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Abstract
A substantial minority of patients in palliative care settings report a high desire for hastened
death (DHD), in association with physical and emotional distress, low social support, and
impaired spiritual well being. To clarify to what extent DHD emerges in association with
suffering prior to the end of life, we determined its prevalence and correlates in ambulatory
patients with metastatic cancer, the majority of whom had an expected survival of >6
months. We hypothesized that DHD in this sample would be directly linked to physical and
psychological distress, and inversely related to perceived social support, self-esteem, and
spiritual well being. Three hundred twenty-six outpatients completed the Schedule of
Attitudes Toward Hastened Death (SAHD), Brief Pain Inventory, Memorial Symptom
Assessment Scale, Beck Depression Inventory-II (BDI), Beck Hopelessness Scale (BHS),
Medical Outcomes Study Social Support Survey, FACIT-Spiritual Well-Being Scale,
Rosenberg Self-Esteem Scale, and Karnofsky Performance Status. Over 50% of participants
reported pain, >20% reported elevated levels of depression (BDI $ 15) and hopelessness
(BHS $ 8), but <2% had a high DHD (SAHD $ 10). DHD was correlated positively with
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hopelessness, depression, and physical distress, and negatively with physical functioning,
spiritual well being, social support, and self-esteem; it was not associated with treatment
status or proximity to death. Over 34% of the variance in predicting SAHD scores was
accounted for by hopelessness, depression, and functional status. The relative absence
of a strong DHD in this sample suggests that the will to live tends to be preserved in
cancer patients prior to the end of life, in spite of significant emotional and physical
suffering. J Pain Symptom Manage 2007;-:-e-. � 2007 U.S. Cancer Pain Relief
Committee. Published by Elsevier Inc. All rights reserved.

Key Words
Desire for hastened death, metastatic cancer, depression, hopelessness, demoralization,
burden of illness, will to live, proximity to death

Introduction
The desire for hastened death (DHD) has

been associated with depression, hopelessness,
physical suffering, low social support, poor
spiritual well being, and low self-esteem in
a number of studies of patients at the end of
life.1e11 However, the longitudinal trajectory
of this phenomenon is not known, nor is it
clear to what extent the DHD in such patients
is a manifestation not only of suffering and de-
moralization but also of proximity to death.
Because most previous studies have evaluated
the DHD in palliative care settings during the
last days or weeks of life, it is unclear to what
extent similar contributing factors operate ear-
lier in the course of disease. The only available
studies of the DHD reported in nonpalliative
settings were conducted by Jones et al.,12 with
a mixed sample of 224 cancer inpatients across
all stages of disease, and by Ransom et al.,13 with
small sample of 60 outpatients with advanced
cancer and their spouse caregivers. Jones
et al.12 suggested that the DHD was significantly
related to hopelessness and more-advanced dis-
ease, whereas Ransom et al.13 found that an in-
creased DHD was independently predicted by
better dyadic adjustment reported by the pa-
tient, and the number of hours spent by care-
givers performing caregiving activities.

The present study was undertaken to deter-
mine to what extent the DHD is present in
association with physical suffering and psycho-
logical distress in a large sample of ambulatory
cancer patients with metastatic disease, the ma-
jority of whom had an expected prognosis of
>6 months. Research has demonstrated that
pain and suffering increase toward the end

of life,14e15 although patients with cancer
may report considerable disease burden prior
to this time.16e17 However, it is not clear to
what extent significant physical and/or emo-
tional suffering prior to the terminal phase
of the disease is associated with the DHD. Sui-
cide is the most obvious indicator of this phe-
nomenon, but it is an uncommon event in
such populations, accounting for only 0.03%
of deaths in palliative care settings,17e18 and
0.2% of all deaths in cancer patients.19 The
DHD may be a more sensitive indicator of de-
moralization and the loss of the will to live in
this context, but its meaning and significance
are complex and may be affected by such fac-
tors as the fear of increasing dependency20

and the readiness for death.21

Comparison among studies examining the
DHD has been difficult because of variability
in sample characteristics, participation rates,
settings, methodologies, measures, and cutoff
scores used. Table 1 presents an overview of
the quantitative studies that have evaluated
the DHD among cancer patients thus
far.1,2,6,10e13,22e26 Although the Schedule of
Attitudes Toward Hastened Death (SAHD)27

is the most common measure used, there is
variability in the cutoff scores used and in
the reported distribution of scores. When a cut-
off of 10 or more on the SAHD was used, ele-
vated DHD scores were found in 17% of
cancer patients in an American palliative care
unit1 and in 5% of patients in a Greek pal-
liative care unit, the latter based on the
G-SAHD.23e26 In these patients, elevated
scores were associated with physical and emo-
tional distress1,25 and impaired spiritual well
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Table 1
Quantitative Studies of the DHD in Cancer Patientsa

Authors Year Setting Sample (n) Measure
Cutoff
Score Elevated DHD (%)

Chochinov et al.22 1995 Palliative care facility Terminally ill cancer
patients (200)

DDRS (interviewer
rated six-item scale)

$4 moderate; $5
strong; $6 extreme

7.5% moderate; 0.5%
strong; 0.5% extreme

Breitbart et al.;1

Rosenfeld et al.2
2000 Palliative care hospital Terminally ill inpatient

palliative care
patients (92)

SAHD (patient-rated
20-item scale)

$10 high 15e16 of 92 (16.3e
17%) high

Kelly et al.6 2003 Inpatient hospice unit,
home palliative care
service, and general
hospital palliative
care consulting
service

Terminally ill mixed
cancer patients (256)

Modified WTHD
(adapted from
DDRS) (rated by
study personnel)

$5 high 14% high

Jones et al.12 2003 Cancer hospital Mixed cancer
inpatients; all stages
of disease (224)

SAHD $10 high 2% high

Mystakidou et al.23e26 2004a,b;
2005a,b

Pain relief and palliative
care unit

Terminally ill mixed
cancer outpatients
receiving palliative
treatment (120)

G-SAHD $7 high; $11 strong 8.3% high; 5% strong

O’Mahony et al.10 2005 Pain and palliative care
service at a cancer
center and patients
newly admitted to
hospital

Outpatient and
hospitalized cancer
patients (all with
cancer pain) (131)

DDRS (rated by study
personnel)

$2 moderate; $4
strong

16 of 64
(25%) $ moderate at
Time 2 (number with
high scores not
specified)

Mystakidou et al.11 2006 Pain relief and palliative
care unit

Terminally ill mixed
cancer patients (106)

G-SAHD $7 high; $11 strong 28% high or strong

Ransom et al.13 2006 Cancer center Stage IIIB or IV cancer
patients (60) and
their partners
recruited at
scheduled
appointment with
treating physician

SAHD $10 high 0% high at Time 1;
3.3% high at four-
month follow-up

DHD¼Desire for Hastened Death; SAHD¼ Schedule of Attitudes Toward Hastened Death; G-SAHD¼Greek-SAHD; WTHD¼Wish to Hasten Death Scale; DDRS¼Desire for Death Rating Scale.
aOnly quantitative studies in cancer populations in which distribution of DHD scores was reported are presented here.
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being.7 In the two studies in nonpalliative set-
tings,12e13 using a cutoff of 10 or more on
the SAHD, elevated scores were found in 2%
of a sample of cancer inpatients, and in
0%e3.3% of cancer outpatients, respectively.

We report here the first systematic study of
the prevalence and correlates of the DHD in
a large sample of ambulatory patients with met-
astatic gastrointestinal (GI) or lung cancer that
includes an examination of the association be-
tween the DHD and proximity to death. Based
on findings reported in the palliative care liter-
ature,1e11 we hypothesized that the DHD in
this population, who were not considered to
be imminently dying, would be similarly re-
lated to physical and psychological distress,
and inversely related to perceived social sup-
port, self-esteem, and spiritual well being.

Methods
Subjects and Eligibility

Participants for this study were recruited
from consecutive patients attending their out-
patient medical and/or radiation oncology
clinic appointments with a treating oncologist
at Princess Margaret Hospital (PMH), Univer-
sity Health Network, a comprehensive acute-
care cancer center located in Toronto, Canada.
Patients were eligible if they had been diag-
nosed with Stage IIIA, IIIB, or IV lung cancer
or Stage IV GI cancer,28 were 18 years of age
or older, and were able to speak and read En-
glish sufficiently to provide informed consent
and complete self-report questionnaires. Pa-
tients were excluded if they had a diagnosis of
carcinoid or neuroendocrine carcinoma, or if
significant cognitive impairment was docu-
mented on the medical chart, identified by
their physician, or demonstrated by a failure
to meet the predetermined cutoff score on
the Short Orientation-Memory-Concentration
Test (SOMC)29 at the time of recruitment.
This study received approval from the Univer-
sity Health Network Research Ethics Board,
and all patients provided written, informed
consent.

Procedures
An oncology clinic nurse or volunteer pre-

sented potential participants with an introduc-
tory letter requesting permission for a research

team member to approach them regarding
participation in the study. If permission was
granted, a member of the research team who
was not involved in the patients’ clinical care
described the study and obtained informed
written consent. Patients were briefly inter-
viewed to screen for cognitive impairment
using the SOMC cutoff score of <20 (equiva-
lent to >10 errors),29 to obtain demographic
information, and to rate Performance Status
based on Karnofsky criteria.30 Eligible patients
were then given a package of self-report ques-
tionnaires to complete in the clinic or at
home. Each measure was described and in-
structions for completing it were explained.
Patients were explicitly given the option of
not completing any questions or measures
with which they felt uncomfortable. They
were provided with a stamped, addressed enve-
lope to return the questionnaire package. Re-
minder telephone calls were made if the
package had not been returned within two
weeks. Those who required or requested assis-
tance completing the questionnaires were read
the questions by a research team member. Re-
ferral to the PMH Psychosocial Oncology and
Palliative Care Program was offered to patients
who requested psychosocial assistance, or who
reported significant emotional distress or
suicidality.

Measures
Medical and demographic data extracted from

the medical record of each patient and from
the initial brief interview included the follow-
ing: age, gender, marital status, education, so-
cioeconomic status (approximated by mean
family income based on Statistics Canada cen-
sus data grouped by postal code), current liv-
ing arrangements, country of birth, religious
affiliation, date of diagnosis, cancer site, stage
of disease, treatment status at the time of study
participation (defined here as: 1) receiving ac-
tive treatment [i.e., chemotherapy]; 2) asymp-
tomatic and not receiving active chemotherapy
treatment, but under watchful surveillance;
and 3) active treatment had been discontinued
due to advancing illness or toxicity), and date
of death (at the time of data analysis), if
applicable.

Cognitive functioning was assessed using the
SOMC,29 a six-item mental status exam vali-
dated for use in acute-care settings.
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Physical functioning was rated by a member of
the research staff with patient input, using the
Karnofsky Performance Status (KPS) scale,30

a widely used observer-rated measure of the ex-
tent to which individuals can carry out normal
activities and self-care that has been used as
a predictor of survival.31 Ratings are made
along a continuum ranging from 100 (normal
activities, no complaints, no signs of disease)
downward in decrements of 10e0 (dead). A
rating of $70 has been reported to correspond
roughly to, or to be indicative of, a prognosis
of >six months to two years.31e32 KPS has
been widely used in oncology settings and
has demonstrated good reliability and predic-
tive and construct validity as a global measure
of functional status.33e34

Physical symptoms were assessed using 1)
a shortened version of the Memorial Symptom
Assessment Scale (MSAS),35 a multidimen-
sional self-report scale developed to assess
the presence, frequency (rated on a four-point
scale, from 1 ‘‘rarely’’ to 4 ‘‘almost con-
stantly’’), severity (rated on a four-point scale,
from 1 ‘‘slight’’ to 4 ‘‘very severe’’), and distress
(rated on a five-point scale, from 1 ‘‘not at all’’
to 5 ‘‘very much’’) associated with common
symptoms of cancer (23 physical; six psycho-
logical) in the past week. In addition, a global
symptom distress index score was calculated as
the mean symptom frequency ratings of four
items: feeling sad, worrying, feeling irritable,
and feeling nervous, and the mean symptom
distress ratings of five items: lack of energy,
pain, feeling drowsy, constipation, and dry
mouth. This measure has demonstrated good
reliability and validity;35 and 2) the Brief Pain
Inventory (BPI),36 a widely used numeric rat-
ing scale of pain intensity (rated from 0 ‘‘no
pain’’ to 10 ‘‘pain as bad as you can imagine’’)
and pain interference (rated from 0 ‘‘does not
interfere’’ to 10 ‘‘completely interferes’’) in the
past 24 hours. Mild pain intensity is defined as
a pain score of 1e4, moderate pain as 5e6,
and severe pain as 7e10. Mean pain intensity
was calculated as the average of the pain inten-
sity ratings over the past 24 hours for ‘‘worst,’’
‘‘least,’’ ‘‘on the average,’’ and ‘‘pain right
now’’ items. Pain interference scores can be
derived for affective interference (i.e., interfer-
ence with enjoyment of life, relations with
others, and mood), and interference with daily
activities (i.e., interference with walking ability,

normal work, sleep, and general activity). This
measure has been used extensively interna-
tionally to measure the severity and impact of
pain and the adequacy of pain management
in cancer patients.37e39

Psychological distress (depression and hope-
lessness) were assessed using: 1) the Beck De-
pression Inventory-II (BDI-II),40 a 21-item
self-report measure of the intensity of symp-
toms of depression, which is consistent with
the criteria of the Diagnostic and Statistical
Manual of Mental Disorders, 4th Edition,
Text Revision (DSM-IV-TR)41 for major depres-
sive disorder. Items (rated 0e3) are summed
to give a total score ranging from 0 to 63,
with higher scores reflecting more severe de-
pressive symptoms. This measure has been
widely used in cancer populations;42e46 and
2) the Beck Hopelessness Scale (BHS),47

a 20-item self-report true/false scale that was
developed to quantify hopelessness and nega-
tive expectancies. After reverse scoring of pos-
itively worded items, items are summed to give
a total score ranging from 0 to 20, with a higher
score reflecting increased hopelessness. The
BHS has high internal consistency and validity
and has previously been used in terminally ill
cancer populations.1,2

DHD was assessed by the SAHD,27 a 20-item
self-report true/false measure of the DHD
that has been validated in cancer patients in
a palliative care setting.2 It includes items re-
lated to the desire for a hastened death, the
will to live and the anticipated burden of phys-
ical and emotional suffering. After reverse
scoring of positively worded items, items are
summed to give a total score ranging from
0 to 20, with a higher score reflecting a higher
DHD.

Social support was rated using the Medical
Outcomes Study Social Support Survey
(MOS-SSS),48 a 20-item self-report scale devel-
oped for use in chronically ill populations that
measures multiple domains of social support
including 1) emotional/informational sup-
port; 2) tangible support; 3) affectionate sup-
port; 4) positive social interactions; and 5)
global social support (calculated as the mean
of the preceding four domain subscales of sup-
port). Patients are asked to rate how often
each type of support is available to them if
they need it. Items are rated on a five-point
scale ranging from 1 ‘‘none of the time’’ to 5
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‘‘all of the time.’’ Raw scores are transformed
to a 0e100 scale as described by Sherbourne
and Stewart,48 with higher scores indicating
higher perceived availability of social support.
This measure has demonstrated high levels of
reliability, and convergent and discriminant
validity.48

Self-esteem was assessed using the Rosenberg
Self-Esteem Scale (RSES),49 a widely used
and well-validated self-report measure of self-
concept consisting of 10 items rated from 1
‘‘strongly agree’’ to 4 ‘‘strongly disagree.’’ After
reverse scoring of negatively worded items,
items are summed to give a total score ranging
from 10 to 40, with higher scores reflecting
more positive self-esteem. This measure has
demonstrated reliability and concurrent, pre-
dictive, and construct validity.50

Spiritual well being was assessed using the
Functional Assessment of Chronic Illness
Therapy-Spiritual Well-Being Scale (FACIT-Sp-
12),51 a 12-item self-report scale validated in
a large sample of medically ill patients52 to
measure important aspects of spirituality in-
cluding sense of meaning in one’s life, har-
mony, peacefulness, and a sense of comfort
and strength from one’s faith. Items are rated
on a five-point scale ranging from 0 ‘‘not at all’’
to 4 ‘‘very much’’ and are averaged (after re-
verse scoring) to generate an overall spiritual
well being score, and two subscale scores: spir-
itual meaning and peace and spiritual faith.
Possible scores range from 0 to 4, with higher
scores reflecting higher spiritual well being.

Patients also completed measures of attach-
ment (relationship) security (i.e., the Experi-
ences in Close Relationships Scale53) and
religiosity (i.e., the Intrinsic Religious Motiva-
tion Scale54), as part of the larger question-
naire package, results of which will be
discussed elsewhere.55

Statistical Analysis
Data were analyzed using the Statistical

Package for the Social Sciences (SPSS), version
12.0 for Windows 2000.56 Descriptive statistics
were calculated for the demographic, physi-
cal/illness-related and psychosocial/psycho-
logical variables, and the relationship
between the DHD and these factors was evalu-
ated using multiple regression analysis. Statisti-
cal tests were two-tailed with alpha set at 0.05,
with the exception of between-group t-tests in

which a Bonferroni correction for multiple
comparisons was used to set a more conserva-
tive significance level (P< 0.003), and for the
sequential backward elimination regressions,
in which alpha was set at 0.10.

An examination of missing data did not re-
veal any systematic or nonrandom patterns,
and missing scale scores were minimal, rang-
ing across study measures from 1.5% (on the
primary outcome SAHD measure) to 7.7%
(on the social support measure). Scale total
scores were calculated only if 75% or more of
the items in the given scale had been an-
swered. In order to preserve sample size and
degrees of freedom, missing mean scale scores
were imputed from the available data using
multiple imputation by cancer site (GI or
lung), but only if $75% of the individual’s en-
tire study assessment package had been com-
pleted. If an individual had completed <75%
of his or her assessment package, the data
were considered incomplete, and the individ-
ual was excluded from the study sample (three
individuals were excluded due to insufficient
data). Analyses run both with and without im-
putation of mean scores by cancer site resulted
in minimal, nonsignificant changes in the
means and standard deviations for these mea-
sures, and demonstrated no change to the
study conclusions.

Exploratory analyses led to the logarithmic
transformation of three variables (SAHD total
score, duration of illness, and mean family in-
come) to reduce skewness and improve the
normality of the distributions. These log-
transformed variables were used in the correla-
tion matrix and in the regression analyses
described below. All variables entered in the
regression analyses, with the exception of gen-
der, marital status (married or common law
relationship vs. rest of the sample), education
(high school education or higher vs. rest of
the sample), cancer site (GI vs. lung), treat-
ment status (active treatment discontinued vs.
rest of the sample), and, in the subset of pa-
tients who had died, survival (died within three
or six months of study participation [tested
separately] vs. rest of the sample) were contin-
uous variables. A series of sequential backward
elimination regressions was used (first in the
whole sample, and then in the subset of sub-
jects who had died at the time of data analysis)
to build in a stepwise manner, predictive
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multivariate models to extend our understand-
ing of the relationships between the DHD and:
1) demographic (age, gender, marital status, ed-
ucation, and socioeconomic status [based on
mean family income]); 2) physical and illness-
related (cancer site, duration of illness [log
of], treatment status, functional status, num-
ber of physical symptoms, physical symptom
severity, global symptom distress, average
pain intensity, pain interference [affective
and activity-related interference], and, in the
subset of patients who had died, proximity to
death [in months], survival less than three
months from date of participation, and sur-
vival less than six months [tested separately]);
and 3) psychosocial and psychological (spiritual
well being, as measured by spiritual meaning
and peace and spiritual faith, overall social
support, self-esteem, depression, and hopeless-
ness) factors.

Results
Sample Characteristics

A total of 1,014 consecutive patients with
Stage IV (metastatic) GI or Stage IIIA, IIIB,
or IV (recurrent or metastatic) lung cancer
who attended the ambulatory outpatient
clinics at PMH between November 1, 2002
and January 31, 2006 (recruitment in the
lung tumor site began in January 2004) were
considered for participation in this study.
Two hundred eighty-three of these patients
were excluded½Q1� because they were not able to
speak or read English (n¼ 262) or were cogni-
tively impaired (n¼ 21). Of the 731 eligible pa-
tients (483 GI and 248 lung), 434 (59.4%)
consented to participate in the study (283 GI
[58.9%] and 151 lung [60.9%]). Of the 434
consenting patients, 17 subsequently died,
and 80 withdrew from the study prior to re-
turning their questionnaires; eight patients
had not returned their questionnaires at the
time of the following analyses. Three hundred
twenty-nine participants returned their ques-
tionnaires, and 326 (216 GI and 110 lung) pro-
vided sufficient data to be included in the
analyses (participation rate, 44.6%; comple-
tion rate, 75.1%).

Patients who refused study participation
(n¼ 297) did not differ from the 326 partici-
pants in terms of gender or primary cancer

site (GI vs. lung) (these were the only data
available for comparison due to strict guide-
lines at our institution regarding privacy and
confidentiality of patient information). The
majority of patients did not provide a reason
for refusal as they had declined to allow re-
search personnel to approach them about
the study; of those that did provide a reason,
most indicated they were not interested, or
felt too ill or too tired to participate. A limited
amount of demographic and medical informa-
tion was documented at recruitment for the
consenting patients who did not return their
questionnaires (n¼ 8), returned largely in-
complete questionnaires (n¼ 3), or who sub-
sequently withdrew (n¼ 80) or died (n¼ 17)
before returning their questionnaires. Com-
parison of these 108 ‘‘noncompleters’’ with
the 326 participants, using independent sam-
ples t-tests (with a Bonferroni correction ad-
justing type-2 error rate to 0.02) and Pearson
Chi-squared tests, indicated ½Q2�that study partici-
pants were slightly older (61.8 [SD 10.6] vs.
58.8 [SD 11.5] years; t(432)¼ 2.47, P< 0.01),
had somewhat better functional status as rated
on the KPS (81.3 [SD 9.1] vs. 77.2 [SD 12.0];
t(431)¼ 3.71, P< 0.001), and were more likely
to be Canadian born (63% vs. 49%; c2 [1,
427]¼ 6.18, P< 0.01), compared to the non-
completers, respectively. Participants and non-
completers did not differ in terms of gender,
marital status (married/common law vs. not),
education ($high school vs. less), living ar-
rangements (alone vs. other), primary lan-
guage (English vs. other), primary disease
site (GI vs. lung), or duration of illness.

Two hundred seven of the participating pa-
tients (63.5%) were less than 65 years of age
(median 61.9 years), 111 (34%) were within
six months of their cancer diagnosis, and 201
(61.7%) were receiving active chemotherapy
treatment at the time of study participation.
At the time of data analysis, 251 (77%) subjects
had died (172/216 GI patients [79.6%] and
79/110 lung patients [71.8%]). Almost 70%
of the 251 deaths were among GI patients;
however, recruitment of lung patients began
more than one year after recruitment of GI pa-
tients had started. Forty-three of the 251
(17.1%) deaths (or 13.2% of the total sample)
were within three months of study participa-
tion; 89 (35.5%) (or 27.3% of the total sample)
were within six months of study participation.
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There were no significant gender differences
on any of the main study outcome variables,
with the exception of male patients in our sam-
ple being significantly more likely to be mar-
ried than female patients (82.3% vs. 50%,
respectively [Fisher’s Exact Test, P< 0.0005]).
GI patients reported fewer physical symptoms
compared to lung patients (6.3 [SD 4.8] vs.
8.0 [SD 4.8], respectively [t¼�3.11(324),
P< 0.002]) and had slightly higher self-esteem
scores (34.5 [SD 4.4] vs. 32.9 [SD 4.9], respec-
tively [t¼ 2.96(324), P< 0.003]). Additional
sample characteristics and scale means are pre-
sented in Table 2. Intercorrelations among the
main nondemographic study variables are pre-
sented in Table 3.

Physical Functioning, Pain and
Symptomatic Distress

KPS ratings of functional status in the sam-
ple ranged from 50 (requires considerable as-
sistance and frequent medical care) to 90
(able to carry out normal activity with minor
signs or symptoms of disease), with 309 pa-
tients (94.8%) rated 70 (able to care for self,
but unable to carry on normal activity or do ac-
tive work) or above, which is associated with an
estimated prognosis of more than six months
to two years.31 Pain in the past 24 hours was re-
ported by 166 (50.9%) patients, 28 of whom
(28/166 [16.9%], or 8.6% of the total sample)
rated their pain intensity as being moderate to
severe (i.e., mean pain intensity rating $5 on
the BPI). Patients reported an average of 6.9
(SD 4.9) physical symptoms on the MSAS,
with a range of 0e25. The most commonly re-
ported physical symptoms were lack of energy
(72.4%), feeling drowsy (51.5%), and pain
(50.9%). Almost 65% (210 patients) reported
suffering from five or more current physical
symptoms, 19.3% reported their symptoms as
‘‘frequent’’ or ‘‘almost constant,’’ 40.8% re-
ported them to be ‘‘moderate’’ to ‘‘very severe’’
in intensity, and 72.1% indicated they were ‘‘a
little bit’’ to ‘‘very much’’ distressed by their
symptoms.

Psychosocial Factors and Psychological
Distress

Social support in this sample was relatively
high across all domains of support, with 257
patients (78.8%) reporting that their overall
support was adequate or available ‘‘most’’ to

‘‘all of the time’’ (transformed score $ 70).
Self-esteem was also relatively high in this sam-
ple, with positive self-esteem responses (i.e.,
‘‘agree’’ or ‘‘strongly agree’’ on items 1, 3, 4,
6, and 7 and ‘‘disagree’’ or ‘‘strongly disagree’’
on items 2, 5, 8, 9, and 10) endorsed on aver-
age by 81.9% of patients. Seventy-six patients
(23.3%) scored $15 on the BDI-II, a cutoff
with high sensitivity and specificity for the di-
agnosis of major depression in cancer popula-
tions.43 Using a suggested cutoff of $8 on the
BHS,47 75 patients (23%) reported moderate
to severe levels of hopelessness.

DHD
One hundred twenty-one patients (37.1%)

reported no DHD (score of 0 on the SAHD),
173 (53.1%) had a low DHD score (scores of
1e4), 27 (8.3%) had mildly elevated scores
(scores of 5e9), and 5 (1.5%) had high scores
($10), based on cutoffs reported in prior
SAHD validation studies.1,2 Table 4 presents
the characteristics of the five subjects with
the highest DHD scores in the sample
(SAHD $ 10). All of the individuals who re-
ported a high DHD also reported high levels
of hopelessness and depression. The DHD, as
measured by the SAHD, was significantly corre-
lated with higher levels of depression, hope-
lessness, physical symptom severity, global
symptom distress, pain intensity, and pain in-
terference (both affective and activity-related),
and with lower levels of physical functioning,
spiritual well being (both spiritual meaning
and peace and spiritual faith), social support,
and self-esteem (see Table 3). Age, gender,
cancer site, duration of illness, treatment sta-
tus (active treatment discontinued vs. rest of
the sample), proximity to death (in months),
and survival (i.e., died within three or six
months of study participation vs. rest of the
sample) were not significantly correlated with
the DHD. The frequency of positive endorse-
ment of items on the SAHD was examined to
illustrate attitudes related to suffering, the
DHD and the will to live. Over 35% of the sam-
ple reported that they expected to suffer
a great deal from physical problems in the fu-
ture because of their illness, but only 3.1% in-
dicated that they hoped their disease would
progress rapidly because they would prefer to
die rather than continue living with their ill-
ness. The will to live was strong in this sample,
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with 65.6% indicating they wanted to continue
living no matter how much pain or suffering
their disease causes, and 96.9% reporting
that despite their illness, their life still had
meaning and purpose.

Multivariate Analyses
A series of sequential backward elimination

regressions was used to build in a stepwise
manner, a reduced multivariate model predict-
ing the DHD (SAHD total score, log of).

Table 2
Sample Characteristics (n¼ 326)

Variable Domain Variable Description

Demographic Gender: (f/n [%])
Male 186/326 (57.1%)
Female 140/326 (42.9%)

Age (years) (mean [SD]; range) 61.8 (10.7) (24.0e88.3)
Marital status: (f/n [%])

Married or common law 223/326 (68.4%)
Separated or divorced 45/326 (13.8%)
Widowed 20/326 (6.1%)
Single 38/326 (11.7%)

Education (highest level completed): (f/n [%])a

Grade school 20/324 (6.2%)
High school 96/324 (29.6%)
Trade school 3/324 (0.9%)
College or university 159/324 (49.1%)
Graduate or professional training 46/324 (14.2%)

Living alone (f/n [%]) 64/326 (19.6%)
Canadian born (f/n [%])b 203/322 (63.0%)
Primary language is English (f/n [%])c 272/323 (84.2%)
Mean family income (based on postal code) $95,750 ($65,268)

Illness-related Cancer site: (f/n [%])
Colon or appendix 109/326 (33.4%)
Rectal or anal canal 31/326 (9.5%)
Pancreas 28/326 (8.6%)
Liver, gallbladder, or biliary ducts 33/326 (10.1%)
Stomach (gastric) or esophageal 15/326 (4.6%)
Lung 110/326 (33.7%)

Illness duration (years) (mean [SD]; range) 1.7 (2.1) (0.08e14.7)
Proximity to death (months) (mean [SD]; range) 10.3 (7.9) (0.2e50.0)
Treatment status: (f/n [%])d

Receiving active chemotherapy treatment 201/325 (61.8%)
No treatment/under surveillance 98/325 (30.2%)
Active treatment discontinued 26/325 (8.0%)

Physical symptomse Number of physical symptoms (mean [SD] [range]) 6.9 (4.9) (0e25)
Physical symptom frequency (mean [SD]) 2.2 (0.8)
Physical symptom severity (mean [SD]) 1.7 (0.7)
Physical symptom distress (mean [SD]) 2.3 (0.9)
Global Distress Index (GDI) (mean [SD] [range]) 2.1 (1.0) (0e4.7)
Pain intensity (average) (mean [SD] [range]) 1.4 (1.9) (0e7.5)
Pain interference (affective) (mean [SD] [range]) 1.6 (2.5) (0e10)
Pain interference (activity) (mean [SD] [range]) 1.8 (2.6) (0e10)
Karnofsky Performance Status (mean [SD] [range]) 81.4 (9.2) (50e90)

Psychosocial and psychologicalf Overall social support (mean [SD] [range]) 82.2 (18.4) (6.6e100)
Self-esteem (mean [SD] [range]) 34.0 (4.6) (19e40)
Spiritual meaning and peace (mean [SD] [range]) 3.2 (0.7) (1e4)
Spiritual faith (mean [SD] [range]) 2.4 (1.2) (0e4)
Depression (mean [SD] [range]) 10.8 (7.3) (0e51)
Hopelessness (mean [SD] [range]) 5.3 (4.6) (0e20)
Desire for hastened death (mean [SD] [range]) 1.7 (2.2) (0e12.9)

aEducation: missing data for two study participants.
bCountry of birth: missing data for four study participants.
cPrimary language: missing data for three study participants.
dTreatment status: missing data for one study participant.
eNumber of physical symptoms, physical symptom frequency, severity and distress, and global symptom distress (MSAS); pain intensity (average of
pain intensity ratings over the past 24 hours) and pain interference (activity and affective) (BPI); Performance Status (KPS).
fOverall Social Support (MOS-SSS); self-esteem (RSES); spiritual meaning and peace and spiritual faith (FACIT-Sp-12); depression (BDI-II); hope-
lessness (BHS); desire for hastened death (SAHD).
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Table 3
Intercorrelations Among½Q5� the Main NonDemographic Study Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13

1. Desire
for hastened death

d

2. Hopelessness 0.56a d
3. Depression 0.45a 0.54a d
4. Social support �0.24a �0.25a �0.32a d
5. Spiritual

meaning and peace
�0.35a �0.53a �0.57a 0.41a d

6. Spiritual faith �0.17a �0.37a �0.19a 0.21a 0.41a d
7. Self-esteem �0.26a �0.40a �0.48a 0.34a 0.59a 0.19a d
8. Performance status �0.22a �0.16a �0.30a 0.01 0.19a 0.01 0.18a d
9. No. of physical symptoms 0.08 0.06 0.42a �0.12b �0.19a 0.11 �0.22a �0.36a d
10. Physical

symptom severity
0.18a 0.16a 0.42a �0.07 �0.23a 0.01 �0.13b �0.28a 0.42a d

11. Global
symptom distress

0.20a 0.21a 0.48a �0.13b �0.28a �0.04 �0.17a �0.28a 0.42a 0.70b d

12. Pain intensity 0.15a 0.09 0.32a �0.11b �0.14b 0.14b �0.15a �0.27a 0.38a 0.35a 0.35a d
13. Pain

interference (activity)
0.18a 0.08 0.40a �0.11b �0.21a 0.14a �0.20a �0.37a 0.38a 0.31a 0.31a 0.80a d

14. Pain
interference (affective)

0.19a 0.11b 0.44a �0.10 �0.22a 0.10 �0.22a �0.36a 0.38a 0.32a 0.35a 0.76a 0.92a

N¼ 326; Pearson Correlations.
Desire for hastened death (SAHD; log of); Hopelessness (BHS); Depression (BDI-II); Social support (overall) (MOS-SSS); Spiritual meaning and peace and spiritual faith (FACIT-Sp-12); Self-esteem (RSES);
Performance status (KPS); Number of physical symptoms, physical symptom severity and global symptom distress (MSAS); pain intensity (average of pain intensity ratings over the past 24 hours), and pain
interference (activity and affective) (BPI).
aSignificance (two-tailed): P< 0.01.
bP< 0.05.
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Demographic variables were entered in the
first block (step 1), followed by physical and ill-
ness-related factors (step 2), and then psycho-
social and psychological variables entered
together in the next stepwise block (step 3).
At each step, nonsignificant predictors were
dropped and the models rerun in order to
conserve degrees of freedom and maintain sta-
tistical power. In the first step in this series of
analyses, results indicated that none of the de-
mographic factors on their own were signifi-
cant predictors of the DHD and were
therefore dropped from the model at the
next step. In the second step, physical and ill-
ness-related variables were entered into the
model, and results demonstrated that 6.5%
of the variance (adjusted R2) in predicting
the DHD was accounted for by higher global
symptom distress (P< 0.006, ß¼ 0.154) and
lower physical functioning (as measured by
the KPS) (P< 0.002, ß¼�0.178). In the third
step, psychosocial and psychological predictors
were entered in one block into a model that re-
tained the significant predictor variables iden-
tified in the earlier steps (i.e., global symptom
distress and physical functioning). Results
demonstrated that once the strong psycholog-
ical predictors of hopelessness and depression
are included the model, all of the other physi-
cal/illness-related and psychosocial factors,
with the exception of physical functioning,
no longer contribute significantly to the pre-
diction of the DHD. Regression results for

this final reduced model fit through a series
of sequential backward elimination regressions
are reported in Table 5 and demonstrate that
34.4% of the variance (adjusted R2) in predict-
ing the DHD (SAHD score, log of) was ac-
counted for by higher levels of hopelessness
(P< 0.0005, ß¼ 0.442), elevated symptoms of
depression (P< 0.001, ß¼ 0.185), and lower
physical functioning (P< 0.05, ß¼�0.094).
Regression coefficients in the final model indi-
cate that hopelessness has the greatest relative
influence on the DHD. Comparative analyses
run using untransformed variables in the
model resulted in similar findings (results
not shown).

A second series of sequential backward elim-
ination regressions was used in the subset of
251 patients who had died at the time of these
analyses, to build in the same stepwise manner
as described earlier, a second reduced multi-
variate model predicting the DHD (SAHD
score, log of). Regression results for this final
reduced model that included proximity to
death (in months) and survival of less than
three months or less than six months (tested
separately) demonstrated similar findings to
those reported above. Among those who had
died, 35% of the variance (adjusted R2) in pre-
dicting the DHD was accounted for by higher
levels of hopelessness (P< 0.0005; ß¼ 0.428)
and elevated symptoms of depression
(P< 0.001; ß¼ 0.215). As described above for
the whole sample, once hopelessness and

Table 4
Characteristics of the Five Participants with High SAHD Scores

Subject Gender
Age

(years)
Marital
Status

Cancer
Site Treatment Status

KPS
Score

SAHD
Scorea

BDI-II
Scoreb

BHS
Scorec

BPI
Average

Paind

Time to
Death

(months)e

A Female 74.2 Widowed Lung Under
surveillancef

70 12.9 17.9 19.0 No Pain 1.3

B Male 62.0 Married Lung Receiving
chemotherapy

80 12.6 27.0 15.0 No Pain n/a

C Male 57.4 Married GI Receiving
chemotherapy

80 11.0 15.0 14.0 Mild (1.8) 3.1

D Female 55.4 Single GI Receiving
chemotherapy

80 11.0 35.0 17.0 Moderate
(5.8)

3.3

E Female 58.5 Separated GI Receiving
chemotherapy

80 10.5 18.9 14.0 No Pain n/a

KPS¼ Karnofsky Performance Status; SAHD¼ Schedule of Attitudes Toward Hastened Death; BDI-II¼ Beck Depression Inventory-II; BHS¼ Beck
Hopelessness Scale; BPI¼ Brief Pain Inventory.
aSAHD cutoff $ 10: represents a high desire for hastened death.
bBDI-II cutoff $ 15: represents clinically significant depressive symptoms.
cBHS cutoff $ 8: represents elevated hopelessness.
dBPI average pain $ 5: represents elevated pain (average of: least, average, and worst pain in the past 24 hours and pain right now, on a scale from
0 [no pain] to 10 [severe pain]).
eTime to death n/a: patient was alive at the time of data analysis (range 17e27 months after study participation).
fUnder surveillance: patient was asymptomatic and not receiving chemotherapy, but was under surveillance.
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depression are included in the model, they are
the strongest predictors of the DHD. Physical
functioning approached, but did not reach,
significance in this model (P< 0.06). Of par-
ticular note, proximity to death, survival of
less than three months and less than six
months from date of study participation
(tested separately), treatment status, and age
were not significant predictors in this model.

Discussion
Findings from this study suggest that the

DHD is uncommon in patients with Stage IV
GI or Stage III or IV lung cancer prior to the
terminal phase, despite considerable physical
and psychological distress in a substantial mi-
nority of these patients. Although more than
20% of this sample reported significant symp-
toms of depression and hopelessness and
more than 50% reported pain and other phys-
ical distress, fewer than 2% reported high
scores on the self-report measure of the
DHD. All five of the participants with a high
DHD score reported elevated levels of hope-
lessness and elevated symptoms of depression
(see Table 4). No participant reported a high
DHD in the absence of other significant psy-
chological distress. However, the DHD was
not necessarily associated with discontinuation
of active treatment or with pain, because four

of the five patients with high scores were re-
ceiving chemotherapy treatment at that time,
and three of the five patients did not report
current pain.

The low frequency of a strong DHD in this
sample of ambulatory cancer patients with
metastatic disease contrasts strikingly with
rates as high as 17%, which was reported in
a study of palliative care inpatients with
a mean time to death of 28 days.1 In the pres-
ent study, the univariate analyses showed that
the DHD was associated with less spiritual
well being (particularly spiritual meaning and
peace), social support, and self-esteem, and
with greater physical and psychological distress
and functional impairment. These correlates
of the DHD are similar to those found in stud-
ies of patients at the end of life.1,2

In the present study, the multivariate analy-
ses conducted in the whole sample, and in
the subsample of those who had died, tested
the contributions of demographic, physical,
and illness-related, and psychosocial and psy-
chological factors to the prediction of the
DHD. In both cases, results demonstrated
main effects for hopelessness and depression;
together these variables accounted for over
34% of the variance in predicting DHD scores
in this sample. The association of the DHD
with hopelessness and depression has been
a relatively consistent finding in the research
conducted thus far.1,12,22,25 In the present

Table 5
Sequential Regression Predicting the Desire½Q6� for Hastened Deatha,b

ß SE ß F Signif of F

Demographic variablesc

� None significant d d d d d
Physical and illness-related

variablesd

� Functional status �0.001 0.000 �0.094 4.02 P< 0.046
Psychosocial and psychological

variablese

� Depression 0.002 0.001 0.185 11.30 P< 0.001
� Hopelessness 0.007 0.001 0.442 69.04 P< 0.0005

Model R2¼ 0.350
Model R2 (adjusted)¼ 0.344

aDependent variable: desire for hastened death (SAHD total score, log of); N¼ 326.
bFinal reduced model fit through a series of sequential backward elimination regressions (with alpha set at 0.10), with nonsignificant variables
dropped from the model at each step and the models rerun.
cDemographic variables: age, gender, marital status (married/common law vs. not), education (beyond high school vs. not), and mean family
income (log of).
dPhysical and illness-related variables: cancer site (GI vs. lung), duration of illness (log of); survival (<6 months vs. rest of the sample); treatment
status (active treatment discontinued vs. rest of the sample), physical functioning (KPS); total number of physical symptoms, physical symptom
severity, and global symptom distress index score (MSAS); pain intensity (average of BPI intensity ratings), affective pain interference, and activity-
related pain interference (BPI).
ePsychosocial and psychological variables: spiritual meaning and peace and spiritual faith (FACIT-Sp); overall social support (MOS-SSS); self-
esteem (RSES); depression (BDI-II); and hopelessness (BHS).
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study, hopelessness had by far the greatest rel-
ative influence on the DHD, accounting for
over 30% of the variance.

The low frequency of the DHD in the pres-
ent study is compatible with the view that there
is a ‘‘natural instinct’’ among human beings to
continue existence,57 at least until proximity to
death supervenes. The relative absence of
a strong DHD in the present study is similar
to the findings in patients with advanced
AIDS admitted to a long-term care facility,58

and in a mixed sample of cancer patients
across all stages of illness admitted to a compre-
hensive cancer center.12 A somewhat higher
frequency of 5% was found in a palliative
care unit in which patients were admitted
for pain and symptom relief, although the
expected survival of that sample was not
reported.25 Higher rates in palliative care set-
tings have been explained by their association
with psychosocial and physical distress, but it is
possible that other factors associated with
more-advanced disease and/or with palliative
care units also play a role.

The increased DHD in palliative care set-
tings may also be partly related to the degree
of death preparation that has occurred by
the time patients have been admitted. The lat-
ter may be reflected in the acceptance by pa-
tients of the usual admission criteria to
palliative care units, which may include termi-
nation of life-prolonging therapies and accep-
tance of do-not-resuscitate orders.59 Such
institutionalized requirements may encourage
the acknowledgment that life is coming to an
end and could increase the perceived accept-
ability of the DHD.

Multiple other explanations may be pro-
posed for the relatively low prevalence of the
DHD in this sample, compared to that found
in studies of patients in palliative care units.
The relative preservation of functional capac-
ity, and the greater perceived distance to the
time of death may both help to preserve the
will to live in ambulatory patients with meta-
static disease. Almost 95% of patients in this
sample scored 70 or above on the KPS at re-
cruitment, a level that has been associated
with a prognosis of more than six months.31e32

In addition, 61.8% were still receiving chemo-
therapy suggesting that there may have re-
mained some hope among these patients for
some kind of improvement, ranging from

palliation to possible cure, which may not
have been the case for those no longer receiv-
ing any sort of treatment. Although closeness
to death and survival time were not significant
predictors of the DHD in this sample, this is
likely because the entire sample was not close
to death, with only 13.2% dying within three
months of study enrollment. As disease and
disability progress toward the end of life, can-
cer patients may be at greater risk to experi-
ence existential, psychological, social, and
physical distress or the loss of dignity,60e61 all
of which may contribute to the DHD. It is note-
worthy, however, that the preservation of the
will to live in our sample did not appear to
be based upon a lack of awareness of their con-
dition. In fact, almost 40% of the sample indi-
cated that they expected to suffer a great deal
from physical problems in the future because
of their illness.

Methodological Strengths and Limitations
This study is the first with a relatively large

sample size to evaluate the DHD and its corre-
lates in an unselected consecutive sample of
ambulatory patients with metastatic cancer
prior to the terminal phase of their disease. Al-
most 95% of the sample had an estimated
prognosis of more than six months, based on
KPS ratings at recruitment, making this the
largest sample of nonterminally ill patients to
be evaluated with regard to this phenomenon.
Further, this study included an evaluation of
proximity to death and active treatment status
in relation to the DHD, as well as factors such
as self-esteem that may protect from hopeless-
ness and the DHD in this context. However,
several limitations must be considered in the
interpretation of the data. The sample was
drawn from outpatient oncology clinics in
a comprehensive cancer center. These patients
may differ in important ways, including in
their will to live, from patients with metastatic
disease in the community, which may include
those who are too disabled or demoralized to
attend an outpatient oncology clinic. In addi-
tion, although the consent rate of nearly 60%
and the completion rate of 75% were relatively
high for a study of this kind in patients with
metastatic disease, participants may have dif-
fered in some undetected way from those
who declined or were unable to participate.
Approximately one quarter of potentially
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eligible patients were non-English speaking/
reading, and therefore, unable to be consid-
ered for participation. Finally, the restricted
range of SAHD scores limits the conclusions
that can be drawn about high scorers on this
measure. Research is needed to examine the
will to live among especially vulnerable groups
of cancer patients, including those unable to
attend outpatient clinics and those with lin-
guistic barriers, which may limit the ability
to communicate verbally with healthcare pro-
viders. Longitudinal research of the risk
factors and of the trajectory of this phenome-
non would be a valuable addition to the litera-
ture and could identify opportunities for
intervention.

Conclusion
High scores on a measure of the DHD were

found to be extremely uncommon in ambula-
tory patients with metastatic cancer, although
symptoms of depression and hopelessness
were reported by more than 20% of these pa-
tients, and pain by over 50%. The DHD was as-
sociated with psychological and physical
distress when it occurred in these ambulatory
patients, but high scores were reported by
less than 2% of the sample. The infrequent oc-
currence of the DHD in this sample, in spite of
the frequency of symptomatic distress, suggests
that this phenomenon may be a response not
only to immediate suffering or distress but
also to the proximity of the end of life. Proxim-
ity to death did not prove to be a significant
correlate or predictor of the DHD in the sub-
set of our sample who had died by the time
of data analyses, although all of the partici-
pants were drawn from a sample of patients
who were not regarded as near death. Further
research is needed to clarify the relationship of
the DHD to such constructs as death accep-
tance and death preparation and to evaluate
how factors such as age, life stage, treatment
setting, and therapeutic interventions may be
related to this phenomenon. Further, identify-
ing the DHD when it first occurs may lead to
opportunities for therapeutic intervention.
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