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ABSTRACT
This article summarizes concepts related to psychosocial issues
at the end of life with special attention directed to the rights of
the mentally ill, issues related to mental capacity to consent,
and suicidality and desire for hastened death in patients with a
terminal illness. We discuss assessment tools and clinical
decision-making strategies to guide the healthcare provider in
dealing effectively with the often difficult situations involving
patients facing the end of life.

BRIEF HISTORY OF MENTAL HEALTH CARE
Early conceptualization of the mentally ill was

steeped in religious beliefs. Ancient Egyptian, Hindu,
and Chinese literature attribute mental illness to
demonic possession.1 Early Greek philosophers iden-
tified mental illness as a madness plucked from
heaven and humanized.2 Hippocrates viewed mental
illness as an imbalance of the bodily fluids, affect-
ing the brain and leading to madness.1 Treatment
involved trepanning, boring a hole through the skull to
release the evil spirit, or techniques such as blood-
letting, purgatives, vomiting, and purulence to release
fluids from the body.1 Medieval mental health con-
ceptualization continued with barbaric forms of
treatment such as burning women at the stake or
chaining an individual to the wall of a basement to
remove the mentally ill from society.1

During the 16th and 17th centuries, society
shunned the mentally ill, and these individuals were

often beaten or incarcerated. Families often housed a
mentally ill family member under the home in a hole
less than 5 feet deep and covered with a cage where
the afflicted person would eventually die.3 The 17th
and 18th centuries introduced the asylum as a way to
care for the mentally ill. Unfortunately, the use of
chains and whips was still common.2 Other treatment
modalities included submerging patients into cold
water to shock their minds,2 strapping them to chairs
to eliminate sensation, or pinning them down and
pouring cold water over their faces, nearly drowning
them.1

Asylums in the 19th and 20th centuries attempted
to humanize mental health care, but these institutions
soon became infamous for their deplorable condi-
tions. Patients received electroconvulsive therapy
(ECT) without anesthesia, and poorly trained physi-
cians performed frontal lobotomies. Negative clinical
outcomes would soon stigmatize psychiatric care.
Cold submersions, insulin-induced comas, restraints,
and seclusion were common practices for patients
with psychosis until the development of chlorproma-
zine in 1952. Many patients were forced into taking
medication against their will and stripped of their civil
rights and dignity.

Today, society continues to view psychiatric patients
with outdated and stereotypical beliefs. These attitudes
include the erroneous notion that all patients with mental
illness are incapacitated, have no decision-making abili-
ties, and must be treated against their will to maintain
societal standards of safety.

RIGHTS OF THE MENTALLY ILL
Since the deinstitutionalization of the mentally ill in

the 1960s, society has struggled with honoring the
rights of these patients. A general misconception is
that an individual receiving any type of psychiatric
treatment is incapable of exercising his or her rights of
citizenship.4 However, the United States Constitution
guarantees any person, even one with a mental
illness, equal civil rights. Despite this constitutional
guarantee, discrimination and denial of equal justice
are unfortunately common in our legal system and in
the medical community. Because the stigmatization of
mental health care persists even among healthcare
providers, it is essential to promote accurate under-
standing of the rights of the mentally ill.
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Federal law now includes a bill of rights for
persons receiving mental health treatment services.
Title V, Section 501 of the Mental Health Systems Act
42 U.S.C. defines in United States law a Bill of Rights
for Mentally Ill Patients.5 Table 1 summarizes the
rights of the mentally ill set forth in the law.

The United States Constitution protects all indi-
viduals, regardless of mental health diagnosis. The 5th
Amendment ensures due process as a means to
safeguard against abuse during legal proceedings.6

Constitutional safeguards are particularly relevant
when a healthcare provider is executing an involun-
tary commitment of a patient to a psychiatric facility.
During involuntary commitment proceedings, the pro-
vider is required to uphold state legislation because
commitment could be seen as an infringement to life
and liberty as stated in the 14th Amendment.7 The
rights of the mentally ill are often compromised by an
overzealous use of paternalistic tendencies.8 Health-
care professionals should be aware of the medico-
legal and ethical issues involved in the promotion
of well-being and the right to self-determination and
autonomy.8 Providers should monitor the possible
imposition of their own values and beliefs so they do
not compromise the rights of their mentally ill patients.

Eastman and Starling9 state that while all medical
diagnoses are value laden, mental health diagnoses
are quantitatively more so. Therefore, healthcare prac-
titioners must maintain personal boundaries to uphold
the dignity, respect, and autonomy of their patients
with mental illness.

CAPACITY TO CONSENT
Mental capacity and decisionmaking are part of a

continuing debate among healthcare providers that
becomes even more complicated when a patient has
a psychiatric history. However, until a person is
deemed incapacitated, both capacity and competen-
cy are to be assumed.10 Although lack of capacity is
not uncommon in patients admitted to a psychiatric
facility, providers cannot presume that all persons
lack the capacity to make treatment decisions.11

Mental capacity tends to vary according to diagnoses.
Capacity is more commonly limited for those with
mania and schizophrenia and less commonly limited
for individuals diagnosed with depression or person-
ality disorders.11

Capacity to consent is unique for each individual
in the context of both time and situation. Capacity is
only related to a specific decision10 and is a dynamic

Table 1. Bill of Rights for Mentally Ill Patients5

A person admitted to a program or facility for the purpose of receiving mental health services should be accorded
the following:

N The right to treatment and services under conditions that support the person’s personal liberty and restrict such liberty only as
necessary to comply with treatment needs, laws, and judicial orders.

N The right to an individualized, written treatment or service plan (to be developed promptly after admission), treatment based on the
plan, periodic review and reassessment of needs, and appropriate revisions of the plan, including a description of services that may
be needed after discharge.

N The right to ongoing participation in the planning of services to be provided and in the development and periodic revision of the
treatment plan and the right to be provided with a reasonable explanation of all aspects of one’s own condition and treatment.

N The right to refuse treatment, except during an emergency situation or as permitted under law in the case of a person committed by
a court for treatment.

N The right not to participate in experimentation in the absence of the patient’s informed, voluntary, written consent, the right to
appropriate protections associated with such participation, and the right to an opportunity to revoke such consent.

N The right to freedom from restraints or seclusion, other than during an emergency situation.
N The right to a humane treatment environment that affords reasonable protection from harm and appropriate privacy.
N The right to confidentiality of records.
N The right to access, upon request, one’s own mental health care records.
N The right (in residential or inpatient care) to converse with others privately and to have access to the telephone and mails, unless

denial of access is documented as necessary for treatment.
N The right to be informed promptly, in appropriate language and terms, of the rights described in this section.
N The right to assert grievances with respect to infringement of the Bill of Rights, including the right to have such grievances

considered in a fair, timely, and impartial procedure.
N The right of access to protection, service, and a qualified advocate in order to understand, exercise, and protect one’s rights.
N The right to exercise the rights described in this section without reprisal, including reprisal in the form of denial of any appropriate,

available treatment.
N The right to referral as appropriate to other providers of mental health services upon discharge.
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factor. The healthcare provider must be aware that
capacity to consent must be reassessed for each
treatment decision and over time, as a patient’s
capacity can fluctuate.10 When assessing capacity,
the healthcare practitioner should be especially
focused on evaluating what the patient lacks. Lacking
capacity refers to the inability of an individual who has
an impairment or disturbance to understand, retain,
use, or weigh information considered relevant to
decisionmaking or communicating a decision.10

When assessing for capacity, the provider must
recognize that an established diagnosis of a physical,
mental, or developmental disorder does not constitute
incompetence or mental incapacitation.12 Collaborat-
ing with a psychiatric provider or initiating a formal
ethics consult may be helpful in these scenarios.12

Table 2 summarizes key concepts from multiple
resources that may assist the healthcare provider
when assessing for mental capacity.12-14

SUICIDALITY VS DESIRE FOR

HASTENED DEATH
In addition to concerns related to a mentally ill

patient’s capacity to consent, both suicidality and
desire for hastened death are relevant to the end-of-
life literature. Healthcare practitioners who provide
care for patients with a terminal illness realize that
statements of a desire for hastened death are not
uncommon. These statements may indicate a patient
with depression and accompanying suicidality, or
they may simply reflect the patient’s method of coping
with a terminal illness. Clarification is necessary
because a broad spectrum of patient requests for
hastened death exists.15 These requests range from a
passive desire for death with no active plans to hasten
death to overt suicidality with a specific plan in place.
The term suicidality refers to thoughts and statements
about intentionally ending one’s life.

Desire-to-die statements include expressions of a
desire for hastened death and are not unusual in
patients coping with advanced disease states.16,17 The
desire for hastened death is most common among
patients with terminal cancer, human immunodefici-
ency virus/acquired immune deficiency syndrome
(HIV/AIDS), or amyotrophic lateral sclerosis.18,19 Ter-
minally ill patients may fear painful medical procedures,
prolonged suffering, pain, or the burden of healthcare
costs on their loved ones.20 Although desire-to-die
statements are often thought to underlie suicidal
ideation, not all desires for hastened death fall within
this category because not all statements are associat-
ed with a specific plan to expedite the dying process.21

The figure illustrates these concepts.
Healthcare providers should feel professionally

and compassionately comfortable responding to

desire-to-die statements.22 However, healthcare pro-
fessionals are more frequently concerned or confused
and struggle with how to respond appropriately.
Practitioners should assess patients who verbalize
these statements to evaluate whether their intention is
a request for hastened death, a sign of depression
and/or suicidality, or merely a comment not intended
to be heard literally as a plan for expedited death.23

Currently, research suggests that occasional
desire-to-die statements may be common in the
palliative care population, while pervasive expressed
desires for expedited death are relatively infre-
quent.24-27 In one such study, 27% of terminal cancer
patients thought about seeking assistance with
suicide, but only 2% actually discussed this idea with
their healthcare provider.28 Although statements
regarding desire for death are not uncommon in the
advanced disease population, thoughts about has-
tened death appear to be more common than
verbalized statements. Hudson et al suggest that this
incidence might be higher if healthcare professionals
encouraged patients at the end of life to freely express
their wishes.15 Overall, the available literature sug-
gests that desire to die may represent a transient
experience for patients with terminal illness and that
stable or persistent desire for death with depression
as an associated factor may exist for a minority of
patients.16

ASSESSMENT OF DESIRE TO DIE
Current clinical assessment tools can help health-

care providers assess patient desire for hastened
death. The Desire for Death Rating Scale26 was first
developed as a single-item clinician-rated scale for use
with terminally ill patients. This scale is comprised of a
single 0-6 numeric rating based on a series of open-
ended questions regarding thoughts, beliefs, and
attitudes toward terminal illness. This unvalidated
assessment tool relies only on the judgment of the
healthcare provider and has a restricted range of
possible scores. Both the subjectivity and the restrict-
ed score range limit the utility of this measure.29

More recently, a 20-item self-report measure
called the Schedule of Attitudes Toward Hastened
Death (SAHD)29,30 was developed to measure the
desire for hastened death in patients with terminal
illness. The questionnaire’s true/false format of 20
items captures several constructs related to desire for
death, including quality of life concerns (eg, fear of
pain or emotional suffering), psychosocial factors (eg,
religion, family obligations), and thoughts related to
facilitating one’s death.30 The SAHD has produced
desirable reliability and validity in samples of ambu-
latory and terminally ill patients with HIV/AIDS30 and in
terminally ill cancer patients.29 The SAHD is intended
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Table 2. Assessment Techniques for Determining Mental Capacity

1. Assessment and attention

a. Level of arousal or consciousness ‘‘Can you speak to me?’’
‘‘Can you follow my pen with your eyes?’’
‘‘Can you write your name for me?’’

b. Orientation to time, place, person, and situation ‘‘Can you please tell me the month, day, and year?’’
‘‘What is the name of this building?’’
‘‘Who is the president of the United States?’’

c. Ability to focus and concentrate ‘‘Can you spell the word WORLD for me? Can you spell it
backwards?’’

‘‘Are you able to subtract 3 from 20?’’ (continue with 3 from 17, from
14…)

2. Information processing

a. Short- and long-term memory ‘‘Please repeat these 3 words: ball, tree, and flag.’’ (ask to repeat in
5 minutes)

‘‘What was the last thing you had to eat?’’
‘‘When did you graduate from high school?’’
‘‘What is your birthday?’’
‘‘Who was president in the 1980s?’’

b. Recognition of familiar objects and familiar persons ‘‘Can you tell me what this is?’’ (point to your watch or your pen)
‘‘Who is that person standing next to you?’’

c. Ability to understand and appreciate quantities ‘‘How many eggs are in a dozen?’’
‘‘If a woman has twins, how many babies is that?’’

d. Ability to reason using abstract concepts ‘‘What is the same about a car and a boat?’’
‘‘What is different about them?’’
‘‘Which of the following does not belong: a cat, a bird, or a baseball?’’
‘‘Why?’’

e. Ability to plan, organize, and carry out actions in
one’s own rational self-interest

‘‘How would you start to bake a cake?’’
‘‘How do you address an envelope?’’

f. Ability to reason logically ‘‘What would you do if you smelled smoke while at the library?’’
‘‘If you bought a greeting card for $1.50, how many quarters is that?’’

3. Thought processes (deficits in these functions may be demonstrated by the presence of the following)

a. Severely disorganized thinking Disorganized thought processes can be assessed by listening to the
patient’s speech for sentence structure or asking for a writing
sample. Monitor for rapid, pressured speech or nonsensical
sentence structure.

Flight of ideas reflects a stream of thoughts that moves abruptly from
idea to idea rapidly with an odd connection (eg, ‘‘You’re the apple
of my eye, New York is the big apple, I want apple pie’’).

Looseness of associations (derailment) refers to a breakdown in both
the logical connection between ideas and the overall sense of
goal-directness (eg, ‘‘What’s the temperature on Venus, where is
my bridesmaid, I want an iguana’’).

b. Hallucinations (involve the 5 senses) Use open-ended questions:
‘‘When was the last time you heard voices?’’
‘‘Tell me about the things only you can see.’’

c. Delusions (disturbances of thought or fixed or false beliefs) Listen for themes that are persecutory or paranoid, grandiose,
jealous, somatic, or erotic:

‘‘Tell me about any special powers you may have.’’
‘‘I notice you mentioned the Messiah many times.’’

(continued)
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for use in studies examining the desire for hastened
death, the underlying constructs, and the impact of
palliative care interventions on the desire for death.29

A recent study using the SAHD explored the
relationships between desire for hastened death,
depression, and hopelessness in patients with termi-
nal cancer.31 Results revealed that the desire for
hastened death was significantly associated with a
diagnosis of depression and with hopelessness and
that both depression and hopelessness independent-
ly contributed to the prediction of desire for hastened
death.31 This study suggests that interventions aimed
at addressing depression and hopelessness may be
particularly valuable in the palliative care setting.

QUALITY OF END OF LIFE
When a terminally ill yet competent patient

expresses a request for hastened death, healthcare
professionals may feel torn between respecting

patient autonomy and preserving life.32 However,
advanced medical technology designed to prevent
premature death may unintentionally prolong life
regardless of patient wishes.33 Humane care at the
end of life is essential, even if a patient’s choices differ
from typical healthcare practices.34 Circumstances
can also vary from state to state; for instance,
physician-assisted suicide is legal in Oregon in some
situations under the Death with Dignity Act.

Appropriate end-of-life discussions can promote
healthy coping because they give patients the op-
portunity to express their concerns and to request
support for specific issues (eg, pain control).35 The
end-of-life literature emphasizes the utility of estab-
lishing a professional relationship with terminal patients
that allows for open discussion of treatment desires,
feelings, and fears.16 Patients’ relationships with their
healthcare providers appear to play a vital role in how
patients perceive their end-of-life experience.36

Patients with a terminal illness who meet the
criteria for clinical depression may benefit from a
number of pharmacological and psychological in-
terventions16 to enhance their end-of-life experi-
ence. Interventions that include cognitive-behavioral
components such as targeting self-defeating pat-
terns of thinking37,38 or interventions that include a
spiritual component to address existential con-
cerns39 may help to decrease hopelessness in these
patients.

The following strategies can promote discussions
and enhance end-of-life care for patients dealing with
a terminal illness.

Patient-Focused Care
Healthcare that is focused on the patient and

that emphasizes quality of end of life is essential in

d. Uncontrollable, repetitive, or intrusive thoughts Listen for preoccupations, obsessions, or compulsions:
‘‘Tell me about the thought you can’t get out of your head.’’
‘‘What behaviors do you have to do over and over in a certain or

order?’’ (eg, checking locks or doors, washing hands excessively)

4. Ability to modulate mood and affect

a. Mood (emotional response felt by the patient) ‘‘Tell me how you feel inside today.’’
Be direct with questions regarding suicidality:
‘‘When was the last time you wanted to hurt or kill yourself?’’

b. Affect (outward expression of mood) It is appropriate to state the obvious:
‘‘You tell me you are happy, yet you are tearful and crying.’’
Listen for anger, anxiety, fear, depression, hopelessness,

helplessness, or indifference.
Make note of insight (awareness and understanding of illness) and

judgment (behaviors that are harmful to the patient or minimizing
negative behaviors and consequences).

Figure. Venn diagram illustrating constructs of suicidality
and desire for hastened death.

Table 2. Continued
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the palliative care setting. Physicians and patients
both value communication about end-of-life care
although studies suggest that these conversations
happen infrequently.40 A competent patient may
seek to hasten death; when this situation occurs,
education about end-of-life treatment and advocacy
are essential.33 Healthcare providers have a clear
opportunity to enhance patient autonomy by focus-
ing on communication of patient desires and
concerns.

Sociocultural Considerations
Cultural factors can certainly influence patients’

reactions to terminal illness as well as decisions about
their end-of-life care.41 Various ethnic groups may
differ in their use of advance directives or desire
for autonomy in decisionmaking because they
may conflict with family-centered values or religious
beliefs.33 Healthcare providers’ personal biases may
also impact their therapeutic responses to their
patients’ requests. Asking patients about their socio-
cultural beliefs as they relate to end-of-life care is vital,
in addition to a commitment to respect compe-
tent patient requests even if they conflict with the
healthcare provider’s personal values.

Communication Skills
Interactions that convey empathy, provide

comprehensive information, and reduce psychoso-
cial concerns are the goal for all healthcare pro-
viders treating a patient coping with terminal

illness.23 Responding to emotional cues, including
verbal and nonverbal signs of distress, monitoring
one’s own attitudes and responses, and expressing
continued commitment to symptom management
are all essential components of effective commu-
nication. The healthcare provider should be espe-
cially cognizant of allowing patients adequate time
to express concerns, ask questions, and obtain
support.

Involvement of Family Members
The experience of family members coping with a

loved one’s terminal illness can be understandably
difficult. Family members may feel torn between their
feelings that death would be both a blessing and a
tragedy.33 While the healthcare provider is treating the
patient and not the family, it is certainly appropriate to
involve family members in discussion and treatment
planning consistent with patient requests. Family
involvement may also be necessary when capacity
to consent becomes relevant. Family members often
desire reassurance that they are acting in the best
interest of their loved one and confirmation that they
did everything possible to prevent premature death or
suffering.33

Referral to Psychiatry
Evaluation of mental health status and screening

for depression are warranted in patients coping with
end-of-life issues. Assessment of depression among
the terminally ill is vital given depression’s implication

Table 3. Factors Suggestive of a Need for Psychiatry Referral

a. Preexisting Factors History of previous suicide attempts
History of psychiatric illness
Substance abuse

b. Mental Status Changes Agitation
Disorientation
Out of touch with reality
Psychosis
Delirium

c. Factors Related to Mood Suicidal ideation
Desire-to-die statements
Depressed affect
Hopelessness
Feelings related to loss of control

d. Information Related to Medical Status Deterioration of function
Change in treatment due to futility
Awareness that symptoms are intractable

e. Psychosocial Issues Social isolation
Caregiver burden
Conflict between family members regarding treatment decisions
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in producing the desire for death.16 Psychological
assessment is a dynamic process, and patient mental
health needs may change over time. If patients
become agitated, are disoriented, or appear to be
out of touch with reality, a psychiatric consultation
should be immediately initiated.33 Patients express-
ing desire-to-die statements, suicidal ideation, or a
sense of hopelessness could also benefit from
mental health services, particularly from interven-
tions focused on establishing a supportive environ-
ment and enhancing a sense of personal control.
Often, patients are simply seeking help, reassurance,
or the opportunity to express their thoughts about
their experience.16 However, patients who are de-
pressed and express overt suicidality require imme-
diate psychiatric attention.16 Table 3 summarizes a
list of factors that suggest a mental health referral is
appropriate.

CONCLUSIONS
Providing healthcare to the terminally ill patient

is challenging, from both the biomedical and the
psychosocial perspective. We reviewed issues related
to the rights of the mentally ill, capacity to consent,
and suicidality and the desire for hastened death in
patients with terminal illness. We also presented
strategies for providing quality end-of-life care. In
summary, healthcare providers have a clear opportu-
nity to enhance end-of-life care for patients coping
with terminal illness if they appropriately manage the
relevant psychosocial issues.

REFERENCES
1. Kyziridis TC. Notes on the history of schizophrenia. Ger J Psychiatr.

2005;8(3):42-48.

2. Porter R. Madness: A Brief History. London: Oxford University
Press; 2002.

3. Shorter E. A History of Psychiatry: From the Era of the Asylum to
the Age of Prozac. New York: Wiley & Sons Inc; 1997.

4. Mental Health America, Position Statement 21: Rights of persons
with mental health and substance use conditions. Mental Health
America; 2007. http://www.nmha.org/go/position-statements/21.
Accessed July 18, 2011.

5. Department of Justice, Americans with Disabilities Act of 1990.
United States Code; 1990. http://www.ada.gov/pubs/ada.htm.
Accessed July 18, 2011.

6. Legal Information Institute, Cornell University Law School. United
States Constitution Amendment V. United States Constitution.
http://topics.law.cornell.edu/constitution/fifth_amendment.
Accessed July 18, 2011.

7. Legal Information Institute, Cornell University Law School.
United States Constitution Amendment XIV. http://topics.law.
cornell.edu/constitution/amendmentxiv. Accessed July 18,
2011.

8. Saks ER. Refusing Care: Forced Treatment and the Rights of the
Mentally Ill. Chicago: University of Chicago Press; 2002.

9. Eastman N, Starling B. Mental disorder ethics: Theory and
empirical investigation. J Med Ethics. 2006 Feb;32(2):94-99.

10. Nicholson TR, Cutter W, Hotopf M. Assessing mental capacity: The
Mental Capacity Act. BMJ. 2008 Feb 9;336(7639):322-325.

11. Owen GS, Richardson G, David AS, Szmukler G, Hayward P, Hotopf
M. Mental capacity to make decisions on treatment in people
admitted to psychiatric hospitals: cross sectional study. BMJ. 2008
Jun 30;337:a448-a451. doi: 10.1136/bmj.39580.546597.BE.

12. California Probate Code 810-814. Due Process in Competency
Determinations Act, (DPCDA), 1995. Code 6100.5, section 812.

13. Allen R. Competent Capacity determination: Methods and
concerns. http://www.neuropsycheval.com/comp2.html. Accessed
July 18, 2011.

14. Stanford University. Competency to make medical decisions. http://
www.stanford.edu/group/psylawseminar/Competency.htm.
Accessed July 18, 2011.

15. Hudson PL, Kristjanson LJ, Ashby M, et al. Desire for hastened
death in patients with advanced disease and the evidence base of
clinical guidelines: a systematic review. Palliat Med. 2006
Oct;20(7):693-701.

16. Van Loon RA. Desire to die in terminally ill people: a framework
for assessment and intervention. Health Soc Work. 1999
Nov;24(4):260-268.

17. Breitbart W, Chochinov HM, Passik SD. Psychiatric symptoms in
palliative medicine. In: Dolye D, Cherney N, Calman K, eds. Oxford
Textbook of Palliative Medicine. New York: Oxford University Press;
2004:746-771.

18. Jamison S. Factors to consider before participating in a hastened
death: issues for medical professionals. Psychol Public Policy Law.
2000 Jun;6(2):416-433.

19. Department of Human Services. Oregon’s Death with Dignity
Act: Annual Report 2010: Department of Human Services,
Oregon Health Division Center for Disease; 2010. http://public.
health.oregon.gov/ProviderPartnerResources/
EvaluationResearch/DeathwithDignityAct/Pages/index.aspx.
Accessed July 18, 2011.

20. Issacs SL, Knickman JR. To Improve Health and Healthcare. San
Francisco: Jossey Bass; 1997.

21. Rosenfeld B. Studying desire for death: methodological issues in
end-of-life research. In: Portenoy R, Bruera E, eds. Issues in
Palliative Care Research. New York: Oxford University Press;
2003:293-305.

22. Cherny NI, Coyle N, Foley KM. The treatment of suffering when
patients request elective death. J Palliat Care. 1994 Summer;
10(2):71-79.

23. Hudson PL, Schofield P, Kelly B, et al. Responding to desire to die
statements from patients with advanced disease:
recommendations for health professionals. Palliat Med. 2006
Oct;20(7):703-710.

24. Pessin HK, Potrash M, Breitbart W. Diagnosis, assessment, and
depression in palliative care. In: Lloyd-Williams M, ed.
Psychosocial Issues in Palliative Care. New York: Oxford University
Press; 2003:81-103.

25. Bascom PB, Tolle SW. Responding to requests for physician-
assisted suicide: ‘‘These are uncharted waters for both of us…’’.
JAMA. 2002 Jul 3;288(1):91-98.

26. Chochinov HM, Wilson KG, Enns M, et al. Desire for death in the
terminally ill. Am J Psychiatry. 1995 Aug;152(8):1185-1191.

27. Emanuel EJ, Fairclough DL, Emanuel LL. Attitudes and desires
related to euthanasia and physician-assisted suicide among

Vazquez, LD

Volume 11, Number 4, Winter 2011 323



terminally ill patients and their caregivers. JAMA. 2000 Nov
15;284(19):2460-2468.

28. Tulsky JA, Ciampa R, Rosen EJ. Responding to legal requests for
physician-assisted suicide. University of Pennsylvania Center for
Bioethics Assisted Suicide Consensus Panel. Ann Intern Med. 2000
Mar 21;132(6):494-499.

29. Rosenfeld B, Breitbart W, Galietta M, et al. The schedule of attitudes
toward hastened death: measuring desire for death in terminally ill
cancer patients. Cancer. 2000 Jun 15;88(12):2868-2875.

30. Rosenfeld B, Breitbart W, Stein K, et al. Measuring desire for death
among patients with HIV/AIDS: the schedule of attitudes toward
hastened death. Am J Psychiatry. 1999 Jan;156(1):94-100.

31. Breitbart W, Rosenfeld B, Pessin H, et al. Depression,
hopelessness, and desire for hastened death in terminally ill
patients with cancer. JAMA. 2000 Dec 13;284(22):2907-2911.

32. Valente SM, Saunders JM. Understanding oncology nurses’
difficulties caring for suicidal people. Med Law. 2000;19(4):
793-814. Erratum in: Med Law. 2001;20(4):preceding 483.

33. Valente SM. End-of-life challenges: honoring autonomy. Cancer
Nurs. 2004 Jul-Aug;27(4):314-319.

34. Field MJ, Cassel CK, eds. Approaching Death: Improving
Care at the End of Life. Washington, DC: National Academy Press;
1997.

35. Goelitz A. Suicidal ideation at end-of-life: the palliative care team’s
role. Palliat Support Care. 2003 Sept;1(3):275-278.

36. Varghese FT, Kelly B. Counter transference and assisted suicide.
Issues Law Med. 2001 Spring;16(3):235-258.

37. Moorey S, Greer S, Bliss J, Law M. A comparison of adjuvant
psychosocial therapy and supportive counselling in patients with
cancer. Psychooncology. 1998 May-Jun;7(3):218-228.

38. Spiegel D. Essentials of psychotherapy interventions for cancer
patients. Support Care Cancer. 1995;3(4):252-256.

39. Rousseau P. Spirituality and the dying patient. J Clin Oncol. 2000
May;18(9):2000-2002.

40. Gramelspacher GP, Zhou XH, Hanna MP, Tierney WM. Preferences
of physicians and their patients for end-of-life care. J Gen Intern
Med. 1997 Jun;12(6):346-351.

41. Searight HR, Gafford J. Cultural diversity at the end of life: issues
and guidelines for family physicians. Amer Fam Physician. 2005
Feb 1;71(3):515-522.

This article meets the Accreditation Council for Graduate Medical Education and American Board of
Medical Specialties Maintenance of Certification competencies for Patient Care, Medical Knowledge, and
Systems-Based Practice.

Psychosocial End-of-Life Considerations

324 The Ochsner Journal



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 30%)
  /CalRGBProfile (None)
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed false
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Settings for the Rampage workflow.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


