design with a commonly used term in the 

title or the abstract
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	(b) Provide in the abstract an informative and balanced summary of what was done and what was found
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Background/rationale

	Explain the scientific background and rationale for the investigation being reported
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Objectives

	State specific objectives, including any prespecified hypotheses
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Study design
	x
	x
	✓
	✓
	✓
	x
	x
	✓
	x
	x

	Present key elements of study design early in the paper
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Setting

	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, followxup, and data collection
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Participants

	(a) Give the eligibility criteria, and the sources and methods of selection of participants
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Variables

	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers. Give diagnostic criteria, if applicable
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Data sources/ measurement

	 For each variable of interest, give sources of data and details of methods of assessment (measurement). Describe comparability of assessment methods if there is more than one group
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Bias

	Describe any efforts to address potential sources of bias
	x
	x
	x
	x
	x
	✓
	✓
	x
	x
	✓

	Study size
	
	
	
	
	
	
	
	
	
	

	Explain how the study size was arrived at
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Quantitative variables

	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Statistical methods

	(a) Describe all statistical methods, including those used to control for confounding
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	(b) Describe any methods used to examine subgroups and interactions
	✓
	x
	✓
	✓
	✓
	✓
	✓
	x
	x
	✓

	(c) Explain how missing data were addressed
	x
	x
	✓
	x
	x
	x
	x
	x
	x
	✓

	(d) If applicable, describe analytical methods taking account of sampling strategy
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	(e) Describe any sensitivity analyses
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Participants

	(a) Report numbers of individuals at each stage of study—eg numbers potentially eligible, examined for eligibility, confirmed eligible, included in the study, completing followxup, and analysed
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	(b) Give reasons for nonxparticipation at each stage
	✓
	✓
	✓
	x
	✓
	x
	x
	x
	x
	✓

	(c) Consider use of a flow diagram
	x
	x
	✓
	x
	x
	x
	x
	x
	x
	✓

	Descriptive data

	(a) Give characteristics of study participants (eg demographic, clinical, social) and information on exposures and potential confounders
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	(b) Indicate number of participants with missing data for each variable of interest
	x
	x
	x
	x
	x
	x
	x
	x
	x
	✓

	Outcome data

	Report numbers of outcome events or summary measures
	✓
	✓
	x
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Main results

	(a) Give unadjusted estimates and, if applicable, confounderxadjusted estimates and their precision (eg, 95% confidence interval). Make clear which confounders were adjusted for and why they were included
	✓
	x
	✓


	✓
	✓
	✓
	✓
	✓
	✓
	✓

	(b) Report category boundaries when continuous variables were categorized
	✓
	x
	✓
	✓
	✓
	✓
	✓
	x
	x
	x

	(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Other analyses

	Report other analyses done—eg analyses of subgroups and interactions, and sensitivity analyses
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Key results

	Summarise key results with reference to study objectives
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Limitations

	Discuss limitations of the study, taking into account sources of potential bias or imprecision. Discuss both direction and magnitude of any potential bias
	✓
	✓
	✓
	x
	✓
	✓
	✓
	✓
	x
	✓

	Interpretation

	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Generalisability

	Discuss the generalisability (external validity) of the study results
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓

	Funding

	Give the source of funding and the role of the funders for the present study and, if applicable, for the original study on which the present article is based
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓
	✓


Supplementary-Table 3. Characteristics of the studies and autonomy findings.
	Author/s, year and country
	Design and

Participants
	Aim
	Findings on Autonomy

	Albert et al., 2005. USA
	Quantitative study,
80 ALS outpatients enrolled from the Eleanor and Lou Gehrig MDA/ALS Research Center at Columbia University; other patients were enrolled from nearby clinics and hospices.

	To examine dying patients in the months before death, in order to understand their wish to die.
	The comparisons made between patients who expressed a wish to die but did not act on it and patients who hastened death, showed that the latter perceived more control over the management of ALS as death approached.



	Bolsmjö, 2004. Sweden
	Qualitative study,

10 terminally-ill cancer patients.

	To explore the reactions of terminally-ill cancer patients in relation to existential issues.
	Six themes emerged from the data: 1) dignity, 2) autonomy, 3) meaning, 4) guilt, 5) relations, and 6) communication.
The patients indicated that losing control, not being able to affect the last stage of one’s life, becoming more and more dependent on other people and on machines, cause fear of helplessness and pain.

Only one quotation supports the link between the loss of autonomy and the emergence of suicidal ideation.



	Broom, 2012. Australia
	Qualitative study,

20 patients receiving inpatient hospice care.
(n=11 men; n=9 women).

	To explore experiences of inpatient hospice care with an especial focus on their views on euthanasia/assisted dying and religiosity.
	Four themes emerged from the analysis: 1) EAS and the right to die, 2) questioning EAS and the desire to live, 3) positive views on religion in the hospice, and 4) the pressure to redeem: hospice and carer expectations.
Some of the participants were in favor of EAS. The main reason for supporting this idea was the right to choose about its own death.

However, in this context, autonomy was defined as relationally negotiated (i.e., situated within the values of staff, carers, and family).


	Chapple, Ziebland, & McPherson, 2006. UK
	Qualitative study,
18 terminally-ill patients.

	To explore the experiences of people with a terminal illness, focusing on the patients’ perspective of euthanasia and assisted suicide.  
 
	The results were presented by distinguishing between 1) arguments supporting voluntary euthanasia or assisted suicide and 2) arguments against a change in UK law.
The reasons for wanting a change in the law, included: the right to choose when to end their own life, and fear of loss of control and concern that they may be a physical or financial burden on others. 

	Chochinov et al., 1995. Canada
	Mixed-method study,

200 terminally-ill cancer patients (n=97 men; n=103 women).

	To investigate the prevalence of the desire for death among patients, the stability of this desire over time, and any association with psychiatric disorders. Each patient completed a short form of the Beck Depression Inventory and provided ratings of pain and social support. When possible, patients who expressed a desire for death received a follow-up interview after a 2­week interval.


	Out of 200 only two patients express desire to die. Only one recognized that this desire to die was to some extent related to the desire of maintaining control over her life (she still retained her mental competence, reasonable bodily self-control, and what she perceived as an acceptable level of dignity).



	Coyle & Sculco, 2004. USA
	Qualitative study,

7 terminally-ill inpatients and outpatients at a Pain and Palliative Care Service at an urban cancer research center. 

	To explore the meanings and uses of an expressed desire for hastened death.
	Nine uses and meanings explained the expression of the WTHD:
1) A manifestation of the will to live, 2) a dying process so difficult that an early death was preferred, 3) an intolerable immediate situation, even if not specifically identified by a patient, required immediate action, 4) a hastened death could extract a patient from an unendurable and specific situation, 5) manifestation of the last control the dying can exert, 6) a way of drawing attention to “me as a unique individual,” 7) a gesture of altruism, 8) an attempt at manipulation of the family to avoid abandonment, and 9) a despairing cry depicting the misery of the current situation.
The expression of desire for hastened death was sometimes an assertion of ultimate control over an untenable situation (theme nº5: A manifestation of the last control the dying person can exert). 

	Dees et al., 2011. The Netherlands
	Qualitative study,

31 terminally-ill patients who had explicitly requested euthanasia or AS.
Diagnosis: Cancer, Parkinson, depression, tired of living, Schizophrenia, pain syndrome, completed life, anxiety disorder, motor neuron disease
	To explore the constituent elements of suffering of patients who explicitly requested euthanasia or assisted suicide. And to explore their ability to cope with this suffering
	Four dimensions were identified for explaining the nature of suffering: 1) medical, 2) psycho-emotional (loss of self, negative feelings, fear of future suffering, dependency, loss of autonomy and mental exhaustion), 3) socio-environmental and 4) existential. 
Loss of autonomy was a reason for the request of EAS for 18 participants.

	Dees et al., 2012. The Netherlands
	Qualitative study,

32 terminally-ill patients who requested euthanasia (n=15 men; n=17 women).
Diagnosis: cancer (7), heart failure (1), degenerative neurological disease (4), psychiatric disease (3), cancer (7), degenerative neurological disease (2), pain syndrome (3), tired of life (4), psychiatric disease (1).
	To explore the decision-making process in cases where people request euthanasia 
	Five themes emerged: 1) initiation of sharing views and values about euthanasia, 2) building relationships as part of the negotiation, 3) fulfilling legal requirements, 4) detailed work of preparing and performing euthanasia and 5) aftercare and closing.
One of the supporting codes of “the views and values about euthanasia” was the strong wish to have a say over one’s own death

	Güell et al., 2015. Spain
	Quantitative study,
69 terminally-ill patients care at a palliative care unit. 
	To know the prevalence of desire to die statements; to describe the demographic, symptomatic, emotional, and spiritual issues in this population; and, to determine possible differences regarding patients who made desire to die comments (DDCs) and those who made desire for euthanasia comments (EUCs). 
	Almost 10% of the population receiving specific oncological palliative care made a desire to die comment (7.3%) or a desire for euthanasia comment (2.5%). 
The item “retaining autonomy to choose how and when to die/I will die” was the only statistically significant item, showing a higher percentage in the EUC group.

	Hagens, Onwuteaka-Philipsen, & Pasman, 2017. The Netherlands
	Qualitative study,

17 people who received demedicalized AS (DAS) from counselors facilitated by foundation De Einder.
	To explore which trajectories people take to seek DAS.
	Two trajectories were identified: 1) people preferred PAS but were not reassured of help by the physician in due time and sought DAS as a backup plan. 2) People expressed a preference for DAS mainly as a result of emphasizing self-determination, independence, taking their own responsibility and preparing suicide carefully.

	Karlsson et al., 2012. Sweden
	Qualitative study,

66 terminally-ill patients.
	To explore perspectives of dying people on euthanasia, especially in relation to autonomy.
	Two themes were identified: 1) Autonomy as power over medical decision-making, where patient autonomy and medical power were contrasted. 2) Aspect of trust, where different levels of trust in others were perceived to affect the possibility to be autonomous in decision-making on euthanasia.
Both themes were used for defend contrary positions.

	Kelly et al., 2002. Australia
	Mixed method study,
(Quantitative phase, n=256 patients; qualitative phase, n= 70 patients).

In patient hospice unit and home palliative care patients (n=35 men; n= 37 women).
	To explore factors associated with the personal wish to hasten death.
	Three groups were used based on the frequency distribution of wish to hasten death scores 1) no wish to hasten death, 2) moderate wish to hasten death, and 3) high wish to hasten death. 
The idea of control was highlighted by one participant that presented a high WTHD but was opposed to the idea of euthanasia.

	Kuuppelomäki, 2000. Finland
	Qualitative study,

32 terminally-ill cancer patients (n=11 men; n=21 women)
22 patients were in or outpatients of one of the central hospitals and eight were treated in a health center. 


	To describe the attitudes towards euthanasia among terminally-ill patients, their families and their healthcare providers.
	The participants who could ethically justify active euthanasia mentioned three different conditions, which made the procedure acceptable to them. These were 1) the hopelessness of the situations, 2) pain and suffering and 3) the patient's right to decide. Many subjects stressed the importance of the person's own will and his right to decide about his life. 

The main theme in the answers of interviewees who could not justify active euthanasia was the idea that man has no right to decide the length of life or time of death. 

	Lavery et al., 2002. Canada
	Qualitative study,

32 patients with HIV/AIDS

(n=31 men; n=1 woman).
	To understand why people desire euthanasia or assisted suicide.
	Two main themes emerged from the analysis: 1) disintegration and 2) loss of community. A third one resulted from the prior: loss of the self.
The experience of disintegration was explained due to the loss of control over the bodily functions. The loss of functionality was associated with the perception of loss of dignity.

	Monforte-Royo et al., 2018. Spain
	Quantitative study,
193 terminally-ill patients from an outpatient clinics at a large comprehensive cancer center.
	To analyze the influence that perceived loss of control, functional impairment, symptoms of depression, and
perceived loss of dignity may have in relation to the wish to hasten death.
	Perceived control was assessed using the General Self‐Efficacy and the WTHD was evaluated using a semi structured clinical interview called “Assessment of the Frequency and Extend of the Desire to Die” (AFEDD).
A perceived loss of control was a risk factor for symptoms of depression and a perceived loss of dignity. 
The coefficients for perceived loss of control and functional impairment indicate a significant impact on the emergence of a WTHD.

The impact of perceived loss of control on the WTHD is mediated by symptoms of depression and loss of perceived dignity.

	Nissim et al., 2009. Canada
	Qualitative study,

27 terminally-ill ambulatory cancer patients from an outpatient clinics at a large comprehensive cancer center.
	To understand the desire for hastened death (DHD) as expressed by individuals with advanced cancer.
	Three themes emerged from the interviews: 1) DHD as a hypothetical exit plan; 2) DHD as an expression of despair, and 3) DHD as a manifestation of letting go. 
The theme “DHD as hypothetical exit plan” was expressed by 24 (89%) participants and was directly related to the possibility of maintaining sense of control over the circumstances (provided reassurance and enhanced the ability to tolerate the hurdles of the present and the uncertainty of the future). It allowed participants to imagine maintaining a sense of control and autonomy until the very end.
DHD as an expression of despair was related to the fear of losing control physically and mentally.

	Ohnsorge et al., 2014. Switzerland
	Qualitative study,

30 terminally-ill cancer inpatients from a palliative care hospital specialized in end of life care, a palliative care ward within the oncology department of a general hospital, and outpatients of an ambulatory palliative care service.
	To explore the different possible motivations and explanations of patients who express or experience a wish to die.
	Three dimensions were found for understanding the WTHD statements: 1) intentions, 2) motivations (reasons, meaning and functions), and 3) social interactions.
Three meanings subthemes’ were directly related to the concept of autonomy: to allow a life ending process to take its course (not impeding), to end a situation that is seen as an unreasonable demand (imposition), to preserve self-determination in the last moments of life (control).
One function was also related to it: reestablishing agency.

	Ohnsorge et al., 2019. Switzerland
	Qualitative study,

62 palliative care patients.
The patients were situated in a variety of palliative care facilities: a hospice, a palliative ward, specialized units in acute care hospitals, a clinic for neurological diseases, several nursing homes, or outpatient palliative care.

The other 32 fell into three groups: neurological diseases (mainly ALS and MS; n = 10), organ failure (especially lung and cardiovascular; n = 11), and frail elderly patients (n = 11). 
	To investigate the wish to die in four different dying trajectories.
	The analysis of the data was carried out taking into account the previous explanatory model for understanding the WTHD statements (Ohnsorge et al., “What a whish to die can mean”, 2014).

For many patients, autonomy and self-determination were important issues. The WTD was sometimes understood as an act of regaining agency, by determining when it was enough or the moment of one’s own death. But among the meanings attributed by patients to their WTD, autonomy was only one among many others and often not the primary motivation.
Persons with organ failure stated their WTD in the context of an oscillation between life threatening health crisis and restabilization. Their WTD often reflected this: all of them had expressed a WTD during a life-threatening crisis and many of them had hypothetical WTD for the future, should there be another crisis. These hypothetical WTD could be understood as a means of control that protected them from further crises of unwanted experiences and pain.

For people with neurological diseases and cancer, these hypothetical WTD seemed to serve the function of maintaining a sense of agency in advance of the dying process, while for those with organ failure, they were a preventive act to avoid having to go through another unbearable crisis.

	Owen et al., 1992. Australia
	Quantitative study,
100 consecutive cancer patients currently receiving medical care from the Department of Oncology (45 in-patients and 55 out-patients; 63 women and 37 men).
	To explore the attitudes among advance cancer patients in relation to active withdrawal from treatment, the refusal, of cardiopulmonary resuscitation, suicide and euthanasia.
	There was no discrimination on the basis of the psychological measures, including the variable of locus of control. 

	Owen et al., 1994. Australia
	Qualitative study,

100 terminally-ill cancer patients.
	To explore the attitude of terminally-ill patients to a range of final life events in both their current real and hypothetical future circumstances.
	Locus of control did not discriminate patients attitudes in any of the final life events studied. However, the indirect measures of patient autonomy (ability to refuse treatment, ambivalence about continuing treatment, not using legal standards as an ethical guideline, seeking out literature about their illness and having discussions with family and staff regarding final life events) were each significantly related to a final life event studied.

	Pearlman et al., 2005. USA
	Qualitative study, 
35 patients with cancer, AIDS and neurological diseases (and their family members) who pursued a hastened death. All the participants sought out advocacy organizations that specifically help patients organize AS. 
	To explore personal motivations for AS.
	Three topics emerged: 1) the effects of illness (physical changes, symptoms, and functional losses), 2) the patient’s sense of self (loss of sense of self, desire for control), and 3) fears about the future. 

For some patients (n=23) the loss of functionality compromised their sense of self and contributed to the emergence of the WTHD.
In 21 cases, the patient’s desire for a hastened death was related to a sense of independence and desire to maintain control over future events. The desire of control was linked to the loss of the self theme.

	Pestinger et al., 2015. Germany
	Qualitative study,

12 terminally-ill patients recruited from the departments of palliative medicine in three hospitals in Germany.

Inpatients were recruited when they had made a statement or request to hasten death.
Diagnosis: chronic obstructive gastrointestinal syndrome with polyneuropathy (2) and cancer (10).
	To evaluate the motivations of patients expressing a desire for death in a country with prohibitive legislation on EAS
	Three themes emerged: 1) self-determination, 2) agony and, 3) time.
The main codes related to the theme self-determination were responsibility, changes in life, and support by relatives or resources. The theme self-determination seemed to be essentially characterized by the wish for control over the situation. 

The meaning of control was directly related to order as an antagonism to illness (=disorder). Illness is felt as heteronomy and chaos by unintended changes in life, changes of something that had been important for their way of living before the disease had struck.

	Robinson et al., 2017. Australia
	Quantitative study,
162 palliative care in and out-patients primary diagnosis: cancer, cardiorespiratory disease, neurological disease, renal failure).
	To analyze correlations between depression, demoralization, loss of control, and low self-worth and the global quality of life and desire to hasten death.
	Depressive symptoms, loss of meaning and purpose, loss of control, and low self-worth mediated the direct effect of global quality of life on desire to hasten death. 



	Schroepfer, 2006. USA
	Qualitative study using content analysis methods.
96 terminally-ill older people from 2 palliative care programs, 2 hospital outpatient clinics, and 6 hospices (n=11 42; n=54 women). 
Most elders had some form of cancer (49.0%); others were diagnosed with end-stage renal disease (26.0%) or heart disease (15.6%). A small percentage (9.4%) of elders was dying of respiratory, neurological, or other diseases.
 
	To understand the physical and psychosocial factors that motivate terminally-ill older people.
	Six mind frames towards dying emerged: 1) neither ready nor accepting; 2) not ready but accepting; 3) ready and accepting; 4) ready, accepting, and wishing death would come; 5) considering a hastened death but having no specific plan; 6) and considering a hastened death with a specific plan.  

Nine elders were seriously considering hastening their death and had a specific plan of action. They all noted how having a plan provided a sense of control in case living became too unbearable. 

	Volker, Kahn, & Penticuff, 2004. USA
	Qualitative study,

7 community-residing person with advanced cancer.
	To explore what people with advanced cancer want regarding personal control and comfort at the end of life.
	Six themes emerged: 1) protection of dignity, 2) control of pain and other symptoms associated with disease, 3) management of treatment, 4) management of how remaining time is spent, 5) management of impact on family, and 6) control over the dying process. 

Only one participant made reference to assisted suicide in relation to the “control over the dying process”. In this case, the patient was contrary of the idea of taking his own life.

	Wilson et al., 2000. Canada
	Mixed-method study,

70 terminally-ill patients (n=32 men; n=38 women)
The participants were cancer patients admitted to a regional palliative care inpatient unit or patients who received palliative care consultation services on the oncology wards of 2 Canadian tertiary care hospitals.
	To examine patient attitudes toward euthanasia and assisted suicide and to investigate the factors that are related to the personal interest in receiving an assisted or hastened death.
	Most participants (64%) believed that euthanasia or physician assisted suicide should be legalized, citing the individual’s right to choose as their major reasons.

	Wilson et al., 2007. Canada
	Mixed method study,

379 participants who completed the interview (n= 169 men; n= 210 women).
Participants were recruited through inpatient palliative care units or hospices, consultation services to general hospitals, or home care. Participants were cancer patients recruited from consecutive admissions or referrals to each service.


	To investigate the attitudes of terminally ill individuals toward the legalization of euthanasia or AS and to identify those who would personally desire such a death. 


	There were 238 participants (62.8%) who believed that euthanasia and/or PAS should be legalized, and 151 (39.8%) who would consider making a future request for a physician hastened death. However, only 22 (5.8%) reported that, if legally permissible, they would initiate such a request right away, in their current situations. 
The participants who were in favor of changing the laws prohibiting euthanasia and PAS provided reasons for their opinion that we categorized into six domains (autonomy, suffering, perceived futility, compassion, experience, and concern for others). 

The main reason in favor of EAS was the belief that terminally ill individuals have the right to make autonomous choices regarding the circumstances and timing of their deaths.
Some of the reasons for a current interest in AS were loss of functions (n =7; 31.8%), and the belief in retaining the autonomy to choose how and when they will die (n=3; 13.6%).

	
	
	
	


Supplementary-Table 4. Taxonomy of the notion of autonomy.
	
	Albert et al., (2005)
	Bölsmjo (2004)
	Broom (2011)
	Chapple et al., (2006)
	Chochinov et al., (1995)
	Coyle & Sculco (2004)
	Dees et al., (2011)
	Dees et al., (2012)
	Güell et al., (2015)
	Kuuppelomaki (2000)
	Dees et al., (2011)
	Dees et al., (2012)
	Hagens, Onwuteaka-Philipsen, & Pasman, (2017).
	Karlsson et al., (2012)
	Monforte-Royo et al., (2018)
	Nissim et al., (2009)
	Ohnsorge et al., (2014)
	Ohnsorge et al., (2019)
	Owen (1992, 1994)
	Pearlman et al., (2005)
	Pestinger et al., (2005)
	Robinson et al. (2017)
	Schorepfer (2006)
	Volker. Kahn, & Penticuff (2004)
	Wilson et al., (2000)
	Wilson et al., (2007)
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