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It is not uncommon for patients with advanced incurable disease to express a desire to
hasten their death. Health professionals often have difficulty responding to such
statements, and find it challenging to ascertain why these statements are made. Health
professionals may struggle to determine whether a ‘desire to die’ statement (DTDS) is
about a request for hastened death, a sign of psychosocial distress, or merely a passing
comment that is not intended to be heard literally as a death wish. Given the lack of
guidelines to assist health professionals with this issue, we have prepared multidisciplinary
recommendations for responding to a DTDS, underpinned by key principles of therapeutic
communication and a systematic review of empirical literature. Where the relevant
literature was lacking, the recommendations were drafted by the authors (clinicians and/
or academics from the following disciplines: nursing, medicine, psychiatry, psychology,
sociology, aged care and theology), based on their expert opinion. Multiple drafts of the
recommendations were circulated to the authors for refinement until consensus was
reached. Strategies for advancing the evidence base for the maturation of guidelines in this

area are offered.

Palliative Medicine 2006; 20: 703-710

Key words: desire to die; euthanasia; guidelines; palliative care; research; suicide

Introduction

It is not unusual for health professionals caring for
patients with life-threatening advanced disease to be
confronted by a patient’s expression of a desire for a
hastened death.! These statements are described by a
variety of terms, such as ‘death talk’ or ‘suicide talk’, and
are referred to in the literature as ‘desire to die
statements’ (DTDSs).>® ‘Desire to die’ statements are
thought to underlie suicidal ideation; however, not all
DTDSs fall into this category, they may have other
foundations not necessarily associated with a specific
desire to expedite the dying process.* ©

Health professionals have an obligation to respond
professionally and compassionately to DTDSs,’ assessing
each DTDS to identify any treatable problems or

Address for correspondence: Peter L Hudson, RN, PhD,
Associate Professor and Deputy Director, Centre for Palliative
Care, St Vincent’s Hospital & The University of Melbourne, c/o
Box 65 St Vincent’s Hospital, PO Box 2900, Fitzroy, Victoria
3065, Australia. E-mail: peterh@medstv.unimelb.edu.au

© 2006 SAGE Publications

concerns.”®” However, DTDSs can provoke concern
and confusion for health professionals, even those with
many years experience, as they try to determine the basis
of these statements and an appropriate response.”® !
Further, a DTDS may not necessarily be explicit, making
appropriate responses even more challenging.''

The purpose of this article is to provide health
professionals from nursing, medical and allied health
disciplines, with recommendations on how to respond
when confronted with a DTDS. This multidisciplinary
approach offers a framework that is consistent across
health disciplines, and is supported by principles of
therapeutic communication. The article concludes with
several strategies for the advancement of guidelines to
enhance the future care for patients who make a
DTDS. It is not the purpose of this article to engage in
a debate about the moral dimensions of euthanasia or
suicide, and whether a DTDS might be considered
rational or reasonable in some circumstances. Rather, it
is hoped that health professionals would be assisted by
these recommendations to respond to a DTDS with
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compassion and professionalism, regardless of their
stance on such debates.

Why guidelines are needed

Although there are some discipline-specific suggestions
for responding to clear requests for euthanasia or
physician-assisted suicide, there is a paucity of evidence-
based strategies to guide health professionals’ responses
to a DTDS.'*!* Recommendations are needed on how to
respond to DTDSs in patients with advanced disease, so
that health professionals are adequately prepared for this
aspect of their role.>'* Appropriate therapeutic responses
to a DTDS is one of the most controversial ethical issues
in healthcare.'> Without guidance, health professionals
may offer inappropriate responses to patients who make
DTDSs, consequently compromising the quality of care.

Patients’ wishes about end-of-life care should be
assessed routinely with the patient and family soon after
a diagnosis of life-threatening illness is made; this
assessment should be regularly reviewed.'® '® Research
shows, however, that many health professionals find it
difficult to assess and respond to psychosocial and
spiritual issues in the context of advanced disease. There
is a tendency to avoid discussing difficult issues, espe-
cially prognosis, for fear of diminishing hope.'” Health
professionals may believe that by exploring issues, such
as desire for hastened death, they will unleash strong
emotions that are difficult to contain.?® They fear it may
be psychologically damaging to the patient, as well as
time-consuming and emotionally draining.”® They may
also feel uncertain about the ‘correct timing’ of such
discussions, not wishing to introduce such a topic when
the patient is already dealing with issues of diagnosis and
prognosis.

Furthermore, many health professionals, such as
doctors, nurses and social workers, often feel inade-
quately prepared to respond to a DTDS.>1221-23
Nurses, for example, are commonly confronted with
DTDSs,** ?° and fearing they may say the wrong thing
in response,”’ may instead say nothing.?' Nurses may
also keep their experiences of DTDSs to themselves,?
based on anxieties about professional or legal sanction.?
Others lack knowledge and skills about the broader
context of DTDSs.?” When spiritual issues are discerned,
not all members of the health care team have the capacity
to respond appropriately,®® while others believe they
should not delve into a patient’s private beliefs.*!
Although position statements regarding end-of-life deci-
sion making are available,>*® these statements vary in
their quality and practical application.***

Health professionals’ attitudes towards psychosocial
issues have a significant impact upon the way they
communicate with patients.*® Some health professionals
may feel it is not their role to deal with DTDSs; hence,
they may discourage or ignore statements of this type.

Some doctors, for example, unfortunately believe that
discussions of psychosocial matters are not their respon-
sibility.” Health professionals often assume that patients
will disclose psychological concerns;?® however, research
shows that only a minority of patients (25%) discuss these
issues unprompted.’’ Patients may believe that it is:
(a) inappropriate to trouble the health professional with
their concerns; (b) that there is not enough time; (c) the
health professional would be unwilling or unable to
help;®® or (d) that their feelings are unreasonable or that
their expressed desire suggests they are not coping with
their illness.”® All of these factors may play a role in
patients not disclosing their desire to die to health
professionals.

There are also a number of ways in which both patients
and health professionals can ‘block’ the disclosure of
psychological distress, especially concerns regarding
death. These include ignoring the statement,* mono-
polizing the conversation by focusing on biomedical or
physical issues,*® changing the topic, particularly revert-
ing to the physical concerns,*' and offering premature or
false reassurance.”

The challenges of responding to DTDSs in the
palliative care setting are compounded by the fact that
a considerable proportion of patients are also confronted
by anxiety, depression and loss of function, the majority
facing death within weeks to months.*> Hence, DTDSs
may be viewed as reasonable reactions to such unfavour-
able circumstances. They may also be regarded as
transient comments not warranting comprehensive ex-
ploration. By contrast, in a health care setting where
curative treatment is the norm, a DTDS may be viewed
as an aberration.

An additional challenge for health professionals is that
the desire for hastened death may fluctuate over time.®*
This may make it difficult for health professionals to
allocate time and resources to accurately assess the basis
and intent of such statements.

Health professionals may assume that a DTDS is made
because a patient is significantly depressed. This is a
reasonable concern given that 10—-25% of palliative care
patients have been identified as clinically depressed.’
DTDSs may also be linked to missed or inadequate
information about health care options.** Through dialo-
gue, it may emerge that the cause of the DTDS is less
problematic than anticipated. Nonetheless, signs of
depression demand comprehensive assessment because
depression is frequently undiagnosed and under-trea-
ted 4445

Health professionals may be further challenged by a
DTDS due to concerns regarding a patient’s potential
suicide. Despite warning messages preceding 80% of
suicides, these messages are commonly ignored or
discounted.?’ However, there is no evidence that asking
about suicidal thoughts will elicit suicidal behaviour in



someone who has not previously considered the possibi-
lity of suicide.** Health professionals can engage in
meaningful communication when responding to a
DTDS by inquiring about the patient’s emotional state,
conveying a willingness to talk about their distress, and
helping them identify the motivations for the request
to die.*®

Health professionals may also be unsure about whether
or not they ought to discuss a patient’s DTDS with a
colleague. Patients should be made aware from the outset
about issues regarding confidentiality and disclosure of
information to health professionals. They should be
advised that within the context of multidisciplinary
care, health professionals usually share patient informa-
tion based on the principle that a team approach to
decision-making is more likely to result in optimal care.?
Suicidal wishes should be documented and communi-
cated to relevant members of the multidisciplinary
team.?'** Health professionals need to adopt an impar-
tial stance if a patient’s views on hastened death are
contradictory to their own; they should not abandon,
judge or chastise patients.

Methods

Given the lack of empirical studies underpinning guide-
lines for responding to DTDSs in this population,'* a
framework for responding to DTDSs was constructed
based upon the principles of therapeutic communication
and consensus expert opinion. Consensus opinion in-
corporated published recommendations, based on a
systematic review of the literature,'® for responding to
DTDSs that seemed appropriate to the panel (the
authors of this paper). This panel comprised clinicians
and/or academics from the following disciplines: nursing,
medicine, psychiatry, psychology, sociology, aged care
and theology. The panel discussion complemented the
published recommendations by developing additional
responses and strategies based on panel members’
professional experience in witnessing and responding to
DTDSs, and their insight into the literature in this area.
Multiple drafts were circulated over a two-year period
until consensus was reached. Two groups of postgraduate
palliative care nurses and doctors also provided feedback.

Therapeutic communication principles for responding to a
DTDS

Due to the significant challenges that might confront
health professionals related to DTDSs, the suggested
framework for responding to DTDSs is based on the
principles of therapeutic communication, and is sup-
ported by high level evidence.** Evidence from systematic
reviews of randomized, controlled, trials with people with
cancer show that:
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e interactions that convey empathy for the patient’s
distress and active listening assists psychological
adjustment;

e provision of comprehensive information about what to
expect in the future promotes psychological well-
being;

e an opportunity to discuss feelings with a health
professional reduces psychosocial distress; and

e where relevant, referral to health professionals who
specialize in management of psychosocial distress can
have favourable outcomes.

DTDSs warrant careful attention and open, sensitive,
communication in the clinical setting.®*> Core therapeu-
tic communication approaches provide a solid framework
for exploring end-of-life issues and responding to
DTDSs.!” Box 1 provides an outline of these strategies,
other useful resources can be found elsewhere.*’*® It is
recommended, therefore, that health professionals use
this framework for specific questions and responses
related to DTDSs.

Recommended health professional responses to a DTDS
We have argued that seeking to understand the meaning
behind a DTDS is crucial to formulating a professional
response and appropriate interventions.*’ Accordingly,
we have prepared a two-phase approach, based on four
broad categories,'® for recommended responses and
questions to be considered by health professionals when
they first encounter a DTDS (see Box 2). Phase I
prompts health professionals to take time to explore
the background to the DTDS before offering strategies or
providing detailed information. In Phase II, the health
professional considers broader information and initiates
preliminary intervention strategies.

Where recommendations are based on published
expert opinion, relevant authors are cited. Other recom-
mendations come from the panel. Comments in quota-
tion marks are suggested statements and questions which
health care professionals may consider using.

It should be noted that we would not encourage health
care professionals to ask these questions in one consulta-
tion. A conversational approach within an unhurried,
trusting atmosphere is recommended. Moreover, we do
not recommend a formulaic and prescriptive approach to
responding to DTDSs — we encourage health profes-
sionals to view the following statements/phrases as
examples only.

It is also important to emphasize the need for a
response by health professionals to the wish to hasten
death that aims to sensitively explore and come to an
understanding of the often complex nature of the
patient’s concerns. Such exploration and understanding
can lead to an appreciation of the appropriate therapeu-
tic strategies and clinical approaches that aim to address
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Box 1 Responding to emotional cues: general recom-
mended principles (adapted from Ref. 45)

1 Be alert to your own responses
Adopt an open posture; be aware of your own emotional
response at each stage of the conversation
Be aware that your response can shape the communication; eg, if
you convey a sense of shock or bewilderment, impatience or your
own feelings of futility, this may have a negative effect or it may
limit the conversation to follow
Monitor your attitudes and responses to DTDSs; seek help from
colleagues or a supervisor if necessary
Show regard for the person by your verbal and non-verbal
behaviour

2. Be open to hearing concerns
Ask questions that gently probe emotional concerns
Be alert to verbal and non-verbal signs of psychological distress
Encourage the person, by sensitive prompting where necessary,
to express their feelings
Listen actively without interrupting, seek clarification of feelings
and concerns
Acknowledge the feeling/s being expressed without needing to
actively support the desire to die: try to match the words you use
with the level of emotion the person is experiencing
Use silence appropriately; do not rush to fill gaps in the
conversation
Sit quietly through tears
Express empathy, both by your verbal and non-verbal responses
Acknowledge there are individual differences in patients’
emotional responses to the impact of life-threatening illness

3. Assessing the potential contributing factors
Assess whether the person has appropriate social support
Assess type and level of formal assistance and/or referral/s that
may be required (eg, psychological, informational resources)
Assess for psychological distress (eg, depression/anxiety) and/or
existential distress
Assess for delirium, cognitive change and competence
Assess level of understanding regarding goals of care and
treatment options
Assess for unrelieved physical symptoms
Assess for interpersonal factors (eg, family conflict, conflict with
clinical staff)

4. Responding to specific issue/s
Address potentially reversible causes (as discerned from
assessment)and develop plan of management
Commence planning strategies (eg, referral, another meeting) for
issues that cannot readily be resolved

5. Concluding the discussion
Summarize main points of discussion; checking your perceptions
with the patient’s perceptions
Ask if there is anything else the patient wants to discuss or if they
have any other questions to raise
Offer assistance to discuss the patient’s situation with others, eg,
in a family meeting
Indicate your availability for contact to address any questions or
concerns and arrange for further appointment to review situation
Explain that it is important for you to let the other members of the
treatment team know about this discussion and reassure them
that it will be treated in the strictest confidence within the team

6. After discussion
Document discussion in medical records
Advise other members of the treatment team, so they know your
perceptions of the person’s emotional state and can assist with
follow up and/or referrals

these concerns. The approach required is one that seeks
to understand, rather than just act upon the request. This
involves an engagement in communication with the
patient. The aim is to (a) explore issues underpinning
the statements, (b) identify the critical clinical issues, and

(c) discuss the interpersonal factors involved. Such
sensitive communication might help to uncover the
significance of the DTDS for the patient, and whether
the statement is an expression of anger, despair, hope-
lessness or other forms of distress. Listening to the
patient’s reasons for making a DTDS can enable the
health professional to mobilize appropriate interventions.
Thus, the recommended approach is one where the
patient who expresses a DTDS has ongoing communica-
tion and follow-up with a health professional with skills
in therapeutic communication. This would include the
capacity for referral to specialist services, such as
psychology and psychiatry if required.

Limitations and future guideline development

These recommendations were developed using a compre-
hensive, three-stage, process of a systematic review of the
literature, recommendations developed by a multidisci-
plinary panel complemented by published expert opi-
nion, then multiple refinement to reach consensus.
However, we encourage further testing and refinement
of these recommendations, as there are several limita-
tions. For example, the grey literature was not searched
and articles not published in English were excluded.
Moreover, the recommendations are based on consensus
expert opinion and this does not meet the requirements
of optimal guideline development processes.”® However,
we contend that, at present, there is insufficient research
to use standard approaches for guidelines in this area. As
demonstrated, there is an absence of intervention studies
and minimal descriptive work upon which to base the
development of these recommendations into formalized
guidelines.

An additional limitation is that some readers may find
the presentation of the recommended responses via the
Box format to be somewhat limited. Our purpose in
presenting the phrases and statements in this way is to
allow for ready referencing. We also wish to reinforce that
the example responses are not intended to be fixed or
prescriptive. They are based on an assumption that
health professionals working with people who are facing
life-threatening or terminal illness require training in
therapeutic communication to maximize their ability to
support patients who express a desire to hasten death.

Attention to the future research related to a desire for
hastened death should aid in the refinement of the
recommendations.’® As an initial step, the appropriate-
ness of these recommendations should be rated by
health professionals, patients with advanced incurable
disease, and their family carers. Future research should
also include randomized, controlled, trials or quasi-
experimental methods, in combination with qualitative
methods, in order to test the implementation of these
recommendations in the clinical setting.
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Conclusion

It is not uncommon for health professionals to be
confronted with a patient’s request to hasten their death.
Despite this, there is a dearth of literature guiding health
professionals on how best to respond. It is clear from our
examination of this issue that opportunities are being
missed for health professionals to respond in a mean-
ingful way to patients’ expressed desire for hastened
death. In the context of palliative care, some health
professionals may consider that DTDSs belong to a
sphere beyond their expertise. Providing health profes-
sionals with sound strategies to consider when con-
fronted with a DTDS may encourage them to face the
issue with confidence, rather than avoiding it.

The recommendations in this article were developed
using a range of expert clinicians and academics reach-
ing consensus and are not intended to be prescriptive.
Health professionals should draw on a sound person-
centred framework for responding to a DTDS rather
than relying on a dogmatic approach that may inhibit
dialogue. Open dialogue is fostered within a climate of
trust, where patients feel free to discuss their fears and
anxieties, as well as their joys and their hopes. In the
context of life-threatening illness, an expressed desire for
hastened death may be a request to be heard and to be
understood. It is essential, therefore, that health profes-
sionals receive guidance in discerning the appropriate
response.
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