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Physicians who care for terminally ill patients
confront a range of complex medical and psychoso-
cial challenges, and treating patients who are expe-
riencing psychosocial distress is often a particularly
troublesome clinical task. Although it is difficult to
imagine any patient facing the end of life without
emotional distress, physicians may not immediately
be able to differentiate between “normal,” appropri-
ate, inevitable distress and more severe disturbances.
In this paper, I use three cases to illustrate assess-
ment and management of normal distress and
grieving, clinical depression, and the wish to hasten
death in the presence of psychological distress.

WHY SHOULD PHYSICIANS TREAT
PSYCHOLOGICAL DISTRESS IN
TERMINALLY ILL PATIENTS?

Psychological distress impairs the patient’s capac-
ity for pleasure, meaning, and connection; erodes
quality of life; amplifies pain and other symptoms
(1–3); reduces the patient’s ability to do the emo-
tional work of separating and saying good-bye; and
causes anguish and worry in family members and
friends. Finally, psychological distress, particularly
depression, is a major risk factor for suicide and for
requests to hasten death (4).
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WHAT ARE THE BARRIERS TO THE
RECOGNITION AND TREATMENT OF
PSYCHOLOGICAL DISTRESS IN
TERMINALLY ILL PATIENTS?

Although psychological distress is well documented
in dying patients (5), it tends to be underrecognized
and undertreated (6). Numerous factors act as barri-
ers to recognition and treatment of psychological
symptoms. First, both patients and clinicians fre-
quently believe that psychological distress is a normal
feature of the dying process and fail to differentiate
natural, existential distress from clinical depression.
Second, physicians may lack the clinical knowledge
and skills to identify such problems as depression,
anxiety, and delirium; this may be especially true for
the challenging clinical context of terminal illness, in
which many of the usual diagnostic clues are con-
founded by coexisting medical illness and appropriate
sadness (7). Third, many patients and physicians are
reluctant to consider psychiatric causes of distress
because of the stigma associated with such diagnoses.
Fourth, patients and clinicians often avoid explo-
ration of psychological issues because of time con-
straints and concerns that such exploration will cause
further distress (8, 9). Fifth, physicians are sometimes
reluctant to prescribe psychotropic agents, which can
cause additional adverse effects, and therefore may
hesitate to diagnose a condition that they do not feel
they can treat successfully. Finally, when caring for
dying patients, physicians may feel a sense of hope-
lessness that can lead to therapeutic nihilism (10).
These factors are reflected in the fact that antidepres-
sants account for only 1% to 5% of all psychotropic
agents prescribed for patients with cancer (11, 12).

HOW PREVALENT IS PSYCHOLOGICAL
DISTRESS IN TERMINALLY ILL PATIENTS?

Psychological distress is a major cause of suffering
among terminally ill patients and is highly corre-
lated with poor quality of life (13). More than 60%
of patients with cancer report experiencing distress.
Differentiating the distress associated with normal
grieving from that associated with psychiatric disor-
ders requires an appreciation of the clinical charac-
teristics and prevalence of these entities. 

Derogatis and colleagues (14) found that 47% of
patients with varying stages of cancer fulfilled diag-
nostic criteria for psychiatric disorders. Of this
47%, 68% had adjustment disorders with depressed
or anxious mood, 13% had major depression, and
8% had organic mental disorders (for example,
delirium). Research has shown that patients with
other terminal illnesses also have a greater incidence
of psychiatric disorders than healthy persons (15).
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CASE ONE: SADNESS, GRIEF, OR
DEPRESSION?

Mr. Roberts, a 53-year-old man with end-stage
pulmonary disease, is cared for at home by his wife
and the local hospice program. He receives long-term
oxygen therapy, is bedridden, and has been hospital-
ized twice in the past year for respiratory failure that
required ventilatory support. Mr. Roberts is concerned
about becoming a burden to his wife and children.
The family’s income is barely enough to meet their
needs. Recently, the hospice nurse has expressed con-
cern about Mr. Roberts’s mental state because he has
been asking repeatedly why he has to wait around to
die. When directly questioned, he states that he has no
intention of ending his life but that he is distressed by
his helplessness and dependence. He says he feels like “a
time bomb ticking.” He spends his time watching tel-
evision and trying to complete two woodworking proj-
ects, one for each of his two sons.

The physician who hears this report must assess
the severity of and the possible interventions for
Mr. Roberts’s distress. Is he depressed, or is he
experiencing normal grieving that is part of the
dying process? What is the appropriate threshold
for diagnosing depression? In addition, the physi-
cian must confront the challenge of bearing with
the patient’s distress and remaining present as a
witness and an ally while the patient traverses this
difficult passage. The clinical features of grief and
depression are contrasted in Table 1.

Our knowledge of psychological disorders in
terminally ill patients is derived predominantly
from patients with AIDS and cancer and from
geriatric patients. Relatively little published litera-
ture is available about psychological issues affect-
ing patients with end-stage pulmonary, cardiac,
renal, and neurologic disease. Therefore, the rec-
ommendations in this paper represent extrapola-
tions from existing literature and expert opinion
but lack specific evidence of efficacy in some
patient populations.

HOW IS DEPRESSION DIAGNOSED IN
TERMINALLY ILL PATIENTS?

The physician makes a house call to further assess
Mr. Roberts’s condition. Throughout the visit, Mr.
Roberts makes cheerful jokes about his condition—
“Hey, Doc, not dead yet!”—and repeatedly refers to his
death in a joking manner. Through questioning, the
physician learns that Mr. Roberts is not sleeping well
because he is short of breath and anxious about not
waking up, that his appetite is poor, and that he has
little energy. He reports that he does not want to see
anyone except his family and that he lacks the concen-
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tration and focus to read. When asked whether he is
depressed, Mr. Roberts replies, “Depressed? That word
holds no meaning for me. Angry, yes. Fed up, yes.
Worried about my family, yes. But depression? Never.”
He remarks on how much he enjoys his woodworking
projects and how he worries that he will not have time
to complete them. He speaks about his pleasure in vis-
iting with his sons. Then he says, “This dying thing
can’t be over quick enough or last long enough for me.”
Mr. Roberts reports that he is realistic about his prog-
nosis, hopes for a few more good months, is trying to
do as much as possible for himself, and is not suicidal.
He says that joking has always been his way of coping
with difficult situations.

Mr. Roberts’s case presents many of the common
challenges in diagnosing depression (32). He has
several of the neurovegetative symptoms of depres-
sion (difficulty sleeping, poor appetite, loss of

energy, and diminished concentration). However,
these symptoms may be caused or exacerbated by
underlying disease. Mr. Roberts is also grieving as
he anticipates his death. His withdrawal from per-
sons other than his family is probably part of the
normal grieving process, particularly because he
continues to enjoy his visits with his children. Like
other terminally ill patients, he expresses ambiva-
lence about the prospect of death, simultaneously
accepting and denying it (33).

The clinical interview is the gold standard for the
diagnosis of depression (34, 35). Chochinov and
coworkers (36) found that the single question “Are
you depressed?” provides a sensitive and specific
assessment of depression in terminally ill patients.
A patient who responds affirmatively to such an
inquiry is likely to receive a diagnosis of depression
after a comprehensive diagnostic interview. The
busy physician can use this question as a screening
tool; for example, Mr. Roberts’s negative response
is important evidence against a diagnosis of depres-
sion. Table 2 summarizes the indicators of depres-
sion that are most useful in the diagnosis of
patients with terminal illness. The criteria in Table
2 differ from the traditional criteria outlined in
Diagnostic and Statistical Manual of Mental
Disorders, 4th edition (DSM-IV) (41), because the
usual diagnostic features of depression do not
specifically apply to patients with terminal illness.

When assessing these psychological symptoms,
physicians must put the patient’s responses in con-
text. For example, the patient’s illness may be
grounds for realistic hopelessness. The patient may
be helpless because of his or her physical condition.
His or her role in life may have changed drastically
because of illness and may result in a loss of self-
esteem. A patient whose illness is related to behavior
(for example, smoking) may feel a sense of guilt for
causing the illness. However, when these symptoms
are out of proportion to the patient’s actual situa-
tion, they are useful indicators of major depression.

The physician can also use his or her own emo-
tional responses to patients as a diagnostic clue.
Patients with depression often engender feelings of
boredom, hopelessness, aversion, and lack of inter-
est in their caregivers, mirroring the dysphoria,
hopelessness, and self-criticism that are hallmarks
of the patient’s experience of depression (42). Mr.
Roberts’s physician notes that he enjoys his
patient’s mordant sense of humor and is amused by
his delight in shocking the hospice nurse with his
jokes (further evidence that Mr. Roberts is not
depressed).

Mr. Roberts’s distress is focused on real issues
related to his illness—the burden of care on his
family, uncertainty, and distress about loss of con-
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Table 1. Grief Compared with Depression
in Terminally Ill Patientsa

Characteristics of Grief Characteristics of Depression

a Numbers in parentheses are reference numbers

Patients experience feelings, emo-
tions, and behaviors that result
from a particular loss (16)

Patients experience feelings,
emotions, and behaviors that ful-
fill criteria for a major psychiatric
disorder; distress is usually gen-
eralized to all facets of life

Almost all terminally ill patients
experience grief, but only a minor-
ity develop full-blown affective 
disorders requiring treatment

Major depression occurs in
1%–53% of terminally ill patients
(17–22)

Patients usually cope with distress
on their own

Medical or psychiatric intervention
is usually necessary

Patients experience somatic dis-
tress, loss of usual patterns of
behavior, agitation, sleep and
appetite disturbances, decreased
concentration, social withdrawal

Patients experience similar symp-
toms, plus hopelessness, help-
lessness, worthlessness, guilt, and
suicidal ideation (23–27) 

Grief is associated with disease
progression

Depression has an increased
prevalence (up to 77%) in patients
with advanced disease (28); pain
is a major risk factor (29–31)

Patients retain the capacity for
pleasure

Patients enjoy nothing

Grief comes in waves Depression is constant and
unremitting

Patients express passive wishes
for death to come quickly

Patients express intense and per-
sistent suicidal ideation

Patients are able to look forward
to the future

Patients have no sense of a posi-
tive future
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trol. He retains the capacity to laugh, to be
involved in his hobbies, and to enjoy his family.
Therefore, the physician concludes that Mr.
Roberts is not depressed and that his distress seems
to fall within the rubric of what the DSM-IV calls
“adjustment disorders” (41). The physician sug-
gests that the hospice nurse continue to monitor
Mr. Roberts’s mood and recommends a trial of an
antidepressant only if he demonstrates new depres-
sive symptoms.

Because no “bright line” separates depression
from grief or adjustment reactions, the physician
must assess whether the patient’s symptoms have
reached the threshold for treatment. Psychological
distress requires treatment even when it does not
constitute a psychiatric diagnosis. Many treat-
ments—listening, exploring concerns, reinforcing
the patient’s coping strengths, and facilitating dia-
logue with family members—are part of the clini-
cian’s responsibility. These interventions, which
involve the physician as a healing agent (43), can
markedly improve the patient’s adaptation. In gen-
eral, because treatments for depression have
become easier to use and tend to have fewer side
effects than older medications, a strong case can
also be made for a therapeutic trial of antidepres-
sant medication when a diagnosis is in question.
Treatment with psychostimulants (see the follow-
ing discussion) can provide a relatively quick test of
whether antidepressants are likely to be effective.

Although Mr. Roberts frequently expresses worry
about the effect of his illness on his family, he contin-
ues to use black humor to cope with his illness and
approaching death. He dies peacefully at home 3
months later.

CASE TWO: THE ASSESSMENT AND
MANAGEMENT OF DEPRESSION

Ms. Ferrone is a 78-year-old woman with metasta-
tic breast cancer and bone and liver metastases who is
receiving palliative chemotherapy. She is Roman
Catholic and lives with her husband and 40-year-old
retarded daughter. In the past 6 months, she has frac-
tured two vertebrae and has been hospitalized for pul-
monary embolism. She and her family have always
wanted aggressive treatment, primarily so that she
could continue to care for her daughter. Recently, how-
ever, she said that she is too sick to be of help to any-
one and that she does not want further treatment. Her
pain is poorly controlled with pamidronate, naproxen,
and morphine; on a 10-point scale, her current pain
level is at best a 3 and at worst a 7. She notes that
pain often interferes with her sleep and that she can-
not sleep past 4:00 a.m. Her appetite is poor, and she
has lost interest in her hobbies.

Because of the change in her status, the physician
carries out a depression assessment. When asked about
her future, Ms. Ferrone responds: “My future is over.
There is nothing good ahead for me. I worry about
how much suffering is ahead, about my daughter,
and about how my husband will manage. If it weren’t
for my religion, I would call that doctor who kills
people. I used to feel proud of being a good mother
and wife. But I’ve lost that. All I can see is how much
suffering I am putting people through. I can’t forgive
myself for that.” When asked whether she thinks she is
depressed, Ms. Ferrone says that she is nervous and
sad and that she feels that anyone would be depressed
in her circumstances.

Several factors indicate that Ms. Ferrone is
depressed. Physicians caring for terminally ill
patients should consider the diagnosis of depres-
sion when a patient unexpectedly elects to discon-
tinue treatment, is experiencing unrelieved pain, or
demonstrates any of the neurovegetative or psycho-
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Table 2. Indicators of Depression in
Terminally III Patientsa

Psychological symptoms

Dysphoria

Depressed mood

Sadness

Tearfulness

Lack of pleasure

Hopelessness

Helplessness

Worthlessness

Social withdrawal

Guilt

Suicidal ideation

Other indicators

Intractable pain or other symptoms

Excessive somatic preoccupation

Disproportionate disability

Poor cooperation or refusal of treatment (37)

Hopelessness, aversion, lack of interest on the part of the clinician (38, 39)

Treatment with corticosteroids, interferon, or similar agents

History-related indicators

Personal or family history of substance abuse, depression, or bipolar illness

Pancreatic cancer (40)

a Numbers in parentheses are reference numbers
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logical symptoms of depression. In particular, the
diagnosis of depression should be considered in
geriatric patients who complain about memory
problems or who demonstrate increased levels of
somatic concern. A clinician can fully evaluate
depressive symptoms in this clinical context by ask-
ing such questions as “How do you see your
future?”, “What do you imagine is ahead for you
with this illness?”, “What aspects of your life do
you feel most proud of? Most troubled by?”, and
“Are you depressed?”

Ms. Ferrone’s responses to her physician’s ques-
tions suggest that she is feeling hopeless and
depressed. She is unable to imagine anything posi-
tive in her future, feels unable to contribute, and
believes that her presence is only a burden to oth-
ers. Although her religious beliefs make suicide
unlikely, she clearly has some wish to end her life.
Although many patients and clinicians believe that
depression is a normal feature of terminal illness,
most terminally ill patients do not become
depressed (44). Suicide ideation and feelings of
hopelessness, helplessness, worthlessness, and
guilt—all of which are present in Ms. Ferrone—are
among the best indicators of depression in termi-
nally ill patients. Anxiety usually coexists with
depression, and some patients experience an anx-
ious depression (45, 46). In addition, organic men-
tal disorders (for example, delirium) caused by
metastatic disease or paraneoplastic syndromes
may mimic depression (47). A medical evaluation
should be completed to assess possible organic con-
tributors to depressed mood. Components of the
appropriate medical evaluation will vary depending
on the patient’s clinical situation.

HOW SHOULD DEPRESSION BE TREATED
IN A TERMINALLY ILL PATIENT?

The first step in assessing and treating depres-
sion is controlling pain. Uncontrolled pain is a
major risk factor for depression and suicide among
patients with cancer (48, 49). Sixty percent to
90% of patients with cancer experience pain dur-
ing the last year of life (50–52), and more than
90% of patients with cancer pain respond to sim-
ple analgesic measures (53, 54). The Study To
Understand Prognoses and Preferences for
Outcomes and Risks of Treatments demonstrated
that even hospitalized patients who had diseases
that are not usually considered painful (for exam-
ple, cardiac disease) were reported to experience
moderate to severe pain (55).

The doses of Ms. Ferrone’s analgesic agents were
increased, and her pain control improved. Although
her mood brightened slightly, she continued to express

hopelessness about the future and her other mood
symptoms did not improve.

Major depression is a treatable condition, even in
persons who are terminally ill. Because treatments
are usually relatively benign, experts recommend
that clinicians have a low threshold for initiating
treatment. Trials of individual interventions
demonstrate the effectiveness of psychotherapeutic
interventions in relieving distress (56, 57), improv-
ing quality of life (58–60), and even prolonging life
(61). The effectiveness of psychopharmacologic
interventions in relieving depressive symptoms and
alleviating psychological distress has been demon-
strated in as many as 80% of patients (62).
Although no controlled clinical trials have evalu-
ated the efficacy of combined interventions, most
experts recommend an approach that combines
supportive psychotherapy, patient and family edu-
cation, and antidepressants (63). However, few of
the reported trials, including those involving psy-
chopharmacologic agents, meet the most rigorous
standards for evidence-based practice. In addition,
most research has been done in patients with can-
cer and few of these interventions have been sys-
tematically evaluated in terminally ill patients.

PSYCHOTHERAPY AND COUNSELING

When developing a treatment strategy, the clini-
cian must actively question the patient to elicit
concerns about death and the dying process, fears
about the effect of illness on family members, and
past experiences with loss. By addressing these con-
cerns, the physician can help the patient connect
with past strengths and assets and spiritual and reli-
gious resources, thereby enhancing self-esteem and
coping ability. Sometimes, supportive therapy
alone is enough to treat depression. Supportive
therapy can be provided by a psychiatrist, psychol-
ogist, social worker, hospice nurse, or primary care
physician, depending on time, interest, training,
and the severity of the patient’s condition.

Terminally ill patients benefit from an approach
that combines emotional support, flexibility,
appreciation of the patient’s strengths, and ele-
ments of life review. This helps the patient develop
a sense of closure and completion. The physician’s
ability to convey the potential for connection,
meaning, reconciliation, and closure in the dying
process is thought to facilitate the patient’s ability
to come to terms with impending death (64).
However, patients with severe depressive symptoms
may be too immobilized, hopeless, and dysphoric
to effectively engage in psychotherapy; they may
first need to receive appropriate antidepressant
medication.

BLOCK
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Table 3. Antidepressants Used to Treat Terminally Ill Patientsa

Starting Usual Maximum
Quality of Onset of Dose Daily Dose Dosage Side 

Agent Evidence Advantages Disadvantages Action (mg) (mg) (mg/d) Effects Schedule

Act rapidly; are well toler-
ated in elderly and debili-
tated patients; are effective
adjuvant analgesic agents
(69, 70); counter opioid-
induced fatigue; improve
appetite (71) and energy;
are effective in 70% (72) to
82% of patients (73); are
useful in treating cognitive
impairment in patients with
AIDS (74)

Are safe and effective with
few side effects; cause lit-
tle orthostatic hypotension,
urinary retention, and seda-
tion; have no effect on car-
diac conduction; are easy
to titrate 

Therapeutic response often
seen at low dose; are effec-
tive for treatment of neuro-
pathic pain (83); can be
given parenterally or com-
pounded for rectal adminis-
tration; drug levels can be
monitored (84)

Cardiac decompensation can
occur in elderly patients and
patients with heart disease;
can cause confusion in old or
cognitively impaired patients
(75); infrequently, tolerance
may develop

Pemoline can cause hepatocel-
lular injury and choreoatheto-
sis; hepatic function must be
monitored regularly; should
be used with caution in
patients with renal failure

Inhibit cytochrome P4502D6,
causing interactions with
other drugs

Fluoxetine has a long half-life;
not tolerated as well as
paroxetine and sertraline (81)

Not tolerated as well as nortripty-
line and desipramine (85)

Not tolerated as well as nortripty-
line and desipramine (85)

<24 h

<24 h

1–2 d

2–4 wk

2–4 wk

2.5–5

2.5

18.75

12.5–25

5–10

10

10–25

10–25

10–25
10–25
10–25

10–20

5–10

37.5

50–100

20–40

20–40

25–100

25–100

25–100
25–100
25–75

60–90

60–90

150

200

60

60

150

150

150
150
125

A mean of 11% of
patients experi-
ence restlessness,
dizziness, night-
mares, insomnia,
palpitations,
arrhythmia, tremor,
and dry mouth;
psychosis is rare 

Produces minimal
cardiac stimulation

Nausea, gastroin-
testinal distress,
insomnia,
headache, sexual
dysfunction, and
anorexia

Adverse effects occur
in as many as 34%
of patients with can-
cer (62); not well tol-
erated in terminally
ill patients because
of anticholinergic
side effects (dry
mouth, delirium,
constipation)

8:00 a.m. and
12:00 noon

8:00 a.m. and
12:00 noon

Twice daily

Once daily

Once daily

Once daily

At bedtime

At bedtime

At bedtime
At bedtime
At bedtime

Psychostimulantsb

Methylphenidate

Dextroamphetamine

Pemoline

SSRIs
Sertraline

Fluoxetine

Paroxetine

Tricyclics
Amitriptylinec

Imipramine

Doxepinc

Desipramine
Nortriptyline 

Anecdotal reports, retro-
spective case reviews,
small controlled, prospec-
tive trials (67, 68)

Controlled, double-blind
studies demonstrate
superiority compared with
placebo in patients with
depression (76), HIV-
related depression (77),
and depression and heart
disease (78); SSRIs are as
safe and effective as tri-
cyclics for depression (79,
80); no controlled studies
in terminal illness

Many studies have demon-
strated efficacy in
depressed, medically ill
patients (82), but none
were controlled

a Numbers in parentheses are reference numbers. SSRI=selective serotonin reuptake inhibitor
b Physician should first prescribe a low dose, then increase dose gradually every 1–2 days until a therapeutic response or side effects occur or until the maximum dosage is reached.
c Can be used in patients who have difficulty sleeping
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PSYCHOPHARMACOLOGY

Psychostimulants, selective serotonin reuptake
inhibitors (SSRIs), and tricyclic antidepressants are
the mainstay of treatment for depressed, terminally
ill patients (65). They are particularly useful for
patients who are seriously ill and may be unable to
engage in psychotherapy (66). Characteristics of
these agents are described in Table 3. Although var-
ious new antidepressants have been introduced in
recent years, they have not yet been evaluated for
use in terminally ill patients.

Psychostimulants (dextroamphetamine, methyl-
phenidate, and pemoline) deserve special consider-
ation in treating depression near the end of life
because they take effect quickly. In patients with a
limited life span, these agents can reduce the dis-
tress of the patient and family and create opportu-
nities for them to cope more effectively with the
challenges of the dying process. Even patients who
are extremely debilitated and fatigued may experi-
ence an improvement in mood and energy within
24 hours of starting treatment.

However, psychostimulants are not the drugs of
choice for terminally ill patients who have relatively
long projected life spans; they are best used in
patients who have weeks or several months to live.
For patients with severe depression who require
urgent treatment but are expected to survive for
several months or longer, it is often useful to begin
treatment with a psychostimulant, add an SSRI
after the patient has a therapeutic response, gradu-
ally decrease the dose of the psychostimulant, and
increase the dose of the SSRI to a therapeutic level
over 1 to 2 weeks. Despite psychostimulants’ effi-
cacy and relative lack of side effects, many physi-
cians are reluctant to prescribe them because of
concerns about side effects and about liability
under the Controlled Substances Act. However,
these agents are well-accepted in the psychiatric lit-
erature for treatment of depressed, medically ill
patients.

Selective serotonin reuptake inhibitors (fluoxe-
tine, paroxetine, and sertraline) are often the first-
line agents for treatment of depression in
terminally ill patients when immediate onset of
action is not essential. In general, paroxetine and
sertraline are better tolerated by terminally ill
patients because they have fewer active metabolites,
which can accumulate and cause toxicity.

Although tricyclic antidepressants are still used
in terminally ill patients, they are not as well toler-
ated as SSRIs because of their sedating and auto-
nomic effects. As a result of the proliferation of
new antidepressants, including many not men-
tioned here, the internist is best served by becom-
ing familiar with the risks and benefits of a small
subset of available antidepressants in each class,
using them when clinically indicated, and referring
patients who do not improve on these agents for
psychiatric consultation.

Although Ms. Ferrone is reluctant to start medica-
tion because she feels that she should be “glad to go to
God,” she agrees to start oral methylphenidate, 2.5
mg, taken daily at 8:00 a.m. and 12:00 p.m. In 2
days, her family notes that that she has more energy, is
sleeping better, and reports less pain. The
methylphenidate dose is increased. Several days later,
Ms. Ferrone reports that she is feeling less downhearted
and that although she does not want any more aggres-
sive treatment, she is looking forward to the holidays.
In 10 days, Ms. Ferrone’s family feels that she has fully
recovered from her depression. She enters a hospice
program, and methylphenidate is maintained without
recurrence of depressive symptoms. After her death,
Ms. Ferrone’s family expresses their gratitude that “she
remained herself until the very end.”

In understanding and treating depression, the
clinician must recognize that meanings and expres-
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Table 4. Assessing Suicidal Thoughts in
Terminally Ill Patients
Examine patient’s reasons for wanting to end his or her life now

Explore the meanings of patient’s desire to die

Assess pain and symptom control

Is untreated or undertreated pain contributing to the desire to die?
Are untreated or undertreated symptoms contributing to the desire to die?
Are fears about the dying process contributing to the desire to die?
Is the patient experiencing side effects from medication that can be 

ameliorated?

Review patient’s social supports

Has there been a recent loss, conflict, or rejection?
Are there new fears about abandonment, rejection, or financial burden?
With whom has patient spoken about his or her plan?
How do these persons feel about the patient’s plan?

Assess cognitive status

Are there cognitive deficits?
Are there new neurologic signs or symptoms?
Does patient understand his or her condition, its implications, and the 

implications of suicide?
Is the patient’s judgment distorted by hopelessness and other symptoms

of depression?

Assess psychological condition

Does the patient have untreated or undertreated anxiety, depression,
panic disorder, delirium, or other pshychiatric diagnosis?

How is the patient dealing with issues of loss of control, dependency,
uncertainty, and grief?

Explore religious, spiritual, and existential concerns

Are there unresolved or distressing questions or concerns in these areas?
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sion of depressive symptoms may vary across cul-
tures (85). Some patients who strongly believe in
an afterlife may struggle to view death as an oppor-
tunity to be closer to God, and others may fear hell
and damnation. These beliefs influence the
patient’s response to the crisis of terminal illness.
Furthermore, because some cultures stigmatize psy-
chiatric disorders, patients and their families may
be reluctant to acknowledge depressive symptoms
and to accept treatment. Often, the additional
expertise of respected leaders from the patient’s cul-
tural or religious background can be helpful in
encouraging a patient to accept treatment.

CASE THREE: ASSESSMENT AND
MANAGEMENT OF SUICIDAL IDEATION
IN TERMINALLY ILL PATIENTS

Mr. Wyznyski is a 36-year-old man with AIDS
who recently stopped receiving antiretroviral treat-
ment because of side effects. He lives with his partner
near his family. Mr. Wyznyski recently stopped work-
ing because he was too ill but has remained active in
AIDS education. Ten years ago, he cared for his former
partner, who was dying of AIDS. Mr. Wyznyski has
been open with his partner, family, and physician
about his intention to end his life if his suffering
becomes unbearable. He has a severe peanut allergy
and intends to consume a nut-filled candy bar if he
becomes intolerably ill.

Over the past several months, Mr. Wyznyski has
become blind because of cytomegalovirus-related
retinitis and is wheelchair-bound because of periph-
eral neuropathy. His Kaposi sarcoma has proliferated,
and he has lost 35 pounds. Nonetheless, he has con-
tinued to be active in his teaching activities. One day,
Mr. Wyznyski comes to his regularly scheduled visit to
say good-bye and to thank his physician for the care
that he has received. He says that he plans to kill him-
self within a few days. Although Mr. Wyznyski has
considered suicide as a theoretical option, he now
seems to have an immediate plan.

When assessing a patient’s risk for suicide, the
physician must keep in mind that rates of suicide
are higher in patients with medical illness than in
healthy persons and increase as illness progresses
(86). Additional risk factors for suicide in termi-
nally ill patients include advanced age, male sex, a
diagnosis of cancer or AIDS, depression, hopeless-
ness, delirium, exhaustion, pain, preexisting psy-
chopathology, and a personal or family history of
suicide (87–89).

Mr. Wyznyski, like many patients with life-
threatening illnesses, has had frequent suicidal
thoughts. Such thoughts occur in as many as 45%
of terminally ill patients with cancer, are usually

fleeting, and are associated with feelings of loss of
control and anxiety about the future. However, in
a small study of terminally ill patients with cancer,
8.5% expressed a sustained and pervasive wish for
death to come quickly. Fifty-nine percent of these
patients received a diagnosis of depression (4) and
were found to have increased levels of pain and
limited social support. It is not known whether
treatment of depression results in a diminished
desire for early death. However, in a study of
depressed geriatric patients’ preferences for life-sus-
taining therapy, Ganzini and colleagues (90) found
that more than 25% of severely depressed patients
who initially refused treatment showed an
increased desire for life-sustaining treatment after
depressive symptoms improved. Table 4 outlines an
approach to the assessment of suicidal thoughts.
Even patients who present the desire for suicide as
a “rational” choice should receive a comprehensive
assessment. The approach to patients who want to
hasten death has been reviewed elsewhere (91, 92).

INVOLVING OTHER HEALTH
PROFESSIONALS IN ASSESSMENT AND
TREATMENT

When assessing the likelihood of depression in a
terminally ill patient, the physician must both
remain involved and rely on the expertise of other
members of an interdisciplinary team. Several cir-
cumstances should prompt a referral to a psychia-
trist (Table 5). Psychiatrists who are experts in the
assessment and management of patients with severe
medical illness can be found in most major medical
centers as part of medical psychiatry departments
or consultation–liaison psychiatry services. A psy-
chiatrist can provide an in-depth assessment of the
patient’s judgment, decision-making capacity, and
mood. A social worker can provide critical infor-
mation about the patient’s social network and cop-
ing. A chaplain can provide insight into the
patient’s spiritual concerns.
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Table 5. Indications for Psychiatric Referral
Physician is uncertain about psychiatric diagnosis

Patient has a history of major psychiatric disorder

Patient is suicidal

Patient is requesting assisted suicide or euthanasia

Patient is psychotic or confused

Patient is unresponsive to therapy with first-line antidepressants

Patient’s family is dysfunctional
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Some clinicians believe that exploration of suici-
dal thoughts may exacerbate them; however, no
evidence supports this theory. The current standard
of practice suggests that patients who show perva-
sive hopelessness or a persistent desire to die should
be referred to a psychiatrist for assessment and
treatment because of their high risk for suicide
(93). Hallucinations or delusions in depressed
patients should be viewed as indicators of high risk
for suicide (94). Organic mental disorders are also
risk factors, especially among patients with AIDS
(95). Although psychiatric hospitalization is rarely
indicated for terminally ill patients, mobilization of
social supports, attention to sources and meaning
of suffering, affirmation of the person’s value, and
treatment with antidepressants or antipsychotic
agents can often help the patient want to carry on.

The physician explores Mr. Wyznyski’s decision to
end his life now and asks the social worker and chap-
lain for their input. Although Mr. Wyznyski is ini-
tially angry that the physician questions his intention
to kill himself, his anger dissipates and he begins to cry
when his physician says, “We’ve been through this
whole rotten disease together. I am not going to aban-
don you now. We both know that your time is short,
but I want to help you have the best possible death you
can have.” Mr. Wyznyski says that he is tired of fight-
ing and trying to be a role model. He is afraid of let-
ting people down by giving up. He says, “I never
thought I would say this, but death has become my
friend. I don’t have the energy to get up and get dressed
and try to put on a good face.” 

With Mr. Wyznyski’s agreement, the physician and
social worker arrange a family meeting where these
concerns are shared. Mr. Wyznyski’s family and part-
ner explain that they have recognized how exhausted
he has become but have been afraid to encourage him
to slow down because they do not want to demoralize
him. After the meeting, Mr. Wyznyski says that he feels
relieved that he does not have to work so hard to keep
up appearances. He gives up his teaching engagements,
spending his days in bed, and dies 1 month later.

DISCUSSION

In this paper, I review three cases that illustrate
the assessment and management of normal or
appropriate grieving, the diagnosis and treatment of
depression, and the assessment and management of
suicidal ideation in terminally ill patients. Skillful
management of depression relieves suffering and is
a core element of the provision of comprehensive
end-of-life care. Although treatment of pain and
other symptoms at the end of life has improved,
depression and other psychological symptoms and
disorders remain troublesome for terminally ill

patients. Many of these conditions can be easily
controlled with state-of-the-art psychosocial treat-
ments. Physicians who care for dying patients must
be competent in this critical area of clinical practice.
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