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ABSTRACT 

Assisted dying is now a lawful and integral component of many societies ‘death 

system’, orienting individual and collective encounters with death and dying. While 

only a very small number of people living with terminal illness in these societies will 

opt for an assisted death, the choice nevertheless exists for those who satisfy the legal 

criteria. Theoretically, in these jurisdictions, this turns dying into an optional part of 

the human lifecycle; a final phase of life that, until now, seemed a universal feature of 

life except in instances of sudden death. As anthropologists specialising in death and 

dying, we pose the question of how the various cultural scripts that have sought to 

give meaning to dying in post-industrial Western societies since the mid-twentieth 

century might be affected by the advent of assisted dying. We begin by building on 

both medical and social science literature to construct a working definition of ‘dying’. 

We then identify four dominant cultural scripts: psychological growth; preparation for 

death; the suffering experience; and the caring experience. After outlining each script, 

we discuss how it may (or may not) be affected by the increase in assisted dying 

legislation. We propose that it is the ‘caring’ script; the notion of affective, 

intergenerational bonds created through the experience of caring for people 

specifically in the last few months or weeks of their life, which are likely to be most 

affected. However, we find that access to these cultural scripts is already limited 

because of the widespread reluctance to recognise and name ‘dying’, and the 

challenges of doing so. Consequently, the various cultural scripts we identify are 

negated not by the increase in assisted dying, but rather by a combination of medical 

advances and institutional orthodoxies which limit opportunity for people to 

experience themselves, or others, as ‘dying’.   
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INTRODUCTION 
 
For better or worse, the legalisation of assisted dying has become a significant part of 

cultural meaning making around death and dying in Western Europe and North 

America. While vociferous debates persist about the morality of allowing doctors to 

intentionally hasten the deaths of patients, more jurisdictions are voting to give their 

citizens the legal right to request help to die. Assisted dying is now an integral 

component of many societies social expectations, rules, motives and symbols that 

orientate individual and collective encounters with death and dying – including the 

‘dying role’ - all parts of what psychologist Robert Kastenbaum termed a culture’s 

‘death system’.[1] All cultures, past and present, have death systems: affective 

systems constituted through the myriad social processes that teach us what to think 

and feel about death and dying, and what to do about it. 

 

In this article, we follow Lewis and use the term ‘assisted dying’ to denote 

medicalised assistance, in the form of a lethal injection or prescription, which is 

requested by a mentally competent individual who wants to end their own life and has 

a prognosis of less than 6 months to live (as in the various US states which have 

legalised the practice) or whose death is ‘reasonably foreseeable’ (as in Canada).[2] 

The laws in these jurisdictions are the formal manifestation and legitimation of a 

cultural desire to shorten the dying phase – whether by days, weeks or months. 

Without discounting the ‘national contexts in which deathways operate’, we can 

discern certain Western cultural trends which give rise to assisted dying legislation.[3] 

One of the most significant trends is the rise of individualism and loss of collectively 

shared meaning about, and valuing of, the very end of life. In part this may be due to 
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our ‘secular age’ where there is no mutually agreed upon Deity to infuse meaning into 

our actions or to act as the final arbiter over life and death. In post-industrial Western 

societies, meaning making around key moments in our lives is primarily derived 

within a psychological framework, or alternatively, within New Age forms of 

spirituality.[4] In the context of serious chronic and/or life-limiting illness, the 

archetypical autonomous individual, acting in their own best interests or perceived 

best interests of others, has seemingly become the ultimate authority in determining 

the meaning of their life and when it is appropriate to bring it to an end.  

 

While on the one hand, people in post-industrial Western societies are increasingly 

expressing a desire to have the option to intentionally hasten their own death, on the 

other hand, desires to extend life seemingly ad infinitum are also clearly in evidence. 

Life-extending procedures and technologies are now requested and used routinely and 

their application has become normalised at the end of life, such that they are 

considered part and parcel of ‘ordinary medicine’, even for the very old (90+).[5] 

The desire to hasten death, then, could also be interpreted as the antithesis of 

widespread medical efforts to extend or prolong life. 

 

These desires are not necessarily contradictory, however, and can be viewed as two 

sides of the same coin. Whether a person seeks to extend life or hasten death depends 

on whether the individual, and those around them, perceives a meaningless 

prolongation of dying or a meaningful prolongation of life. Both life-extending and 

death hastening techniques can be understood as manifestations of a Western denial 

of dying. We use ‘denial of dying’ as opposed to the more sociologically well-known 

concept of ‘death denial’,[6] as the latter term does not encapsulate the embrace of 
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death which an assisted death signifies. This tension between understanding a 

protracted end stage of dying as either a meaningful or meaningless stage or 

experience in the lifecourse is where we locate our argument.  

 

As anthropologists working in the field of death and dying, we are interested in how 

the increasing incorporation of assisted dying within the various death systems of 

Western Europe and North America might influence the meaning that dying is seen to 

have in those cultures. Our interest lies not with the moral question of whether 

assisted dying is ‘right’ or ‘wrong’, on which there is a robust bioethical 

literature.[7][8] Neither is it our intention to assert that the process of dying is an 

inherently meaningful or culturally productive human activity that needs to be 

protected or preserved, as other anthropologists have.[9] Rather, we consider what 

significance experiencing a socially recognised ‘dying time’ may hold for individuals 

and caregivers, as well as the larger cultures within which they are situated. We do 

this by identifying some of the key cultural scripts that give rise to the idea that dying 

can be a culturally significant or productive experience. Once identified, we aim to 

think through how these scripts might be affected with the advent of lawful assisted 

dying. The question we pose is this: what might happen to the meaning given to dying 

in a death system in which dying has become optional, i.e. when it is possible, with 

medical assistance, to intentionally eclipse the very end stage of life, that period 

designated as ‘dying’?  

 

WHAT IS DYING?  

Within medicine, there is no mutually agreed upon definition of dying, with most 

sources generalising it as a poorly understood physiological process of irreversible 
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terminal decline characterized by certain biological markers and expected survival in 

terms of months or less.[10] The importance of being able to medically identify this 

decline, and the challenges faced when attempting to do so, is evidenced in the 

ongoing proliferation of trajectory models and standardized screening tools designed 

to help clinicians identify patients who are ‘unavoidably dying’,[11] in the ‘last year 

of life’,[12] or with ‘months or less’ to live.[13]     

 

Social scientists assume a broader focus in terms of how dying is defined, 

acknowledged or enacted through specific changes in both individual behaviour and 

social relations. Most famously, in the mid-1960s the sociologists Glaser and Strauss 

defined dying as a ‘non-scheduled status passage’.[14] This change in status from sick 

role[15] to dying role [16][17][18] can begin only once medical experts interpret the 

signs of bodily deterioration as terminal decline. Clinicians then become responsible 

for defining the temporal dimension of the various dying trajectories and timing 

announcements to all the different parties involved.[19] Consequently, while ‘open 

awareness’ amongst all parties is the ideal dying context, it is only when authoritative 

others (health care providers) start behaving differently toward the person concerned 

that ‘dying’ officially occurs, regardless of whether or not the person or family 

publically acknowledges that they are dying.[20] 

 

In contrast, Kellehear, also a sociologist, argues that ‘dying’ can only happen when 

the person themselves is aware and accepts that death is approaching, emerging from 

“the personal expectation and acceptance of death as an imminent event”.[21] In 

many social science accounts, both perspectives appear to overlap in that while a 

person can be undergoing a physiological process of irreversible terminal decline and 
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be considered to be dying by health care providers, unless there is shared social 

acknowledgement amongst all parties, the person themselves or their kin may never 

actually experience ‘dying’.  

 

THE DYING ROLE 

Given the above criteria, the conventional normative characteristics of the ‘dying 

role’ are that: 1) entry is established by experts once they interpret the signs of bodily 

deterioration as terminal decline, 2) it is a ‘liminal’ period of transition, which 3) 

occurs over time, 4) has a trajectory, and 5) awareness and acceptance is shared by all 

parties. These aspects have been paramount in shaping the cultural scripts and social 

roles available to the dying and those caring for them. Ideally, once a limited 

prognosis has been given, a series of therapeutic encounters will take place with 

health care professionals generating a context of mutual open awareness and entry 

into the dying role.[22] In this scenario, the dying individual indicates their 

acceptance of this role and she and her social network are able to engage in 

meaningful activities of closure that mark a life well lived and a good (even if 

unwelcome) death. In adhering to this social role, those who embrace it are re-

inscribed as valuable members of society through their teaching-by-example of what 

it means to die well. In turn, this enactment ensures that the process and outcome of 

dying generates meaning and reinforces social bonds, thereby reducing individual and 

collective anxieties about non-existence. Dying is therefore best understood as a 

collective social process as much as an individual biomedical event.  

 

In an era where lawful assisted dying is increasingly reconfiguring our understanding 

of the end of life, we believe it is of benefit to examine how the end of life and the 
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dying role have been structured since the mid-twentieth century. Below, we identify 

four dominant cultural scripts within the predominantly secularized, biomedical death 

systems of Western Europe and North America that have imbued dying with 

individual and collective meaning during this era. These scripts are: psychological 

growth; preparation for death; the suffering experience; and the caring experience. 

When considering each script, we discuss how it may (or may not) be affected by the 

increase in the permissibility of assisted dying. We identified these scripts through 

lengthy discussions between the authors drawing on our extensive knowledge of the 

social science literature as well as knowledge of broader cultural representations of 

death and dying e.g. in novels, pathographies, films etc. We then presented our 

framework and arguments to academic and clinical colleagues in Canada and the UK, 

and sought their feedback. An important result from these discussions and 

consultations was to clarify the distinction between two linked but separate 

considerations: the perceived cultural value of death and that of dying. Broadly, we 

employ a discourse analysis approach which has been particularly well established for 

exploring how sociocultural contexts shape the ways we ‘story’ health and 

illness[23][24]. 

 

FOUR CULTURAL SCRIPTS THAT AFFORD SHARED MEANING TO THE 

EXPERIENCE OF DYING  

1. Psychological Growth 

The most established script promoting the benefits of a recognised dying period is that 

it can offer an individual a ‘final stage of growth’. The psychiatrist Elizabeth Kübler-

Ross most famously promoted and popularised this script.[25] She championed the 

value of talking with dying people in order to learn from them, their state seemingly 
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affording them more gravitas to communicate life lessons and ‘model the human 

condition’.[9] According to the psychological growth script, the dying themselves are 

also able to learn from their experiences through talking and being reflexive about 

their mortality – fulfilling what Wood termed the ‘expressive death.’[26] In a similar 

vein, Kellehear suggests that dying can offer “surprising insights, humor, positive 

changes, new and frequently enhanced relationships, the birth of other feelings or 

perspectives” and can genuinely “reveal deeper and novel experiences in personal 

direction, positive purpose, and social intimacy” despite the difficult trials 

undergone.[21] The influence of Freud is clearly evident here and his view that 

difficult experiences can be productive because they aid self-development.[27] This 

cultural script is also part of a broader ‘revival of death’, spearheaded by the hospice 

and death awareness movements, which promotes dying as an ‘emotionally 

satisfying’ experience and expressive of an authentic self.[28] In general, these 

transformative gains are expressed at the level of individual psyches enabling changes 

to self-identity, although enhancement of relationships can also be part of this. This 

script is evident in the bestselling book Tuesdays with Morrie,[29] and Professor 

Randy Pausch’s videotaped Last Lecture, with more than 14 million views.[30] 

 

Evidence from the Netherlands suggests that many who request medical help to die do 

so when they bedbound and very close to ‘natural’ death, thereby avoiding only a 

small part of the dying phase.[31] In the United States, the requirement that people 

have a 6 month prognosis also ensures that those making use of the law are relatively 

near to ‘natural’ death.  This means that people will still experience the earlier stages 

of dying, potentially a sufficient period of ‘dying’ to still experience psychological 

growth. Indeed, we argue that the very end of life is unlikely to be the most 



10 
 

psychologically productive time for an individual who will be physically weak and 

often heavily medicated. Further, we question the hegemony of psychological models 

of growth that can subtly demand certain normative behaviours from the dying 

person. Finally, the psychological growth ideal is predicated more generally on 

awareness of dying and a defined trajectory of decline. However, we live in an era 

marked by multi-morbidity in later life and end of life is increasingly defined by 

prognostic uncertainty, or what has been termed ‘ambiguous dying’.[32] 

Consequently, even when irreversible terminal decline is identified, this is not always 

communicated by doctors, or heard by patients.[33] Ironically, the psychological 

growth script therefore may not be available to people in conditions of ‘natural’ dying 

simply because they have not undergone the status passage required to be identified as 

‘dying’. Yet it may be available to people who opt for an assisted death who engage in 

self-reflexivity and self-expression before consuming or having the lethal dose 

administered. We therefore contend that lawful assisted dying does not necessarily 

negate the possibility of experiencing psychological growth, and may even potentially 

enable it. 

 

2. Preparation for Death 

An integral component accompanying the last stage of life is having the opportunity 

to prepare for one’s death in a practical and material sense. This is considered one of 

the central tenants of the ‘good death’ cross-culturally. There are issues of estate and 

funeral planning to be addressed, as well as legacy work for surviving loved ones. 

Another important aspect of this script is the ability to plan and control the very last 

phases of dying through engaging in advance care planning. Practical preparation of 

this kind is understood to facilitate anticipatory disentanglement or dissolution of the 
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bonds that tie the now-dying person to their previous life and their web of relations. 

Relationships are ordered and re-ordered to ensure social stability post-death.[34] In 

this script, the dying person’s interests and interactions with the outside world 

gradually diminish as they withdraw from the world and family and friends prepare 

for a future without the individual.  

 

Assisted dying could potentially be aligned to this cultural script, although with 

certain caveats. On the one hand, practical and material preparation for death could 

become more focused in a context of assisted dying because the precise time of death 

– the precise hour of death even - is known in advance. Friends and family will have a 

definitive focus for their rallying and can assemble at the deathbed for the ultimate 

accompanied death, as illustrated in the images published in the New York Times of 

John Sheilds’s ‘choreographed’ assisted death in Canada.[35] On the other hand, 

sufficient time needs to be given for the family to make the social adjustments 

required so that the death of the individual is not experienced as a rupture in the social 

fabric. Social scientists have long recognised the importance of a transitional period 

between being alive and being dead. Research in the contexts of assisted dying,[31] 

cardiopulmonary resuscitation,[36] and intensive care,[37] highlights that many of our 

medical routines at the end of life are often enacted with the intention of giving 

patients and their families a temporal space within which to adjust to the idea of death 

before it occurs. Intentionally creating or identifying a dying period, however short, 

marks an important ‘liminal’ phase between life and death, connecting and separating 

the two. While a good death is one without lingering, it is also not the sudden death. 

Without some kind of dying phase that marks a transitional status or stage between 

life and death, persons and relationships can become destabilised.  
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In the case of assisted dying, the medico-bureaucratic process undergone before a 

wish to die early is acceded to can certainly take time, and sometimes delays are 

intentionally introduced into the process in the hope that a ‘natural’ death will occur 

first, or to allow for people to change their mind.[31,38] In this way, the person opting 

for an assisted death and their friends and family can experience a liminal or 

transitional phase despite an overall determination to curtail prolonged dying. 

However, the question remains as to whether or not a truncated dying phase 

complicates the ability to accept the status change between living and dead. Yet even 

in instances where this transition is not sudden and dying is fully acknowledged by all 

parties, loved ones may still experience a traumatic ‘rupture’ or become destabilised 

by the bereavement. So while we are confident that assisted dying holds the potential 

to enhance practical preparations, because an exact time of death is known to all, we 

are more conditional in our suggestion that a loss of recognized ‘dying time’ could 

make the transition between life and death too sudden for some of those 

accompanying. 

 

3. The Suffering Experience 

In the late 19th Century, processes of secularisation and rationalisation in parts of the 

Western world challenged the notion that pain and suffering on the deathbed held 

sacred meaning.[39] With the decline in religious grand narratives, pain and suffering 

were no longer deemed necessary in order to redeem one’s sins and bring one closer 

to God in pursuit of entry to heaven. After World War II, suffering experienced at the 

end of life increasingly came under the domain of biomedicine, particularly the 

specialty of palliative care, which constructs it as a complex affective experience 
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often requiring targeted and multifaceted interventions to remedy it.  

 

Despite the decline of religious meanings attributed to pain and suffering on the 

deathbed, there are secularised versions of the suffering script that continue to have 

some salience in Western death systems. The sociologist Clive Seale found that 

people who demonstrated ‘courage’ and ‘strong character’ in the face of pain and 

suffering during terminal illness retrospectively provided friends and family members 

with a narrative of a ‘heroic death’.[34] Similarly, showing ‘endurance’ in the face of 

terminal illness is bestowed with value, evidenced through the use of military 

metaphors such as ‘battling’ with cancer.[40] Another example of the cultural value 

of pain and suffering comes from Illich’s 1976 polemic The Limits to Medicine.[41] 

Illich argues that a person’s experiences of suffering help them to feel compassion for 

the suffering of others, and we should therefore resist the pain-killing technologies 

and drugs of modern medicine that are intent on ‘anaesthetising’ people to their own 

suffering. His argument could broadly be categorized as part of the ‘romantic’ 

tradition whereby suffering is seen to render a person more sensitive to the destructive 

elements of nature as well as to the pain and suffering of others, bringing greater 

wisdom and consciousness to the individual sufferer.[42] In other words, the pain and 

suffering that can be experienced while dying also paradoxically has the seeds of its 

own resolution through engendering humility and acceptance of the impermanence of 

the self as part of the human condition.  

 

While some continue to believe that pain and suffering experienced in the last few 

months, weeks and days of life has unique and potentially valuable 

characteristics,[43] others are increasingly less certain.[44] For example, Morris, a 
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leading author on cultural interpretations of pain, describes how for his secular Jewish 

wife who was dying of Alzheimers’ disease, pain had ‘no redeeming qualities’, did 

not ‘constitute a trial of faith or a test of character’ and held ‘no redemptive power’, 

thus becoming a source of intense fear for her.[45] In an empirical sense, any purpose 

or meaning in pain and suffering at the end of life remains phenomenally difficult to 

ascertain because the contemporary cultural imperative in post-industrial Western 

societies to ameliorate all forms of pain and suffering is so compelling. Consequently, 

the increase in lawful assisted dying is already a result of the growing cultural belief 

that pain and suffering at the end of life are meaningless, biographically disruptive, 

and therefore need to be eradicated. We continue to try to make sense of pain and 

suffering when we feel we have no choice to dispense with it, viewing responses to it 

as courageous or ‘heroic’ perhaps, or rationalizing it as a test of our endurance. But 

given a choice, perhaps all sense of purposeful suffering would disappear. As research 

undertaken by one of the authors has shown, even among Christians, belief in the 

redemptive potential of suffering is no longer a given, and Christians as well as those 

of other faiths, also opt for assisted dying.[46] The option to lawfully end your life 

with assistance validates the view that there is no value in dying unless the suffering 

person says so. We therefore contend that lawful assisted dying will further champion 

an evolving cultural script that constructs any form of pain and suffering at the end of 

life as meaningless and untenable, as well as fundamentally questioning the belief that 

suffering at the end of life yields particular forms of compassion and relations 

between people. 

 

All three cultural scripts discussed so far are inextricably intertwined with ideas 

about, and the values associated with, care and caregiving at the end of life. We now 
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move to consider how assisted dying might affect cultural meaning around the value 

of caregiving and specifically about the care given and received in the last months or 

weeks of life. 

 

4. The Caring Experience 

Extreme physical vulnerability marks the last stages of life. Whether or not a person 

experiences pain and/or suffering, most will be heavily dependent on others and 

require care, defined both as affective concern (caring about) and practical action 

(caring for).[47] Caring as relational practice (rather than resource) can be generative 

for all involved.[48] Indeed, Kleinman encourages us to view it as a ‘moral practice 

…of empathic imagination, responsibility, witnessing and solidarity with those in 

great need.’[49] Through an anthropological lens, caregiving – whether familial or 

otherwise – entails relations of exchange that can be conceptualized as gift-

giving.[50,48,51] Within families and other intensively affective social networks, gift-

giving is ideally premised on notions of reciprocity and establishes bonds of mutual 

obligation and sentiment. Over time, and indeed over generations, the ‘gift of care’ 

can be reciprocated when a former caregiver themselves requires care in the latter 

stages of dying. In the case of (mostly female) professional caregiving for the dying, 

‘care, touch, stories, and love’ are also given as gifts in a moral economy which Russ 

argues reciprocally supports the self-production of the caregivers themselves.[51] The 

anthropologist Graeber has recently extended Mauss’s ideas about gift-giving in his 

theory of debt, arguing that societies are founded on debt; not just person-to-person 

debt, but a generalized reciprocal debt that cuts across the generations and sustains 

cultural ties.[52] It could be argued that caregiving at the end of life, when caring can 
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be particularly intensive, is a debt which is accrued and serviced, but never settled, in 

a long line of dying humans.  

 

This is not to argue that this form of care is easy. Terminally deteriorating bodies are 

often ‘uncontained’: leaky, smelly, and fragmenting, challenging and even frightening 

both carers and cared for.[53] We also do not wish to diminish the personal, 

emotional, financial, and physical costs that many family and friend caregivers pay in 

providing care at the end of life, particularly in conditions that unfold over years. 

However, if sustained, embodied care given in the last months or weeks of life is no 

longer required due to death being intentionally hastened, then family members and 

professional caregivers will no longer be able to ‘gift’ this particular type of 

generative care. We need to ask what the social significance of this level of 

dependence is in terms of the emotional and social bonds engendered through both 

affective and practical forms of care. The extreme precarity that is inherent in this last 

stage of life represents a considerable challenge to the promise of modernity that our 

lives can be controlled up until the day we die, or what Castel calls ‘the rationalising 

dream of absolute control’.[54] Through experiencing a diminishment of capacity and 

control during the dying process, all parties are exposed to the vulnerability and 

precarity that are arguably at the heart of the human condition. To be denied exposure 

to this on a vast scale might jeopardise the reciprocal, debt-bearing relationships and 

entanglements that, according to Graeber, are the very fabric of a culture.  

 

However, it has been argued that assisted dying does not wholly negate the 

opportunity to care, but instead alters the duration and type of care.[55] If we 

understand assisted dying to be a refusal to endure or even to enter into a state of 
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precarity, then it could be understood to be a different type of ‘gift’ which can be 

caringly given; compassion by a different means. In this framing, assisted dying may 

also be a gift that is willingly given by the recipient, in order to lessen the perceived 

or real burden of care. The consequences of a qualitative change in relations of care 

can only be assessed over the course of generations and future research might usefully 

examine the bereavement experiences and meaning of dying for people whose relative 

had an assisted death, compared to those who experienced ‘natural’ death. Regardless, 

in our view, it is the cultural script about the value of care at the very end of life 

which is the most likely to change in a situation where dying becomes optional.  

 

DISCUSSION 

How each of us understands the meaning and worth of the experience of dying is 

fundamentally shaped by our collective beliefs and cultural scripts about the purpose 

of this last stage of life. Social and legal sanctioning of assisted dying marks the 

establishment of new rituals for, and meaning about, dying; a different aesthetic of 

dying more in tune with individualised notions of the person.[45] In order to explore 

the potential impact of these changes, we examined four dominant cultural scripts 

about the value of dying which exist in those countries that have legalised a form of 

assisted dying: psychological growth; preparation for death; the suffering experience; 

and the caring experience. Through this discussion, we suggest that lawful assisted 

dying: 1) does not necessarily negate access to the psychological growth script, and 

may even potentially enable it; 2) holds the potential to enhance practical and material 

preparations although may not leave sufficient time for others to come to terms with 

the individual’s status passage; 3) can be understood as resulting from the declining 

cultural salience of the suffering script; and 4) is most likely to alter the cultural 
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valuing of care or the perception of caregiving at the end of life as being uniquely 

generative. 

  

In trying to establish how cultural scripts might change as a result of the introduction 

of a new mode of transitioning between life and death, it is all too easy to perceive 

rupture and categorical distinctions between the existing dying ‘situations’ [59] and a 

new situation (assisted dying), especially when that situation is so ethically 

controversial and divisive. Throughout our article we have made reference to ‘natural’ 

dying. We use quotation marks to indicate that in fact there is no such thing as natural 

dying, as ‘irreversible terminal decline’ is constantly subject to human interventions 

of one kind or another, and death is often ‘timed’ through medical decision-

making.[55,5,57] We surmise that while the advent of assisted dying legislation is 

leading to new social rituals, meanings, and relations of care, any of the cultural 

changes we discuss here would be incremental and debated rather than dramatic and 

linear. Further, instead of perceiving a negation or an impoverishment of cultural 

scripts for the dying we find a certain degree of continuity within existing death 

systems in the countries which have legalized the practice. As Karsoho et al. 

identified, assisted dying only succeeds in becoming lawful in the first place when 

proponents are successful in attaching cultural scripts about the virtues of assisted 

dying to pre-existing, already socially-accepted cultural scripts about the postmodern 

‘good death’.[58]  

 

In posing the question of how the cultural meanings attributed to dying or the dying 

role might be affected when dying becomes optional, we find that our attention has 

been drawn to the existing ways in which dying is denied. The challenge and 
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reluctance to recognise and name dying within the institutions where people die 

means that in many cultures in the post-industrial Western world already have ‘death 

with as little dying as possible’ or a case of ‘disappearing dying’.[59,9] In many 

cases, the cultural scripts which valorise the experience of dying for all those involved 

are negated not by the advent of assisted dying legislation, but rather by a 

combination of medical advances and institutional orthodoxies which mean there is 

limited opportunity for people to experience themselves as ‘dying’ and therefore to 

gain access to the various cultural scripts we have identified.   

 

CONCLUSION 

Since the historical moment when death could be foreseen and a discernable dying 

period emerged, it appears that humans have striven to do one of two things: sacralise 

or erase it. At the beginning of this article, we suggested that both extreme life-

extending measures and assisted dying involve a denial of dying. Since the mid-

twentieth century, we have engaged primarily in erasure through a biomedical model 

aimed at prolonging life and staving off dying. Even palliative care has increasingly 

become directed by the mantra ‘helping you live as well as possible until you die’, 

minimising any mention of the liminal stage of dying or indeed any benefits which 

may accrue or meaning which may be derived from this stage in the lifecycle. 

Assisted dying has emerged as another legitimate script through which dying can be 

erased.  

 

The bodily transformations undergone from living to dying, and through dying unto 

death, are increasingly viewed by people in post-industrial Western societies as a 

redundant or vestigial stage of life. It is this sentiment that has given rise to the desire 
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to eclipse the dying process through intentionally hastened death. What we do not yet 

know is what the larger social impact will be when the transition from life to death no 

longer needs to take time nor requires sustained relations of obligation. There may 

well be psychological adjustments which need to occur, caring which needs to be 

done, and observations to be gleaned about the value and meaning of life which 

cannot be conjured up or condensed into the earlier stages of an illness. In particular, 

there may be relations of care specific to the very end of life, when people are 

extremely physically vulnerable, that are uniquely constitutive of intergenerational 

relations and cultural ‘webs of significance’. While this may indeed be so, it also 

needs to be acknowledged that the various cultural scripts which support our death 

systems are being modified or co-opted with the advent of lawful assisted dying, 

scripts which are more utilitarian (viewing assisted dying as a ‘rational’ choice) and 

engage different notions of care and of intergenerational solidarity. These scripts are 

part adaptation of postmodern revivalist sentiments about the ‘expressive death’, and 

part rejection of those same scripts, criticised for valorizing or romanticising 

embodied dying situations. 

 

We initially posed the question of what might happen to the various cultural scripts 

that attribute meaning to dying when assisted dying is legalised and dying becomes an 

optional part of the lifecycle. In doing this, we aimed to shed light on some possible 

longer-term cultural effects of incorporating assisted dying into an existing death 

system. We found that while there are cultural scripts that ostensibly value ‘dying 

time’, and which may be impacted upon to a greater or lesser extent by the 

legalisation of assisted dying, they are situated within death systems already shaped 

by a deeply entrenched denial of dying. Thus, the conclusion we arrive at is that 
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assisted dying is not so much a cause but rather a symptom of a cultural loss of 

meaning in the human experience of dying. 
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