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Introduction

Why did we do this book? Both of us are psychiatrists specializing in the treatment
of late-life mental disorders and have encountered older patients with no signiﬁcant
mental illness expressing a desire to kill themselves. We were unprepared as to what
our clinical response should be. There was little information about this to be found
in the psychiatric literature where suicide is considered a sign of a mental disturbance. Our patients did not appear mentally ill, but the threats of suicide were disturbing to us. Were their plans to kill themselves rational, as they insisted? Is there
such a thing as rational suicide? How would we know if that is the case? What do
we do if it is? What can we do?
The idea of rational suicide in the elderly highlights societal perspectives and
stigma at three levels: (a) Is being suicidal a mental illness? (b) Can individuals with
mental illness be rational? and (c) How are societal views of the elderly and ageism
involved? An older adult expressing a wish to end life understandably evokes many
emotions in clinicians. We needed guidance to sort out our cultural beliefs from our
personal feelings from our clinical instincts. Therefore, we decided to make sense
of what we were experiencing by editing this book.
This book is not about those unfortunate individuals who take their lives as a
result of a diagnosable and treatable mental illness. In fact, the odds are that an
elderly person who is suicidal has a signiﬁcant clinical depression. This book is not
about these people. Rather, this book is about people at the later stage of life who,
without a clearly diagnosable mental illness, have made a well-considered decision
to kill themselves. This is rational suicide in the elderly. If the majority of suicides
are due to mental illness, why are we addressing the small number who are not
mentally ill? As mental health practitioners, we have been trained to consider suicide as a clinical entity within the purview of mental health. However, an increasing
number of elderly individuals desire to control the timing and manner of their death
and believe that they have a right to determine how they will die. There are organizations such as SOARS (Society for Old Age Rational Suicide), Compassion and
Choices, and other right-to-die groups advocating for this. This convinced us that
even if the mental health profession is not informed about this topic and ready to
confront it, many of our potential patients are.
Our intention is to provide guidance to the clinician in understanding the meaning of death and suicide in old age at a multitude of levels—intrapsychic, interpersonal, philosophical, spiritual, societal, ethical, and legal. We do not espouse a view
ix

x
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on whether suicide in the elderly can be rational. However, we have permitted the
authors of individual chapters to examine this topic from the lens of their individual
beliefs and intellectual points-of-view. We wanted to explore the subject of rational
suicide in the elderly from a very broad perspective and allow you, the reader, to
draw your own conclusions. The subject of this book concerns death, which has
deeply personal and dynamic meanings.
A brief guide to the chapters follows:
Chapter 1, Can Suicide in the Elderly Be Rational?: a bio-ethical look at the subject,
establishing criteria for determining the rationality of a suicidal wish
Chapter 2, Would This Be Rational Suicide?: applying the criteria outlined in
Chap. 1 to a real-life case
Chapter 3, Rational Suicide and the Law: legal guidelines for clinicians dealing
with patients who express a desire to commit rational suicide
Chapter 4, Refractory Depression and the Right to Terminate Active Treatment:
patients with medical illnesses can be considered as terminally ill and conversations about discontinuing treatment are common; what about patients with
psychiatric illness?
Chapter 5, A Psychological History of Ageism and Its Implications for Elder
Suicide: clinicians cannot isolate themselves from society’s norms; older adults
have been valued differently throughout history; how is our current view of old
age reﬂected in our beliefs about rational suicide in this population?
Chapter 6, Rational Suicide in the Elderly: Anthropological Perspectives: a social
anthropological survey of suicide in the elderly and how a culture’s beliefs
affects its “rationality”
Chapter 7, Life’s Meaning and Late-Life Rational Suicide: an examination of how
understanding our philosophical stance on life’s meaning has clinical implications
when we are faced with an older patient who has an apparently rational wish to die
Chapter 8, Baby Boomers and Rational Suicide: for mental health practitioners
treating older adults, it will soon be all about the Baby Boomers; what is there
about this cohort that portends a special relationship with rational suicide?
Chapter 9, Who Are the Elderly Who Want to End Their Lives?: an examination of
the biopsychosocial aspects of those older adults who wish to die
Chapter 10, Psychological Issues in Late-Life Rational Suicide: an overview of psychological issues that may play a role in expressions of rational suicide in older
adults
Chapter 11, A Psychodynamic Perspective on Suicidal Desire in the Elderly: a
review of unconscious factors related to suicide and how these must be considered before a determination is made of its rationality
Chapter 12, The Impact of Psychotherapy on Rational Suicide: a desire for rational
suicide should not lead to therapeutic nihilism; a review of psychotherapeutic
measures for these patients
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Chapter 13, Spirituality, Religion, and Rational Suicide: understanding the spiritual
and religious dimensions of suicide and how spiritual interventions may be clinically helpful in older adults who profess a wish to die
Chapter 14, Classic Psychedelics and Rational Suicide in the Elderly: Exploring the
Potential Utility of a Re-emerging Treatment Paradigm: reviews the evidence
that psychedelics may be helpful in restoring the desire to live in older adults
who, without being mentally ill, wish to die
Chapter 15, Epilogue: an experienced clinician and writer considers the information
in this volume about rational suicide in the elderly.
New York, NY

Robert E. McCue
Meera Balasubramaniam
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Can Suicide in the Elderly Be Rational?
Lawrence J. Nelson and Erick Ramirez

1.1

Introduction

The orthodox view among mental health clinicians is that suicide is an important
and largely preventable public health problem that is inextricably intertwined with
and usually caused by mental illness [1, 2]. This view holds that because suicide
arises out of mental illness, it is irrational, contrary to the interests of the individual,
ethically wrong, and ought to be opposed and prevented in all cases. It is undoubtedly true as a general matter that suicide is a serious public health problem and that
persons contemplating suicide ought to be discouraged and prevented from doing
so. This problem includes many elderly individuals who end their own lives [3]. The
elderly perform suicide at higher rates than young people in most countries across
the world [4].
This chapter and book explore suicide in the elderly not because only the elderly
may have rational grounds for wanting to end their lives and have the mental capacity to make such a choice. Instead, this subject is timely because many mental health
clinicians are encountering increasing numbers of elderly persons who express a
desire to end their lives and whose symptoms and behavior do not readily constitute
mental pathology–and clinicians are questioning how to properly manage these
patients. Another important reason for exploring rational suicide in the elderly is
that the reasons they offer for wanting to end their lives are very much like those the
terminally ill present in support of their right to end their lives. Suicide arising from
terminal illness is now quite widely understood as the product of rational processes
and has received considerable social and legal approval [5–9].
In contrast to the orthodox view, we do not believe it is true that every elderly person who intentionally takes or desires to take his or her own life is therefore mentally
L.J. Nelson, Ph.D., J.D. (*) • E. Ramirez, Ph.D.
Department of Philosophy, Santa Clara University,
500 El Camino Real, Santa Clara, CA 95053-0310, USA
e-mail: lnelson@scu.edu; ejramirez@scu.edu
© Springer International Publishing Switzerland 2017
R.E. McCue, M. Balasubramaniam (eds.), Rational Suicide in the Elderly,
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ill (although we acknowledge many may be, to one extent or another). Nor do we
accept the assumption that the diagnosis of a mental illness for a person contemplating
suicide necessarily renders the individual irrational, nor would it automatically require
that a clinician—and other persons with knowledge of the individual’s intentions as
well—utilize legal or other forms of intervention to prevent the suicide. In other
words, not all suicides among the elderly are irrational, ethically wrong, or should be
actively opposed and prevented by others. We acknowledge that determining that a
suicide is rational does not by itself mean that it is ethically justiﬁable although assessing its rationality may be a necessary ﬁrst step toward reaching this conclusion.
Our primary focus is on how psychiatrists or other mental health professionals
(hereafter “therapists”) should think about suicide in the elderly in both ethical and
professional terms and how they might respond to their elderly patients’ disclosure
that they are contemplating taking their own lives. We will be primarily addressing
elderly patients who disclose a desire to end their own lives and who lack a diagnosis and prognosis that predicts they will very likely die within 6 months. However,
this kind of prognostication about when death will occur is inexact [10], and it
seems arbitrary to exclude individuals with incurable, but not proximately terminal,
conditions such as amyotrophic lateral sclerosis and multiple sclerosis from the
population of those who may have a “good” reason to want to die. Consequently, we
do not believe the applicability of our analysis and arguments strictly depends on a
patient’s predicted proximity to the end of her life.
First, this chapter will explore the conventional view that persons who express
suicidal desires are invariably mentally ill and that their acting on these desires is
irrational and, as a result, morally wrong. Desires for suicide can, in many cases, arise
without the presence of a mental illness. Furthermore, we will explore the relationship
between rationality and mental illness. We argue that the fact that a patient has been
diagnosed with a mental illness does not thereby render all desires for suicide automatically irrational. Second, as we do not believe that “suicide” is a concept with a
single, widely shared meaning, we will claim that suicides more or less fall into one
of three categories and that an analysis of these categories will illuminate the relationship between rationality and suicide. Third, we will examine and question the validity
of the common notion that the presence of a terminal illness makes a patient’s desire
to end her or his life rational. Fourth, we will offer guidelines for assessing the rationality of elderly persons who voice a desire to end their lives. Finally, we will offer
some cases that we will use to explain and defend our contention that some suicides
in the elderly can be both rational and ethically justiﬁable.
We will not be addressing the questions of whether it is ethically justiﬁable for a
therapist or other person to assist in someone’s suicide at her request or of whether
someone may intentionally take the life of another at her request for merciful reasons, i.e., perform voluntary active euthanasia. Likewise, we will not discuss the
arguments in favor and against laws that permit physicians to assist in the voluntary
suicide of the terminally ill. Furthermore, we will not argue that every rational adult,
whether elderly or not, has a right to end his own life voluntarily, a right that would
ground an ethical obligation on the part of others never to interfere with any attempt
to terminate his life. Respect for the inherent value of human life as well as
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recognition of the fact that many (perhaps most) suicides are the impulsive,
ill-considered acts of mentally unstable individuals should strongly incline the law,
general social policy, and common social practice to routinely oppose suicide and
encourage persons to prevent others from taking their own lives. Adults who have
what they consider to be a rational desire to end their own lives should certainly
expect to be called upon to explain and defend their desire, especially to loved ones
and to clinicians with whom they have a therapeutic relationship. Whether any persons have an ethical obligation to accept someone’s rational case for suicide and
leave him or her alone to carry out her desire to die without interference is a question beyond the scope of this chapter.

1.2

Suicide, Mental Illness, and Rationality

The expression of a desire to suicide is often interpreted as symptomatic of underlying mental illness. Statistics often appear to bear this out. Werth, for example,
observed that “approximately 80 % of all suicides are related to depression and/or
alcoholism… [and] over 90 % of all people who suicided had a psychiatric disorder
when they killed themselves” [11]. The relationship between suicidal desire and the
presence of a mental illness is thought to be so strong that it is often referred to as
the “orthodox psychiatric view” [12].
Although the rationality of a particular desire for suicide is important, it does not
yet tell us whether such a desire would be good to act on. We do, however, wish to
speak to the view that desires for suicide undermine a person’s rationality. On this
view, any patient that expresses a desire to suicide is presumed to be irrational
because such a desire owes its origin to mental illness. However, this would not
automatically render all desires for suicide irrational without the additional supposition that mental illnesses always undermine a person’s competence [13]. Although
this supposition is common, we will argue that it is false.
The orthodox view assumes that patients who express a desire to suicide are
mentally ill and therefore that their desires cannot be the product of a rational process. Such desires require treatment instead of respect on the part of clinicians.
Although we will show that these assumptions are common and currently supported
by diagnostic assumptions present in the two dominant psychiatric diagnostic manuals (the DSM 5 and ICD 10), we suggest that these assumptions should be rejected.
We argue that a desire for suicide can be rational. First, persons without mental illness can have good reasons to end their own lives. We go further, however, and
claim that the presence of a mental illness, including depression, does not automatically render desires for suicide irrational.
There is substantial evidence to suggest that most clinicians hold something like
the orthodox view. Werth, for example, discovered that health-care practitioners
were signiﬁcantly less accepting and far more likely to take paternalistic preventive
action when a nonterminal patient expresses a desire for suicide [11]. He noted that
psychological suffering not connected to a terminal illness is seen as impairing a
person’s rationality, including the rationality of requests for suicide. More recent
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data suggest that this view remains common in the profession. For example, one
study has discovered that clinicians tend to have much less favorable prognostic
views about patients with mental illnesses than the general public [14].
Diagnostic categories appear to support the assumptions in the orthodox view.
For example, the latest editions of the two dominant diagnostic manuals in psychiatry, the Diagnostic and Statistical Manual of Mental Disorders (hereafter “the
DSM”) [15] and the International Classification of Disease (“ICD”) [16], both
incorporate suicidal desires, ideation, or behavior as a component in the diagnostic
criteria for several mental illnesses (e.g., “Suicidal Behavior Disorder” (DSM 5)
and “Suicidal Ideation” 2016 ICD-10-CM Diagnosis Code R45.851). Diagnostic
classiﬁcations like these provide some support for clinicians’ assumptions that suicidal desire, behavior, and ideation are products of mental illness. Given the role of
the DSM and ICD in clinical contexts, suicidal desire would be seen as an indicator
of an underlying mental illness. The DSM makes the link between suicidal desire
and rationality-undermining mental illness especially clear. When discussing illnesses comorbid with suicidal behavior disorder, bipolar disorder, schizophrenia
disorder, panic disorders, PTSD, alcohol use disorder, antisocial personality disorder, and major depressive disorder are linked to it [15]. Given the stated links
between suicidal desire and rationality-undermining mental illnesses, it is not surprising that therapists hold the orthodox view.
Because mental illnesses are conditions that require treatment, desires of patients
with these illnesses are typically not viewed as rational. The idea that suicidal
behavior, without regard for the context in which the desire arose, can satisfy the
diagnostic requirements for a mental disorder is at odds with the acceptance of any
form of rational suicide, including assisted suicide in terminal cases. Given the
growing acceptance of rational suicide in terminal cases, it is likely that future editions of the DSM and ICD will revise their diagnostic criteria to reﬂect this change
and include rational suicidal desire in at least a limited range of terminal cases.
As currently written, the diagnostic criteria for mental illnesses linked with suicide do not mention their rationality. For example, the criteria for suicidal behavioral disorder do not provide any instruction to clinicians to consider the rationality
of their patient’s suicidal desire or subsequent behavior in the light of the patient’s
grounding values and life goals. It also does not ask therapists to consider a patient’s
subjective well-being or how it would be affected by suicide. Such issues are standard considerations when considering the rationality of suicide in cases of terminal
physical illnesses. Additionally, suicidal desires in cases of terminal illness that are
seen as rational by many health-care practitioners implies either that these practitioners believe that desires for suicide are not always symptomatic of mental illness or
that some mental illnesses do not undermine rationality.
However, the diagnosis of suicidal behavioral disorder is not the most commonly
invoked illness discussed in connection with suicide, mental health, and rationality.
Werth noted that “[o]ne of the primary reasons professionals argue that rational
suicide is not possible is because suicidal people are depressed and therefore their
cognitive functioning is impaired” [11]. Depression is a serious illness. We do not
claim that depression never undermines rationality, nor do we deny that the DSM 5
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diagnostic information for major depressive disorder (MDD) [15] properly includes
suicidal ideation and suicidal desire as one element for diagnosis. However, it is
important to consider how the DSM operationalizes MDD and the role of suicidal
ideation within the context of rationality. MDD can be diagnosed if a patient feels,
among other symptoms, a:
1. Depressed mood most of the day, nearly every day.
2. Markedly diminished interest in pleasure in all, or almost all, activities most of
the day, nearly every day.
3. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation
without a speciﬁc plan, or a suicide attempt or a speciﬁc plan for committing
suicide [15].
Because many individuals who suicide do so while suffering from MDD and
because depression itself is often seen as undermining the rationality of the sufferer,
we can again see reason to hold the orthodox view.
There are two related worries that arise about diagnostic criteria and how they
link suicidal desires with major depressive episodes. On the one hand, even if it is
true that the presence of depression always undermines a patient’s rationality, this
concern leaves open the possibility that a desire for suicide can arise free from any
mental illness. Unless a therapist also believes that desires for suicide are intrinsically symptomatic of mental illness, it remains a possibility that some suicides are
rational. However, the assumption that suicidal desire is necessarily connected with
mental illness runs counter to the belief that at least some forms of self-inﬂicted
deaths are rational and permissible (or, in cases of self-sacriﬁce, praiseworthy). On
the other hand, we argue that depressive episodes do not always undermine the
rationality of a person’s desires, including desires for suicide. Depressed persons
who desire suicide may be expressing a rational desire despite the presence of
depression. In order to make headway on whether the “orthodox psychiatric view on
suicide” [13] is correct about suicide and rationality, we need to say more about
rationality and competence.
To say that a person is rational or competent is to make a claim about her capacities. We agree with Culver and Gert who have argued that “[c]ompetence is taskspeciﬁc: a person is competent or incompetent to make a will, to perform a
neurological examination, or to refuse a suggested medical intervention. It does not
follow from the fact that a person is competent to do X that he is competent to do Y”
[17]. Philosophers sometimes also discuss rationality in terms of the ability to
understand and appreciate the reasons available to a person. Furthermore, rationality and competence require that a person not only demonstrates sensitivity to reasons but that they demonstrate a pattern of responding to reasons that is
comprehensible to others. To be sensitive to a reason is to understand the reason. For
persons to understand a reason, they must be able to see that a reason applies to their
situation and that it calls for some kind of action on their part (to see that my friendship with you is a reason to console you means that I understand what friendship
means, that we are friends and that consolation would be good for you). When
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assessing rationality, we need to be sensitive to how rationality is being discussed
and to the particular capacity being assessed.
Rationality is sometimes spoken of in a strongly objective sense. An objective
sense of rationality sees reason and rationality in a universal way. If rationality is
objective in this strong sense, then all rational agents would reach the same conclusions about what to do in a situation because reason pulls in one direction and all
truly rational agents would recognize these reasons and act accordingly [18]. We
reject this conception of rationality for two reasons. First, we believe that it is too
demanding. The objective conception of rationality would produce a world without
any rational agents in it. This is because of what appear to be irrational features of
normal human agency. All of us are subject to heuristics and biases that undermine
rationality from the objective point of view. Tversky and Kahneman [19] have documented many of these biases. Though all of us commonly succumb to irrational
beliefs due to these heuristics and biases (e.g., by giving in to the sunk-cost fallacy),
these forms of irrational beliefs do not render us irrational as agents. We still hold
each other responsible in light of our choices. For this reason, the purely objective
conception of rationality fails to give us the right standard for assessing the rationality of suicidal desires. Second, we reject the objective conception of rationality
because we wish to remain pluralistic about the kinds of values that rational agents
might have and use when they make decisions. Individuals who value autonomy
may rationally come to different conclusions about how to respond to early onset
dementia than individuals who believe that life is sacred and should be preserved
whenever possible. Value pluralism would allow us to say that these individuals
may rationally reach different conclusions about suicide. This would be impossible
on a purely objective conception of rationality.
In part to allay concerns like these, rationality is sometimes referred to in a purely
subjective sense. This sense of rationality assesses beliefs and behaviors by looking
at a person’s preexisting values and beliefs and judges a person’s desires on that
basis. For example, the rationality of a decision to forgo reconstructive surgery following a mastectomy is thought to depend entirely on a patient’s subjective preference for or against such a surgery. Though a subjective sense of rationality allows
for value pluralism, it too should be rejected. In part this is because subjective rationality is too permissive: it would count some desires for suicide as rational that, to
us at least, are clearly not. For example, suppose that a patient comes to believe that
she has a terminal condition that will leave her in great pain and with limited cognitive function. Furthermore, she does not attempt to verify these beliefs and cannot
explain how she came to have them. On the basis of these beliefs, she formulates a
desire to end her life. Such a desire would be rational in the purely subjective sense
because it follows from her preexisting (but mistaken) beliefs in a straightforward
way. However, the beliefs that are used to justify her desire for suicide are irrational.
She lacks good reason to believe that she has a terminal condition. The same can be
said of desires formed on the basis of a schizophrenic hallucination. The purely
subjective sense of rationality cannot easily explain why these desires are irrational
and is therefore too broad: it would include too many suicidal desires as rational.

1

Can Suicide in the Elderly Be Rational?

7

For these reasons, we claim that rationality is best understood as a distinctly
intersubjective concept. Rationality is not something that can be assessed purely by
considering only an individual’s beliefs and values because those beliefs may be
irrational. Similarly, rationality cannot be assessed in a purely detached, objective
sense. To say that rationality is intersubjective is to say that it requires third parties
to understand a person’s reasons in order for those reasons to be rational. For a
desire to be understood as rational, it must be comprehensible to at least some thirdparty communities. Comprehensibility does not require that a clinician share a person’s beliefs or values in order to make judgments about the rationality of their
patient’s desires. A pattern of reasons can be comprehensible even if one disagrees
with them. Consider the following example from Fischer and Ravizza, “Relative to
an agent's preferences, values, and beliefs, reasons are graded in terms of their
strength.” An agent is rational if she demonstrates an understandable pattern of reasoning. “For example, if a ticket’s costing a thousand dollars is a reason not to go to
the game, surely (barring unusual circumstances) a ticket’s costing two thousand
dollars should be a reason not to go to the game…” [20].
If a person claimed that one thousand dollars was too much to pay for tickets but
would go to the game if the tickets cost two thousand dollars, we have two possibilities. Either the person is irrational, or we are missing information that makes this
pattern of reasoning comprehensible. At face value, the individual in the example is
irrational. If one thousand dollars is too much for a ticket to a basketball game, then
rationality requires that two thousand dollars is also too much to pay. However, if he
were able to provide us with more information, his pattern of response may become
comprehensible. For example, suppose it turned out that the agent’s company would
only reimburse tickets to events if they cost more than one thousand dollars, then the
pattern of reasoning suddenly becomes comprehensible. It makes sense that he
would view one thousand dollars as too high of a cost for him to personally pay but
that he would view two thousand dollars as a cost worth (his company) paying for.
We can make these assessments of rationality even if we do not share the same values as the person whose rationality we are assessing. For example, one author (E.R.)
does not identify as a sports fan. For him, no amount of money is worth paying to
attend a game. However, this does not impact his ability to comprehend the pattern
of reasons above. Intersubjective conceptions of rationality are the only ones that
can capture both the objective and subjective aspects of rationality. Others have
reached similar conclusions about the nature of rationality: “[a]ny account of irrationality to be incorporated into the concept of competence must be such that no
decision is regarded as irrational if any signiﬁcant number of persons would regard
that decision as rational” [17].
What matters from the point of view of assessing the rationality of a desire is that
the pattern of reasoning that produces the desire is comprehensible not only from
the point of view of the individual herself but also from the point of view of at least
some third-party groups. If at least some groups comprehend her reasoning, then
her desire, whatever other problems it may have, is not irrational. Take, for example,
religiously inspired martyrdom. Suicide-bombing may be based on beliefs that
many see as false. However, given the existence of religious communities that
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accept and comprehend martyrdom, such acts are not irrational. We may believe
that martyrdom is immoral, but it would be a mistake to see it as irrational. These
are two different assessments of the behavior.
How does this account translate to desires for suicide and to a therapist’s task of
assessing whether or not a patient’s desire is rational, or whether the presence of a
mental illness undermines the rationality of their patient’s desire? There are several
consequences of adopting the intersubjective view of rationality and competence.
Therapists increasingly tend to view suicidal desires as rational when patients are suffering from a terminal illness. The intersubjective view helps to explain why such
desires are rational. Even if we personally believe that life is sacred and should not be
ended prematurely, we can understand (i.e., we can comprehend) how the prospect of
a painful terminal illness could produce a desire for suicide. Contrast this with the common but tragic cases of adolescent suicide resulting from the end of a relationship.
Although we may see why an adolescent could believe that suicide is the right response
to a bad breakup, we also understand that such desires are usually based on irrational
beliefs that they will never love or be loved again. Because their desires are grounded
not merely on false beliefs but on false beliefs that are irrationally produced, the intersubjective view can explain why these sorts of suicidal desires are irrational.
Desires for suicide accompanied by depressive symptoms or even desires that
are causally connected with depression are only problematic if they undermine a
patient’s rationality and competence. It is clear that this is not always the case.
Depression is consistent with a desire that is the product of a comprehensible pattern of reasoning and this remains true even if a therapist disagrees with her patient
about what a patient should decide. Although it should be clear why at least some
suicidal desires are rational, our intersubjective conception of rationality can also
show that depression need not always undermine the rationality suicidal desires. In
2013, the bereavement exclusion was removed from the DSM 5’s MDD criteria.
This was a mistake. Bereavement following the death of a loved one is not merely
normal but rational. Many psychiatrists have argued that the removal continues a
push to render normal forms of unhappiness as rationality-undermining mental illness. They claim that such a move is a way of “medicalizing and trivializing our
expectable and necessary emotional reactions to the loss of a loved one and substituting pills and superﬁcial medical rituals for the deep consolations of family,
friends, religion, and the resiliency that comes with time and the acceptance of the
limitations of life” [21]. Because it is (widely) comprehensible why someone would
feel “[m]arkedly diminished interest in pleasure in all, or almost all, activities most
of the day, nearly every day” and a “depressed mood” following the loss of a loved
one, on our account, bereavement is a rational expression of the love that a person
has for the recently deceased [15]. Although the removal of the bereavement exclusion was an error, it is instructive that a diagnosis of MDD following the loss of a
loved one shows us that depression need not always undermine rationality even
from the point of view of psychiatry.
For our purposes, the upshot of this discussion is that suicidal desires that result
from at least some forms of mental illness can be rational. It is comprehensible that
a person diagnosed with terminal cancer, neurocognitive disorder stemming from
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Huntington’s disease, or locked-in syndrome may satisfy the criteria for
MDD. Furthermore, it seems comprehensible that rational people would, on the
basis of these diagnoses, desire to end their lives [22].
Although we have argued that suicidal desires can be rational in many cases,
including cases where a person is suffering from mental illness, we acknowledge
that the opposite is also true. MDD, schizophrenia, manic-depression, and bipolar
disorder can so affect a person’s mental state as to render them irrational.
Nevertheless, the presence of illnesses like these should not automatically be seen
as undermining the rationality and autonomy of a patient’s desires to end her life. In
order to clarify our position further, we must now turn to the question of suicide and
its many meanings.

1.3

The Meanings of Suicide

What is “suicide”? A common deﬁnition is simply “one who dies by his own hand”
[23]. However, we decline to use the second deﬁnition from this source, “one who
commits self-murder,” as it begs the moral question. Individuals engage in selfdestructive behavior for a variety of reasons and in varied circumstances. There is
no such thing as a generic suicide or a suicide without surrounding facts and circumstances. We have already argued that some suicides do not arise out of mental
illness or irrationality.
We propose to divide suicide into three categories to sort out signiﬁcant conceptual and ethical differences in instances of dying by one’s own hand. First, suicide
can be understood as an expression of ultimate personal responsibility or of radical
autonomy (“per se suicides”). Second, suicide can be understood as instrumental to
the agent’s conception of personal well-being (“remedial suicides”). Third, suicide
can be understood as instrumental to an agent directly affecting other persons, i.e.,
to inﬂict harm on someone else or to prevent another from being harmed (“otherdirected suicides”).
Although most suicides are instrumental, what can be interpreted as per se suicides do happen. 19-year-old Kipp Rusty Walker repeatedly plunged a 6-in. blade
into his chest on stage at an open mic night after playing a song called “Sorry For
All the Mess” and died shortly afterward. The audience clapped and cheered believing it was piece of theater. A friend of his tried to explain: “It was almost like he
wanted to prove a point, like there's no point in being scared of death because it's
going to happen to us anyway” [24]. Whether possibly rational in some attenuated
sense, per se suicides ought presumptively to be prevented and strongly discouraged
because, on their face, they appear irrational and incomprehensible.
Remedial suicides include instances of self-destruction in which persons seek to
avoid future harm or indignity, to escape intolerable circumstances in their own
lives. Perhaps most common, individuals end their own lives to stop their pain and
suffering arising out of physical illness (e.g., disseminated bone cancer), depression, psychosis, hopelessness, loneliness, ﬁnancial ruin, scandal, and so on.
However, other motives drive remedial suicides as well.
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Reports exist of an indeterminate number of African-American slaves who committed suicide in the antebellum South rather than live under the horrors of slavery
such as vicious beatings, ﬂogging, rape, and forced separation from family. A contemporaneous account of one slave’s suicide observed “it was said she started to
lose her mind and preferred death to that” [25]. A 2014 report by Amnesty
International documents that a number of women captured by the so-called Islamic
State operating in the Middle East have killed themselves to escape the torture, rape,
and other forms of sexual violence inﬂicted by their captors [26]. Furthermore, even
though those who refuse medical treatment needed to save or maintain their own
lives are not usually thought of as suicides, the fact remains that they purposefully
failed to do something that would have allowed their lives to continue, and they
almost always do so because they ﬁnd their present lives unsatisfactory or unbearable due to pain, loss of function, suffering, great fatigue, or general misery. The late
Justice Scalia has argued that there are many ways to commit suicide and refusing
life-saving medical treatment is one of them.
For insofar as balancing the relative interests of the State [in preventing suicide] and the
individual is concerned, there is nothing distinctive about accepting death through the
refusal of “medical treatment,” as opposed to accepting it through the refusal of food, or
through the failure to shut off the engine and get out of the car after parking in one's garage
after work [27].

Other jurists disagree with this characterization of refusing treatment as suicide [28].
Who may be right in this particular debate, if anyone actually is, depends on what they
understand suicide to be and what they believe constitutes an acceptable reason to die.
No single ethical evaluation can properly be made of all remedial suicides. While
slave “owners” or Islamic State terrorists should of course be condemned for their
inhumane treatment of others, those who end their own lives to escape the pain and
indignity of inhumane captivity cannot reasonably be seen as acting irrationally or
wrongly, especially if they lack any reasonable prospect of rescue. Competent individuals who refuse life-saving medical treatment can be understood as lacking a
speciﬁc intent to die, as valuing bodily integrity about length of life, and as not setting the death-producing force in motion and therefore dying of “natural causes.”
Those who die by their own hand to avoid the ravages of perhaps long-standing
mental illness, painful physical disease, or other sources of debilitating and presumably unrelenting suffering may or may not be doing wrong to themselves and to
others close to them. We would want to know much more about the speciﬁcs of their
particular situation to make a judgment about whether their reasons would be comprehensible to overcome the ethical presumption that persons should not intentionally end their own lives.
Other-directed suicides typically involve someone intentionally killing himself
or putting himself at very great risk of dying in order to save another from death or
harm or to uphold a deeply held religious, ethical, or political value. The most
familiar examples of other-directed suicides would be a soldier who falls on a grenade or intentionally draws enemy ﬁre to save his comrades, or the mother who
pushes her child out of the path of a speeding car. Some individuals go on hunger
strikes in protest of what they deem unjust or oppressive behavior on the part of a
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government or another social group. For example, dissidents in Cuba who were
politically opposed to the Castro regime have died as a result of hunger strikes [29].
Yet there are those who end their lives in order to punish or wreak revenge on others.
Still other individuals voluntarily risk—and suffer—death responding to situations
dangerous to themselves and others. Three workers at the Chernobyl nuclear plant
died after knowingly exposing themselves to massive doses of radiation in order to
prevent an explosion that would have released huge quantities of radioactive material into the air that might have killed or injured millions [30]. After a deranged
student opened ﬁre at random people at Virginia Tech University, a professor held
the door to his classroom shut to keep the shooter out; he succeeded but took ﬁve
bullets as he did so, including a fatal one to the head. All but one of his students
survived [31].
People also end their lives to remain faithful to their religious convictions. In the
early Christian era, soldiers captured Domnina and her two daughters, and these
women “knew the things terrible to speak of that men would do to them, and the
most terrible of all terrible things, the threatened violation of their chastity.”
Domnina believed that “to surrender their souls to the slavery of demons was worse
than all deaths and destruction” and offered “the only deliverance from all these
things-escape to Christ,” i.e., death. She and her daughters deliberately plunged into
a river and drowned [32]. The Catholic Church made Domnina a saint, an exemplar
of religious virtue. Although the Church has for many centuries condemned suicide,
one of the most important Church Fathers, Augustine, recognized an exception for
“those who acted on God’s direct order” [33]. “By this means Augustine could
accept as martyrs those whom he and his community admired, while pagans like the
Stoic Cato he could label as self-murderers” [33]. Given their wide variation, it is
impossible to ethically evaluate all other-directed suicides in the same manner.
In short, “suicide” is not a simple descriptive term; it has ethical, religious, and
emotional import. Some of the instances of self-killing we have discussed are rational, i.e., the individuals involved have reasons for their acts that others can more or
less readily understand and be hard-pressed to ﬂatly object to, even though they
would not embrace those reasons themselves. We do not want this discussion to be
construed as making the case that many suicides are both rational and ethically
unobjectionable. Similarly, our rejection of an invariable connection between mental illness and suicidal wishes does not demonstrate that the two are unconnected.
Our position is more modest: some elderly individuals exist who are rational, have
good, comprehensible reasons to want to end their lives, deserve to have their wishes
taken seriously, and should receive help from their therapists in scrutinizing their
very serious decision to engage in suicide.

1.4

The Paradigm of Terminal Illness Making Suicide Rational

Bascom and Tolle have documented that “it is not uncommon for patients with terminally illness to consider PAS [physician-assisted suicide]. Many physicians will
receive a speciﬁc request for PAS from a patient” [34]. Our concern in this chapter
is not primarily with the terminally ill elderly who express a desire to end their lives
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but with any elderly patient who does so. Nevertheless, the reasons the terminally ill
give for wanting physician assistance in ending their lives are worthy of attention. If
these reasons are largely the same ones nonterminal elderly cite to support wishes
to end their lives, then the ethical and conceptual issue arises of whether a diagnosis
of terminal illness is the decisive factor in determining whether a patient’s desire to
end her life is rational and deserving of respect. The reasons the non-terminally
ill—and possibly rational—elderly have to end their lives are for most part the same
ones expressed by the terminally ill. We do not, however, believe that the presence
of a terminal diagnosis, with its inherent inexactness, is necessary for a desire to die
to be rational.
The following is the list of reported reasons that Bascom and Tolle found in a
wide range of studies as to why the terminally ill request PAS. We omit pain and
physical suffering from this list to emphasize other sorts of reasons persons may
have for wanting to die:
Being a burden; being dependent on others for personal care; loss of autonomy; loss of
control; loss of control over bodily functions; loss of dignity; loss of independence; loss of
meaning in their lives; poor quality of life; ready to die; saw continued existence as pointless; tired of life; unable to pursue pleasurable activities; “unworthy dying”; wanted to
control circumstances of death [34].

To see that these are at bottom the same reasons mentioned by many elderly
persons desiring to die, we refer the reader to other chapters in this volume. We also
note that these reasons can roughly be mapped onto our division of suicidal motivations: most are associated with remedial suicides (loss of dignity, control independence, poor quality of life, unable to pursue pleasurable activities), others with
other-directed suicides (being a burden, dependent on others for personal care), and
a few possibly with per se suicide (tired of life, ready to die). This mapping indicates that individuals often not only have a variety of reasons for suicide but also
reasons of fundamentally different types.
Do all requests for PAS from the terminally ill come from persons with mental
illness? We have already argued that this claim is implausible. It is true that the
terminally ill are facing death sooner than those who lack that diagnosis, but the
mere predicted proximity of death does not, indeed cannot, eliminate or alleviate the
distressing or intolerable symptoms and life circumstances, such as loss of functions and loss of control over their lives, which lead an elderly person to consider
suicide. It is extremely likely that the circumstances or symptoms which appear on
Bascom and Tolle’s list are not experienced and disvalued only by the terminally ill.
Physician-assisted suicide for the terminally ill has a considerable amount of social
support and more may be forthcoming. Four states have legally approved physicianassisted suicide for the terminally ill [5–8]. Between January and September 2015,
more than 25 state legislatures considered bills to authorize PAS [35]. The medical
literature contains approval of physician-assisted suicide [10, 36], although, to be
fair, it contains condemnation as well [37]. This support at least suggests that when
other elderly persons consider suicide and rely upon the very same experiences the
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terminally ill do, their desire ought not be dismissed out of hand as irrational and
unfounded by anyone, especially their therapists.
Bascom and Tolle wisely advise that although “physicians should remain mindful of their own personal concerns [about dealing with requests for assistance in
suicide], these concerns should not override their willingness to explore the motivation behind the patient’s request. When a physician responds to requests for PAS
with avoidance or rejection, opportunities to alleviate suffering may be missed”
[34]. The same is true for therapists whose elderly patient expresses a desire to end
his life. They should invite further discussion about the patient’s reasons and situation. Implicit in this approach is the rejection of an automatic assumption that the
patient is mentally ill and is in immediate need of treatment or of being involuntarily
civilly committed to prevent suicide. Additionally, even if the patient can be or has
been diagnosed with a mental illness, therapists should not automatically assume
that their patient’s illness renders their desires for suicide irrational. The patient may
be exploring options as he perceives his life nearing its end, looking for information
and advice about how to manage the future, or seeking help in managing his existential situation. Interestingly, Bascom and Tolle offered evidence that in general
“physical symptoms rarely serve as the primary or sole motivation behind the
request [for PAS]. Instead, individual values appear to have primacy” [34]. Surely
the same will be true for elderly individuals disclosing to therapists a desire to die
by their own hand.

1.5

Assessing Rationality in the Elderly

Not all elderly patients who express a desire to end their lives will be rational when
doing so, but some surely will. The question then arises how to determine which
desires are rational, comprehensible, and which are not. We offer four indicia that
can be used to determine whether a decision of an elderly person to end her or his
life may be considered rational. These broadly overlap with the criteria for rational
suicide offered by Battin [38]. The application of these indicia to any given case
requires practical wisdom and the exercise of reasoned judgment; they do not provide some sort of algorithm.
1. The ability to demonstrate rationality. The individual must have the mental
capacity to follow valid logical form when reasoning from premises to conclusion and understand the consequences of what she intends to do—and what is
likely to happen if she acted differently. Though we make reference to logical
validity, we do not mean to imply that an individual must be able to do this
inerrantly. We may well not agree with, share, or even personally understand an
individual’s values or attitudes that lead them to the conclusion that continuing
to live is not worth it, but these by themselves do not render someone else’s
choice irrational as long as their pattern of reasoning connects reasons together
in a way that some groups comprehend. Both ending one’s own life without
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being able to reason logically about such a ﬁnal act and allowing someone to end
his life when he lacks this ability is wrong.
2. Realistic information and judgment about the life-world. Any rational choice to
act on a matter of great signiﬁcance must be grounded in a realistic reckoning of
the state of the agent’s life-world. A psychotic person who attempts to kill himself by setting himself on ﬁre at the order of a demon has a bizarre take on the
world that cannot possibly support a rational choice to commit suicide. Less
dramatic perceptions and beliefs about the world can unduly inﬂuence a choice
to end life: very low self-esteem, exaggerated or false conceptions of one’s disabilities, or the perceived denial of love from family members or friends that is
readily apparent to other observers. Suicides based on religious convictions may
seem out of touch with reality or bizarre, but then suicides for sincere political or
moral values would seem to be equally out of touch with reality to someone who
does not accept those values.
For a person’s suicide to possibly be considered rational, he must make a
careful and largely accurate assessment of his situation as it exists in the shared
life-world. An individual should have adequate information about his present
situation and future, although uncertainty clouds the latter to some extent. An
individual needs to know her health problems and medical condition, her prognosis, and the alternatives realistically available to address whatever health or
social difﬁculties exist. She should correctly acknowledge the material circumstances of her existence and ﬁnd them seriously wanting such that living on is
worse than death.
The rationality of an individual and the intelligibility of her or his reasons for
behavior are intersubjectively determined. Beliefs that motivate an action are not
irrational only because they are false but also because they are incomprehensible
to others. A politically motivated suicide should be comprehensible even to those
who do not share political convictions or who believe that they lack the will to
starve themselves to death. It should be comprehensible to others that a 95-yearold person who suffers daily from arthritis, general weakness, and the inability
to walk more than a few steps and has outlived her entire family—but does not
have a terminal illness—would consider ending his life because he is stuck with
a quality of life he cannot bear any longer.
3. Lucid state of mind, intelligible emotion, and authentic will. Depression or other
forms of mental illness are likely to be present among elderly inclined to take
their lives. Studies of suicide among the elderly have demonstrated that “bipolar
disorder, major depression, and severe pain were associated with the largest
increases in suicide risk” among 11 illnesses known to be linked to a signiﬁcantly increased risk of suicide [3]. Yet the on-the-ground clinical picture of the
elderly and suicide appears more complicated. In one study of suicide in the
elderly, “the coexistence of multiple illnesses confers marked increase in the risk
of suicide” [3]. Among those who visited a physician shortly before suicide, the
ﬁve most common diagnoses were “anxiety, unspeciﬁed gastrointestinal symptoms, depression, unspeciﬁed cardiac symptoms, and hypertension” [3]. Nondepressive factors, such as uncontrolled pain, other distressing medical
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symptoms, and serious decrease in overall quality of life, are also operative in
these patients’ lives.
If depression or other forms of mental illness are present, therapists should, of
course, intervene and attempt to treat these problems or refer the patient to other
clinicians who can help. The same is true for distressing medical symptoms.
However, other reasons already identiﬁed for why patients may seek death—loss
of autonomy and control, loss of independence, and meaning in life—are likely
present as well and contribute to, even primarily cause, the patient’s dissatisfaction with life or depressed mood. In many patients with terminal illness,
“depressed moods will represent normal reactive sadness, rather than clinical
depression,” that is, their moods are intelligible given their existential situation
[21]. The same is true for the non-terminally ill. Elderly people who are experiencing the disintegration of their former selves because of physical limitations,
unwanted and unavoidable dependence on others, and the inability to engage in
satisfying activities may have comprehensible reason not to value their future.
An elderly person, whether terminally ill or not, who expresses a desire to end
her life must do so clearly, repeatedly, and voluntarily if it is to possibly be rational and ethically respectable. As a suicidal act must be presumed fatal (in fact
generally elderly persons attempt suicide with much higher lethality than
younger persons [3]), it has irreversible consequences for the suicidee and likely
has serious consequences for those close to them as well. For the same reasons,
suicide should not be the product of impulse rather than deliberation over time.
Of course the decision to end life must be voluntary and not the result of undue
inﬂuence, duress, or fraud; it must be an individual’s authentic choice to die
rather than continue in his or her present state.
4. Congruence with fundamental values and critical interests. Individuals typically
embrace some fundamental values that matter to them and that guide their lives
over a long period of time, often their entire adult life span. Dworkin described
“critical interests” as those personal goals and desires that make life worth living
and reﬂect one’s true identity [39]. The rationality of an individual’s act then
depends on its consistency with these fundamental values and critical interests.
We have already mentioned several categories of people who preferred to end
their own lives than continue living under certain circumstances: a person starves
himself to death to advance a political or moral cause; a sex slave kills herself
rather than endure further rape and beatings; and a patient refuses what he knows
to be life-sustaining medical treatment because he cannot abide his quality of
life. Asserting that the hunger striker or the person who sacriﬁces his life to save
others from harm is not a “suicide” because one endorses the “good” reasons that
support their acts while rejecting all other possible reasons does not adequately
solve the problem of identifying objectionable acts of self-destruction from those
that are not. None of this is to claim that self-destruction is or should be a common means of honoring one’s fundamental values, especially since one cannot
pursue their interests when dead. Most of the time individuals must be alive to
enjoy or at least have the possibility of satisfying their cherished values and
interests. Suicide permanently ends the existence of the valuing self.
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Persons do not have to be protesting momentous events in history in order to choose
to die rather than to live “in this kind of world.” Someone’s world can become
uninhabitable for a variety of reasons and circumstances including serious medical problems that impair the person’s functioning in addition to personal or social
difﬁculties that cause him harm and damage his sense of self. Dying enables the
individual to avoid future harms and indignities, what we have previously called
remedial suicide. Some individuals can conclude they would be better off dead,
although we acknowledge some paradox inhabits this claim.
We have already noted that loss of dignity, loss of independence, loss of meaning to
life, and poor quality of life can lead some to suicide. These concepts, vague as
they seem, matter to many people. They point to fundamental values and critical
interests that should be carefully considered by a therapist confronted with
elderly patients who are considering ending their lives. In addition, some elderly
individuals may have other-directed reasons for suicide, and these could be
vitally connected to their fundamental values. However, we think it odd that an
elderly person would have only other-directed reasons to end her or his life.
Finally, a fundamental value everyone ought to have to some degree is avoiding
harm to oneself and others with whom one is connected by family relation,
friendship, and community. Suicide can be understood as the ultimate harm to
the self. Yet individuals whose self-destruction is rational attempt to avoid causing themselves harm and suffering and perhaps others close to them by doing so.
In other words, they ﬁnd their lives full of relentless suffering that cannot be
alleviated, and they consider that to be their worst fate, not death. Seeking death
is a rational means to avoid enduring inescapable suffering. This idea is one of
the cornerstones of the Dutch acceptance of euthanasia and PAS [40]. Like the
Dutch medical association, we believe unacceptable suffering is not limited to
somatic pain caused by disease [40]. To be rationally consistent with what ought
to be one of her fundamental values, an individual contemplating suicide should
demonstrate awareness and consideration of the potential harmful effects of her
self-inﬂicted death on others, especially family members and close friends.
Furthermore, a decision to end one’s life should typically not be made without
the involvement of others close to him or her, not only to gain their counsel but
also to avoid the shock a self-inﬂicted death can cause them.

1.6

Cases and Commentary

In this section, we offer several cases of elderly persons contemplating suicide and
provide some commentary regarding their rationality and moral permissibility. The
ﬁrst is taken almost verbatim from her own account of her struggle with dementia
and decision to end her own life which she made public on the internet.
Gillian Bennett was an 85-year-old former psychotherapist with dementia who
decided to “end my own life by taking adequate barbiturates…before my mind has
totally gone. Ethically, this seems to me the right thing to do.” She knew that she had
dementia for three years before coming to this decision and noted “Ever so
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gradually at ﬁrst, much faster now, I am turning into a vegetable.” She can’t remember that her granddaughter will be visiting in three days time; she can’t ﬁnd the
coffee. “Every day I lose bits of myself, and it’s obvious that I am heading towards
the state that all dementia patients eventually get to: not knowing who I am and
requiring full-time care.... I, Gillian, will no longer be here.”
She understood that a time would come when “one is no longer competent to
guide one’s own affairs.” She considered her options: “I have choices which I have
reviewed, and either adopted or discarded. I think I have hit upon the right choice
for me.” Here are her options as she perceived them. First, “have a minder care for
my mindless body.” She saw this as involving ﬁnancial hardship for her family or
entangling them “in a seemingly endless round of chores that could erode even their
fondest memories of me.” Second, “Request whatever care [in a facility] the government is willing to provide.” She did not want her family to be expected to visit her
often and “thank the caretakers for how well they are looking after the carcass.”
Third, “end my own life....” She did not believe that ending her life was a loss.
“Understand that I give up nothing that I want by committing suicide. All I lose is
an indeﬁnite number of years of being a vegetable…having not the faintest idea of
who I am.” She did not come to her decision in isolation from her family. “All [my
immediate family] know that it matters to me not to become a burden to them, or to
Canada. I have discussed my situation with them all.” She also made sure no one in
her family could be accused of assisting her suicide and risking criminal prosecution for doing so.
As far as we can tell from her account (which may be incomplete), Ms. Bennett
had the ability to reason, despite her dementia, about her situation and understood
the consequences of her decision to end her life. She was also able to imagine—and
reject—what she believed the future held for her: a need for institutionalization as
her dementia would progress, and her biographical life, her personality, would be
gone. Her stated pattern of reasons are comprehensible and demonstrate how her
suicide relates to the problems she sees in her life. She does not tell us, however,
whether her physician provided her with the scenario of her worsening dementia,
although one could infer this was the case as no one in her family apparently challenged her assessment. She seems to be in touch with the reality of her present
condition, her likely future, and her options. She is aware of what she does not want:
being bodily alive but lacking a self and living in such a condition in an institution
at the expense of her family or her country. She reaches the conclusion that continued “mindless” living is worse than death [41]. Her account strikes us much more
as a reasonable and fair reaction to being in the bad state of progressive dementia
(“bad” as judged by her own values) than the product of clinical depression or other
forms of mental illness. Although she may satisfy the diagnostic criteria for clinical
depression, it is not clear that this depression, if present, would be fatal to her rationality. Ms. Bennett’s decision also appears congruent with her fundamental values.
She does not believe she is harming herself (“Understand that I give up nothing that
I want by committing suicide.”), and she consulted her family and encountered support rather than objection. In addition, she was careful to have her relatives not
violate the law by assisting her.
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In sum, we would conclude that Gillian Bennett made a rational and ethically
justiﬁable decision to end her own life, with the understanding that others in a similar situation could (and some deﬁnitely would) choose differently. On August 18,
2014, she dragged a mattress to a favorite place near her home on an island in
British Columbia, downed the lethal dose of drugs she had gathered, chased it with
a shot of whiskey, and died [42].
A second case comes from a brief article by Rita Marker, an opponent of assisted
suicide.
Georgia, a 68-year-old widow, is a retired psychologist. For several years, she
has considered her life situation and has expressed a wish to die before reaching
what she considers an unacceptable old age. She has lived a full life. Although she
is mildly depressed, her judgment is not impaired. She has discussed her decisions
with persons whose opinions she values highly. After careful deliberation, she
comes to the conclusion that she will end her life [43]. Ms. Marker’s purpose in
offering and brieﬂy discussing this case is to demonstrate the difference between a
rational and a morally correct decision to die by suicide. We agree: “a decision may
well be both rational and wrong.” She also wants to persuade us that a rational decision for an individual to die does not provide the justiﬁcation for a public policy that
permits that individual to obtain assistance in ending his life, a matter this chapter
will not address.
In any event, Georgia’s decision has little to commend it—except it follows valid
logical form: (1) she should die before an unacceptable old age; (2) she has nearly
reached an unacceptable old age; (3) therefore, she should bring about her own
death. However, we know nothing of what makes old age “unacceptable” to her or
why her future appears so bad that she prefers death to it. No mention is made of
whether she is suffering or has good reasons to believe she will be suffering in the
future, nor do we know what good things exist in her current life. Moreover, we are
given no idea of the reactions to her plan from those “persons whose opinions she
values highly.” Did they explore ways to manage whatever it is about old age that
bothers her? Consequently, without a more detailed explanation, we cannot judge
the rationality of her conclusion that “old age” is “unacceptable” to the point of
making her intent to seek death understandable and worthy of respect. We have
approached rationality as carrying some objective features, although we also attempt
to acknowledge and work with the notion that reasons can be subjective. Charitably
speaking, it may be possible to ﬁll in the reasons for Georgia’s decision in such a
manner that it becomes comprehensible (rational), although we would need to learn
a great deal more about Georgia to do this.
The Netherlands Right to Die organization (NVVE) contends that such persons
who desire to die have “completed life;” they are:
People who suffer from a complex constellation of factors connected with old age. These
are non-life threatening conditions and physical deterioration (poor eyesight, deafness, difﬁculty walking, fatigue, apathy, incontinence), resulting in a loss of independence and personal dignity, dependence on care, loss of status and control, a shrinking social network,
loss of a sense of purpose and meaning, disengagement from society, fear of the future and
the absence of future prospects. [40]
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A Dutch citizens group calling themselves Uit Vrije Wil (By Free Choice) have
lobbied (unsuccessfully so far) for an amendment to existing Dutch law which permits
physicians to perform euthanasia and assist in the suicide of a patient if certain conditions are satisﬁed. The amendment would “make it possible for people aged 70 and
older who feel they have completed life and wish to die in a digniﬁed manner to [legally]
receive assistance in doing so if they expressly request it” [40]. While the legislative
proposal of By Free Choice is very far from what any American state would even consider, its description of a “completed life” may help us understand what might underlie
the elderly’s preference to die by suicide rather than wait for a “natural death.”
The judgment of an elderly person that his life simply is no longer worth living
or that his life is “complete” and therefore he wishes to end it himself could well be
too subjective and free-ﬂoating to merit respect. That person’s standards could be
seriously irrational (“I can’t do everything I did when I was 30, and nothing else will
do”) and his values very strange (“I must win at chess every time I play or life isn’t
worth living”). On the other hand, there may be much more behind the statement
that “my life is complete and I wish to die in a digniﬁed manner.” Any elderly person’s expression of a desire to die calls for an individualized response out of respect
for the worth of human life and respect for that particular person. The therapist who
encounters someone like Georgia should make a serious effort to explore the individual’s specific reasons and concerns that have led him to want to die. We suggest
that the four indicia of a rational decision be applied to this end.
Of course, the mental status and mental health of any elderly person who wishes
to end her life must be assessed, but an automatic assumption that the patient must
be clinically depressed and needs hospitalization seems unwarranted to us. From a
conservative risk management point of view, one could argue that any patient,
regardless of age or situation, who expresses a desire to end his life must be prevented from doing so, and involuntary civil commitment is the most reliable method
for doing so. Yet is this reaction the only one that comes within the standard of care
for a therapist confronted by such a patient? It is not clear to us that it is, especially
when it is at least questionable what involuntary commitment will achieve. Once the
patient is hospitalized—if she is indeed rational, in ﬁrm touch with reality, and serious about what is wrong in her life—she will very likely ﬁrst stop talking about her
wish to end her life and then cooperate with “treatment.” Then she would probably
have to be released and will surely be reluctant to talk with that therapist again.
According to the third indication of a rational decision, the patient must be making a voluntary decision about his life, one that has been well-considered and
expressed over time rather than impulsive or grounded in what others might think of
his quality of life. Elderly persons who are considering ending their lives likely have
some sort of disability (restricted mobility, hearing or visual deﬁcits, weakness,
mental processing) that leads them to be unsatisﬁed with their present lives and
future prospects. Also, the elderly may feel their lives lack dignity due to their
dependence on others and inability to function. In this regard, it is likely worth
reﬂecting on whether patients have suffered from forms of discrimination against
the elderly or the disabled. If they have, their decision to end their lives may be
unduly inﬂuenced by the discriminatory acts and attitudes of others.
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While prejudice against the disabled and the elderly certain exists, it is not clear
that the effects of such prejudice infects their desire to end their lives in all cases to
the extent that their decisions cannot possibly be properly respected. It is true that
the simple fact of being dependent on others should not be a source of guilt or
shame or make someone feel that he no longer deserves to live. Almost everyone at
every age is dependent on others in one manner or another, just as nearly everyone
who lives long enough will have more need of help from others to live safely and
well. On the other hand, individuals are entitled to cherish their independence and
to strongly disfavor being totally dependent on others, particularly when they may
have lost their sense of self as Gillian Bennett feared so much.
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Would This Be Rational Suicide?
Robert E. McCue

2.1

Introduction to Mr. D

Mr. D has it figured out. Twenty years earlier, he decided that when the time came,
he would kill himself by jumping off the steep cliffs of the Hudson Palisades at Fort
Lee Historic Park. This New Jersey park has spectacular views of the Hudson River
and upper Manhattan. He has visited the park throughout the years and has always
been struck by the grand juxtaposition of natural and man-made beauty. It would be
a beautiful place to die when it was time.
Mr. D is now in a locked psychiatric unit in New York City. He is a 78-year-old
divorced man who lives alone in his one-bedroom apartment. His health has been
deteriorating over the past year, and his medical problems include severe coronary
artery disease, congestive heart failure, implanted pacemaker, Barrett's esophagitis,
prostatic carcinoma (treated with radiation), and lower extremity weakness (of
unknown etiology which requires him to use a walker). Mr. D has seen a close friend
deteriorate and end up in a nursing home, helpless and dependent. He is determined
that this will not be his fate. He selected a Tuesday in October to kill himself. On the
Monday before, he mailed letters to 12 neighbors, friends, and professionals informing them of his plan, explaining his reasons and bidding them good-bye. On the
appointed Tuesday, he dressed in a suit, hailed a taxi, and went to the park. However,
the day was rainy and overcast. The park was muddy and gloomy, and the view of
Manhattan obscured by mist. The setting was more miserable than grand. He decided
to go home and return the next day, when better weather was predicted. However, a
neighbor who received his letter called emergency services. When Mr. D returned to
his apartment, he was met by the police and brought to a local hospital where he was
admitted involuntarily to the psychiatric unit.
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Mr. D was born in Wyoming and raised by his mother and a stepfather. He has no
siblings. He reports that both biological parents were alcoholics. From the age of 9
until 17, he was sexually abused by his stepfather. He describes his childhood as
horrible. At 18, he left and joined the armed forces. After discharge from the service, he moved to Georgia, went to college, and married. The marriage did not work
out, and they divorced after 7 years. There were no children. He then moved to
New York City and began experimenting with homosexual relationships. After some
failed attempts, he decided that he did not want a committed relationship with either
a man or woman. He never had a problem with drugs or alcohol. He has never had
mental health treatment. He had been gainfully employed as an administrative assistant for a large corporation until he retired at age 65. He has had friends and an
active social life, but in recent years, this has been less so as his friends are ill or
have died. He enjoys writing music and graphic design, but is aware that his skills
are deteriorating with age. For many years, Mr. D has told friends, acquaintances,
his attorney, and his internist that he was going to kill himself when he thought the
time was right. “It is my life and I should be able to dictate its course.” Over the past
6 months, as his medical problems worsened, he began to wind down his life in
anticipation of the planned suicide in October. He wants an “organized, clean, and
proper death.”
When assessed in the emergency department before being admitted, Mr. D
denied feeling depressed and was described as euthymic. However, because of his
intention to kill himself, he was admitted with the diagnosis of depressive disorder
NOS (unspecified depressive disorder in DSM 5 [1]). In the hospital, Mr. D has variably been described as personable, pleasant, euthymic, or “somewhat depressed.”
He relates in a cooperative and courteous manner. His speech is articulate and
coherent; his thought processes are logical. There is no evidence of psychosis. He
continues to deny feeling depressed, but is angry at wasting resources because of the
unnecessary hospitalization. He insists that it is his right to kill himself, that he is
not mentally ill, and that he knows his life's value better than anyone else. He
becomes irritable when anyone questions this. He promises that he will not commit
suicide in the hospital as this is not his plan. He scored 27/30 on the Montreal
Cognitive Assessment [2] and 5/15 on the Geriatric Depression Scale [3]. The positive scores on the latter were from low energy and decreased participation in activities, which he plausibly attributed to his medical problems, as well as not feeling
wonderful to be alive, not feeling happy most of the time, and feeling bored. Mr. D
denies any major problems with sleep, appetite, or concentration. Aside from the
suicidality, there is little about Mr. D to suggest a mental illness, let alone requiring
him to be involuntarily hospitalized. Now what?
Mr. D is based on an actual patient. His story may be similar to those of other
older patients who present themselves to us, voluntarily or involuntarily, with a
clear intention to suicide, but without much else to suggest a serious psychiatric
disorder. These patients present a challenge for those of us in clinical care. Someone
threatening suicide is an alarm that a therapeutic intervention is urgently needed.
But how do we approach someone with few signs and symptoms of a mental illness? Would considering this a case of rational suicide be of clinical value?
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Formal psychiatric diagnostic criteria (DSM 5) do not recognize the entity of
rational suicide. However, there have been discussions of it in the health-care field,
particularly about providing assistance or aid in dying for terminally ill patients.
Several sets of criteria have been developed [4–9] to determine whether a request to
die or an intention to kill oneself is rational. Most require that the intention is voluntary and well considered and stems from a terminal or irreversibly debilitated
condition. We will use the four criteria presented by Nelson and Ramirez in
Chapter 1 of this book to examine Mr. D’s case in the hope of better understanding
how to help him.

2.2

Criterion 1: The Ability to Demonstrate Rationality

Mr. D’s position: He has a consistent and coherent reason for wanting to kill himself. He believes that physical deterioration, disability, and dependency lie ahead. At
78, he feels that he has done everything he wants to do. At this age and with these
medical problems, death is not far off, so he prefers to die on his own terms and in
the manner of his choosing. In other matters, Mr. D is thoughtful and logical, so
there is little evidence to question his ability to think rationally.
Affirmative: Beliefs such as Mr. D’s are not rare among older adults. Lloyd-
Williams et al. [10] interviewed 40 older English adults, between the ages of 80 and
89, who were living alone in the community. Most were happy about the lives they
led. The prevalent fear was about how they would die, not of death itself. They were
frightened of becoming a burden to others and of developing a chronic, debilitating
illness (e.g., stroke). It was important for them to have a choice about when and
where to die. Most did not think the medical profession wished to engage in a discussion with them about these issues. Kjølseth et al. [11] performed psychological
autopsies on 23 suicides of older adults (average age = 78) in Norway to understand
the experience of life before the suicide. While some were depressed, it was not
prevalent. The stronger themes were life had been lived, they were now becoming a
burden, their functional decline was leading to a perception of losing oneself, and
life had entered a final stage where death was close and was to be accepted.
Philosophy has examined the rationality of suicide. In Prado’s view [12], it can be
neither irrational nor immoral to want to die in order to shorten a condition that
lessens the self and carries unacceptable debility, dependency, and futile suffering.
For Schramme [13], suicide can be a rational act if life has lost its meaning. These
issues are further discussed in Chapters 1 and 7.
Negative: Can the wish to die be a purely rational decision? Siegel [4] wrote that
suicidal intent stems from emotions and that, therefore, it is impossible for it to
result from pure logic. It is also difficult to be rational when in pain, either physical
or psychological, as Mr. D may be even if it cannot be classified by formal diagnostic criteria. Farsides and Dunlop [14] noted that the will to live and the belief that
life is not worth living fluctuates over time, so that an apparent rational stance is not
fixed. There is evidence for that. A review of cases of physician-assisted suicide in
the Netherlands [15] found that when a request for euthanasia or assisted suicide
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was denied, a substantial number of people changed their minds about wanting it.
Likewise, in the latest review of Oregon’s Death with Dignity Act [16], since 1997,
1545 people have met the criteria for assisted suicide and were given lethal prescriptions, but only 991 (64 %) died from ingesting them.

2.3

 riterion 2: Realistic Information and Judgment
C
About the Lifeworld

Mr. D’s position: He has multiple medical problems and requires a walker to ambulate. He has been living alone and finds it more difficult to do routine household
chores. At some point in the not-too-distant future, he will require assistance to
remain in the community or will have to move to an institutional setting. He believes
that this would jeopardize the freedom that he values. He is more alone as friends
have died or moved away. Medical illness and aging have made it difficult to do the
activities that have given him satisfaction. He believes that he has accomplished all
that he has wanted to in his life. While his current state may be tolerable, he sees his
condition deteriorating soon to a point where continuing to live would just be prolonging dying.
Affirmative: At 78 years of age, Mr. D has a life expectancy of 10 additional years
by the calculations of the Social Security Administration [17]. However, he is not a
healthy man. From their study of Medicare enrollees, DuGoff et al. [18] estimated
that for every chronic condition, there is an average of a 1.8-year reduction in life
expectancy. So, Mr. D may really expect to live another 4–5 years. The average
American man has a period of 5 years of debility before dying [19]. Mr. D’s fears of
imminent physical decline and dependency are realistic. He has always valued his
independence, so that its diminution will seriously impair the quality of his life. In
their review of physician-assisted suicide, Zaubler and Sullivan [20] found that
when it was requested, issues of quality of life were more important than depressive
symptoms, particularly for people with strong needs for control and independence.
Pearlman et al. [21] similarly found that people who have requested physicianassisted suicide were motivated by debilitation from illness, a loss of control leading
to a loss of sense of self, and fears about the future. Just as Mr. D. witnessed his
close friend deteriorate in a nursing home, many of those who requested physicianassisted suicide in this study had had negative past experiences with how someone
close to them has died.
Negative: Mr. D and others who fear a prolonged dying process with impaired
quality of life are reacting to a structure of health care that does not address the
needs of people at the end of these lives and barely acknowledges their existence.
There is evidence [22, 23] that suicide is related to sociocultural factors and that a
desire for suicide may reflect a lack of integration with family, religion, or economic
life. As professionals, we may know of resources that Mr. D is unaware of. There
may be interventions to integrate Mr. D into a social network so that he will no
longer wish to kill himself. There are supportive or palliative programs that could
make Mr. D’s final years tolerable and pleasant.
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 riterion 3: Lucid State of Mind, Intelligible Emotion,
C
and Authentic Will

Mr. D’s position: He denies being depressed and reports, “I am not unhappy.” From
clinical observations, he is not in a persistent state of sadness. His admitting diagnosis of depressive disorder NOS is a noncommittal diagnosis not indicative of a
serious mood disorder. Mr. D’s negative response to the question on the Geriatric
Depression Scale asking if he is “happy most of the time” seems appropriate for the
current state of his life. Mr. D does not have cognitive impairment or a thought disorder. His plan to kill himself is clearly his own decision.
Affirmative: As discussed in Chapter 1, the orthodox view of psychiatry is that
suicidal ideation is always a sign of a mental disturbance. In Hardwig’s view [19],
during the late stages of life, death (and suicide) has a different significance than at
younger ages. At the end of life when death is near, dying, whether by suicide or not,
does not mean a curtailment of expectations and hope to the extent it does for
younger people. It is part of life’s trajectory. Some older adults do have a mental
illness that makes them suicidal and requires treatment, but the evidence suggests
that not all do. In Cattell’s review of late-life suicide [24], he found that although
depressive illness was an important predictor, it was not present in 20–30 % of the
suicides. Linden and Barnow [25] studied 516 elderly people in (West) Berlin looking for those with a desire to die who were free of psychopathology. One hundred
fifteen (21 %) had thoughts about wanting to die and life not being worth living. In
the majority of cases, a psychiatric disorder was present per DSM criteria; however,
in 13 cases it was not. Jorm et al. [26] studied 923 elderly Australians. Twenty-one
(2 %) had a persistent wish to die. Depression was a significant factor associated
with this wish, but there were others independent of depression: unmarried status,
poor health and disability, hearing impairment, visual impairment, and living in a
nursing home. Harwood et al. [27] looked at the rates of psychiatric disorders in
elderly English suicides. About 20 % had no psychiatric diagnosis at the time of
death. As mentioned above, Kjølseth et al. [11] performed psychological autopsies
on elderly suicides in Norway and did not find premorbid depression to be prevalent. Similar findings occur with terminally ill patients who request physician-
assisted suicide [21, 28, 29]. Schneidman, considered the father of suicidology,
believed that suicide stemmed from psychological pain and should not be thought
of in terms of a psychiatric disorder [30]. In her recent review of suicide and ethics
from the perspective of a psychiatrist, Ho [31] also emphasized that suicide cannot
always be equated with having a diagnosable mental illness.
It would be fatuous to describe Mr. D as happy or expect him to be. His childhood was miserable, intimate relationships have been a challenge, friends have
gone, and his health is deteriorating. The diagnosis of depressive disorder NOS was
as much to justify an admission as indicative of a true mental illness. Horwitz and
Wakefield [32] have argued that states of normal sadness are now being claimed by
the medical establishment and classified as mental disorders. Parker [33] also cautioned against medicalizing unpleasant parts of human existence. Mr. D has reasons
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to have a dark view of the rest of his life. His not being “happy most of the time”
seems more reality-based than otherwise.
Negative: The diagnostic criteria of DSM are assuredly far from perfect, but we
should not be limited by these imperfections. Suicide in the elderly is a serious
problem strongly associated with depression. Mr. D is not a happy man and is intent
on killing himself, not because his present condition is intolerable but because of
fears of what may happen in the future. From the palliative care field, there is an
entity called “demoralization syndrome.” It denotes someone with severe existential
distress, hopelessness, and loss of meaning to life [34]. A patient with demoralization syndrome is unable to think clearly about the rest of life. While not part of DSM
nosology, clinicians are encouraged to consider its validity when making decisions
about a patient’s capacity to make a decision regarding physician-assisted suicide.
Mr. D may have a demoralization syndrome that distorts his view of life. There are
also recommendations for treating this syndrome in palliative care patients [35].
Mr. D arrived at the place where he was to die, but changed his mind because of
the weather. His desire to die was clearly not absolute. This presence of ambivalence is striking in studies of people requesting physician-assisted suicide [14, 36,
37]. People change their minds. Schneidman [38] considered ambivalence to be the
common cognitive state in suicide. Boloş et al. [39] explored ethical aspects of
depression and suicide and emphasized that ambivalence almost always precedes
suicidal acts. The act may not be an end in itself but an attempt to communicate with
others. According to Leenaars [40], “the prototypical psychological picture of a
person on the brink of suicide is one who wants to and does not want to. He makes
a plan for self-destruction and at the same time entertains fantasies of rescue and
intervention.” This underlying ambivalence must be recognized and explored to better understand the significance of a patient’s suicidal wishes.
Muskin [41] stressed the importance of using a psychodynamic perspective to
understand the underlying thoughts and emotions of those requested physician-
assisted suicide. In their earlier criteria of how to assess competency, Appelbaum
and Roth [42] even included the understanding of psychodynamic factors. Writing
about the legalization of physician-assisted suicide in the Netherlands, Schoevers
et al. [15] doubted whether it was possible to make an objective decision about
death without taking into account unconscious feelings and that this was not easily
done. What was the underlying motivation for Mr. D’s plan to kill himself by jumping off a cliff? Are there things that he wishes to communicate that can be expressed
in ways other than jumping off a cliff?

2.5

 riterion 4: Congruence with Fundamental Values
C
and Critical Interests

Mr. D’s position: He values his independence, self-reliance, and ability to make
decisions about his life. For him, losing these would significantly impair the quality
of his life and diminish his personhood. He is not religious so he does not consider
his suicide as immoral. Most friends are gone, and he feels alone in the world. He
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believes that his suicide will not seriously harm others, but will spare the community the unnecessary expense of sustaining a life that has lost its value. Killing
himself at the time is consonant with his values.
Affirmative: In the medical field, sustaining life and avoiding death is of utmost
importance and a goal of many medical interventions. However, to some people,
including Mr. D, there are things worse than death. These include being in a coma,
being demented, severe suffering, complete dependence on other people or life-
sustaining interventions, and facing a condition with an extremely poor prognosis
[29]. As noted above [10], for many older people, it is the manner of death that is
feared rather than death itself. Being independent is important to Mr. D, but as a
result of improvements in medical technology, he will soon survive longer than he
can care for himself.
Will his suicide negatively affect others? Mr. D cannot be considered in isolation,
as he does have some acquaintances and friends who may be deeply hurt by his
suicide. In writing about preemptive suicide and dementia, Davis [43] contrasted
two views of rational suicide: the more conventional one of it being a selfish and
individualistic act dismissive of others versus it being an act out of concern for family and the community with the aim to not waste resources and avoid exposing loved
ones to a long, agonizing dying process. Mr. D does acknowledge his individualism,
but thinks that illness and age have limited his ability to contribute to society.
Moreover, he considers the cost of caring for him in a deteriorating state while
awaiting death to be a complete waste of resources that could be more beneficially
deployed. He does not believe that he has any close relationships who will deeply
mourn him, and those friendly relationships that he does have will benefit from his
estate, if it is not used up by needlessly prolonging his dying process.
Negative: Mr. D wants to remain independent and self-reliant. We can acknowledge the value of these qualities. However, while there are some restrictions to his
mobility, he has been living alone and making his own decisions. Is he not still
independent? His fears about the future are based on what happened to his friend,
but there is no certainty that the same will happen to him. Spoletini et al. [44]
reported that the fear of anticipated suffering leads to more suicide in cancer patients
than the actual suffering itself. While his life will change in the future, it is only his
guess (and fear) that there will be significant insults to his self-reliance that will
radically diminish the quality of his life. Mr. D may minimize the impact that his
death would have on others. His remaining friends and acquaintances may be deeply
hurt by his killing himself and value his company more than he realizes. Lastly, his
suicide will probably be viewed by others as a lonely act of a distraught man rather
than a brave attempt by him to maintain control of the essence of his humanity.

2.6

Conclusion

Since the middle of the twentieth century, medical science and technology have led
to a remarkable increase in longevity. At a certain point, though, prolonging life
becomes prolonging death. For many people, dying has become a drawn-out
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process to which the medical profession and our culture have not adjusted. Some
people may want to eek the last second out of life, but many, including Mr. D, do
not. Hardwig [19, 45] wrote about how we aim to defeat and delay death, as it once
came too early and unexpectedly. However, that is no longer the case. We now find
ourselves in a situation of dying too late. We too slowly approach an end that is in
sight. How do we manage this relatively new phenomenon? Well, Mr. D found a
solution for himself.
From Mr. D’s perspective, his suicide would be rational. He has thought about
this plan for many years; it is not a result of impaired thinking from a major mental
illness or cognitive disorder it is based on a realistic view of his future; and it is
congruent with the high value he places on control and independence. If we limit
ourselves to that which is overt and understandable, we would have to agree with
him that his suicide would be rational. The criteria for rational suicide may be
clearly stated and easily understood, but people are not so easily comprehended.
Human behavior cannot be understood only in terms of what is observable and
describable. We cannot make definitive statements about Mr. D’s desire to kill himself without exploring his ambivalence, internal conflicts, and changing motivations
and moods.
Under different set of circumstances, Mr. D may have committed suicide according to his plan. From a distance, it would have been considered a case of rational
suicide. It was only by chance (or was it?) that he entered the mental health system
and has now become a patient. We are now involved and his desire, rational or not,
has become a clinical issue. As clinicians, our instinct is to help him. But how?
What do we do for someone who does not have a diagnosable mental illness but
who is in an understandably difficult situation? Set aside DSM and the medical
model, and do not treat Mr. D as a patient with an illness. As Schneidman suggested
[30], we address this situation “directly, phenomenologically, without the intervention of the often obfuscating variable of psychiatric disorder.” Mr. D has made a
seemingly understandable decision based on what he knows of his life and current
situation. However, there may be things, external and internal, that he does not
know. Our goal will be to help him find this information. We must empathically
acknowledge the hard facts of Mr. D’s life and his fears that if he does not kill himself, he will enter a prolonged deteriorated state devoid of purpose. These fears are
not from a mental illness but the unfortunate product of Mr. D’s personality traits
colliding with a culture unprepared for a prolonged period of late life. To Mr. D, his
life may have lost meaning, but it may be possible for us to restore meaning and
become healers of a frightened, lonely man. How do we do that? You will not find
the solution in the treatment guidelines that abound in psychiatry. There are no easy
answers to a situation that barely existed 30 years ago. However, guidance can be
found in Chapters 12–14. These explore spiritual, psychological, and psychopharmacological interventions for people, like Mr. D, who are facing the fear of dying
too late.
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Rational Suicide and the Law
Lawrence J. Nelson

3.1

Introduction

Given the assumption that some suicides in the elderly can be rational and ethically
permissible (the arguments for and against which are made elsewhere in this volume), this chapter explores the legal aspects of such cases with special attention to
the concerns that the clinicians who treat such patients may have. First, some general legal background on suicide will be provided. Second, the criminal law regarding assisting a suicide will be discussed. Third, as ﬁve states now have legalized
physician-assisted suicide for the terminally ill, some in our society have concluded
that under certain conditions, suicide can be rational and ethically acceptable to the
point that the law will permit it to occur without sanction to the participants. This
section will examine these laws as they can inform our understanding of rational
suicide. Finally, I will examine the potential civil liability for clinicians who treat
competent elderly persons who have expressed a desire to end their lives.

3.2

Legal Background

No jurisdiction within the United States currently has a statute that makes successful suicide a crime, nor does any state make it a crime to attempt suicide. Rather
than being considered criminal, the law considers suicide to be a manifestation of
mental illness that should be addressed by mental health-care professionals.
Minnesota, for example, repealed its statute criminalizing suicide in 1911 [1].
Several reasons support this conclusion. Criminal sanctions will not deter attempts
to commit suicide. If suicide is truly caused (most often, if not exclusively, it is
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assumed) by mental illness, then the moral responsibility of the self-destructive
individual for his behavior is at least in serious doubt. “The current psychiatric view
is that attempted suicide is a symptom of mental illness and, as such, it makes no
more sense to afﬁx criminal liability to it than to any other symptom of illness” [2].
Put differently, the failed suicide does not morally deserve to be punished for what
she has done. Finally, the typical self-destructive individual is very unlikely to be
rehabilitated in prison and quite likely to either kill himself there or suffer more
from his illness.
However, English common law found both suicide and attempted suicide to be a
crime. Self-killing was a felony in England for well over 700 years and was decriminalized in that country only in 1961 [3]. The reaction of the common law was inﬂuenced by the moral views of the Catholic Church which considered suicide “a
mortal sin instigated by Satan” which led to “excommunication, punishment of the
body of the deceased (exhibition of the dead body on the gallows), and burial in
unconsecrated ground…, such as at a cross-roads, pinioning the body by driving it
through with a stake, and a preclusion on attendance by a minister…” [3]. Burial at
a crossroads was highly undesirable as the soul of the evil departed could not “rest
in peace.” Furthermore, the successful suicide forfeited his property to the crown
because he had deprived the king of his property. It would be a serious understatement to think the stigma that currently attaches to suicide lacks historical depth.

3.3

Assisting a Suicide

The great majority of states (40) have statutes that expressly make assisting a suicide a crime, even though the suicidal individual herself commits no crime. As
American common law also condemned assisting a suicide [2], it is not at all
unlikely that a person who assisted in a suicide would be prosecuted in the remaining states that lack a statute expressly prohibiting such assistance. In addition, 48
states expressly disapprove of suicide and assisting a suicide either in statutes dealing with durable powers of attorney for health care or with advanced directives for
medical care [4]. Consequently, it should be assumed for all practical purposes that
assisting a suicide in any American jurisdiction is criminal.
The state has a variety of reasons for prohibiting persons from assisting a suicide.
First, such a law manifests the state’s interest in preserving human life, although a
closer analysis shows that the state’s efforts to preserve human life are inconsistent.
For example, the government has no constitutional duty to feed or house its citizens,
or to protect them from the violent or homicidal acts of private individuals [5].
Second, the state has a moral obligation to protect vulnerable groups—the poor,
elderly, and disabled—from the abuse of those who might improperly induce or
force them into ending their lives. Third, as physicians would likely be approached
to help people end their lives by means of prescription medications, these laws preserve the ethical integrity of physicians and other clinicians as healers who are fundamentally obligated always to preserve life and so be opposed to participating in a
suicide. Finally, states may fear that accepting assisted suicide will start society
down a path toward voluntary or even involuntary euthanasia [6].
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Although statutes prohibiting assisting a suicide are worded in various ways, it is
clear that “assisting” primarily means that the accused actively participated in the
events prior to the commission of the lethal act by the suicidal person, almost always
by furnishing the practical means for causing death—the poison, the rope, the ﬁrearm, the knife—for the use of that person, knowing what he intended to do with it.
Any person who unwittingly provides the means of self-killing to someone cannot
be held criminally or ethically responsible for involvement in that death.
In contrast, if a person actually performs the fatal act, e.g., holds the pillow over
the face of another or administers the poison with his consent, then he or she has
committed murder, “and it is wholly immaterial whether this act is committed pursuant to an agreement with the victim, such as a mutual suicide pact” [2]. In other
words, the legal distinction between murder and assisting (it could also be called
“aiding” or “aiding and abetting”) a suicide rests on the difference between the
active and passive role of the second party in the actual death of the suicide. If she
knowingly provided the actual means for accomplishing the suicide, she has assisted
or aided a suicide. If she actively participates in performing the lethal act (pulling
the gun’s trigger), she is guilty of murder.
Earlier I noted that “assisting a suicide” almost always means knowingly furnishing the physical means of producing death. The qualiﬁer is there for a reason. A
number of states prohibit not only assisting or aiding a suicide but also “advising”
or “encouraging” another to commit suicide. A recent decision by the Minnesota
Supreme Court has held that a person cannot be criminally prosecuted for providing
another with advice or encouragement to commit suicide because the statutory
terms “advising” and “encouraging” violated the First Amendment’s free speech
guaranty by their breadth. In this case, William Melchert-Dinkel contacted two different people online and feigned understanding their situation while posing as a
young nurse to win their trust, falsely claimed that he too would kill himself, and
attempted to persuade both to hang themselves and to let him watch the hangings on
a webcam. Both killed themselves, the former by hanging and the latter by drowning. One of them was 32 years old and had suffered from signiﬁcant mental and
physical health problems for many years, including a condition that was “like having [the] ﬂu all the time.” The other was a 19-year-old college student [1].
Despite ruling that informing someone about suicide or providing verbal support
or courage to do so cannot be made criminal, the court also decided that some
speech by itself can rise to the level of “assisting” a suicide because it enables a
suicide and has a direct, causal connection to it. The court found that this constitutes
conduct not protected by the First Amendment [1]. Unfortunately, the court never
explains how speech alone can have a direct, causal connection to suicide, and this
lacuna in its analysis renders its conclusion of dubious validity.
No therapist treating a suicidal patient, elderly or not, should be concerned that
their therapeutic conversations could amount to “assisting” a suicide in violation of
the criminal law, unless the therapist engaged in outrageous and bizarre conduct
similar to that of Mr. Melcher-Dinkle—which is hard to imagine unless the therapist
was in serious need of therapy himself. The same is true for therapists who express
sympathy for or understanding of an elderly patient’s rational conclusion that she
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ﬁnds her current life burdensome and her future bleak to the point where she is
contemplating ending her life. Assisting a suicide requires “a level of involvement
beyond merely expressing a moral viewpoint or providing general comfort or support” [1]. Furthermore, I am aware of no criminal prosecution of a therapist for
failing to prevent a patient’s suicide and thereby “assisting” a suicide (civil liability
for negligently failing to prevent a suicide will be discussed below).
Could someone who gave another a book (or referred them to it) like Derek
Humphrey’s Final Exit which contains information about “the practicalities of selfdeliverance” be successfully criminally prosecuted for assisting a suicide? The First
Amendment free speech guaranty protects the publishing of such a book, giving it
to someone, discussion of it, or telling someone of its existence. “The constitutional
guaranties of free speech protect the freedom of individuals to speak, write, print or
otherwise communicate information or opinion” [7]. On the other hand, while the
Constitution prevents the state from punishing those who write, publish, discuss, or
use a book, this does not mean that it is ethical, professionally proper, or wise to do
so. The clinician’s ﬁrst or primary ethical obligation to a patient is not, as commonly
thought, “to do no harm.” Rather it is to beneﬁt, be useful or helpful, to the patient
and then not to harm [8]. Whether a patient could ever be beneﬁted by being directed
to such a book by a clinician is of course ethically controversial and surely not a
matter that can be decided by the law.
From a legal point of view, the most prudent position for a therapist to adopt in
relation to an elderly patient’s arguably rational desire to end her life is either opposition if that is what, after careful investigation and reﬂection, the clinician believes
is in the patient’s best interests or neutrality if, after the same process, the clinician
believes that the patient’s desire is not unreasonable or the product of seriously disordered thinking. As indicated in chapter one of this volume to which I contributed,
Gillian Bennett’s suicide cannot fairly be called irrational or thought to be generated
by a serious mental illness. If she had disclosed her intentions to her own therapist
and the latter made professionally proper inquiries into the patient’s reasoning,
mental state, and personal values, the therapist very likely would be in a legally
defensible position if she were neutral toward Ms. Bennett’s plans.

3.4

Legalized Physician-Assisted Suicide

Four states (Oregon, Washington, Vermont, and California) have statutes that permit
physician-assisted suicide for competent, adult, terminally ill patients, and one
allows the practice by court ruling (Montana) [9–13]. The laws in Oregon and
Washington were enacted by citizen ballot initiatives, while those in Vermont and
California were enacted by the legislature. The four sets of statutes are basically
quite similar: only adults with the mental capacity to understand what they are
doing can make a request for a prescription from a physician that they must personally use to end their lives; the patients must be properly informed of their medical
situation and alternatives by their attending physician; two physicians must conﬁrm
that the patient is terminally ill (i.e., have an incurable and irreversible disease that
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reasonable medical judgment determines will produce death within 6 months) to
qualify for receiving the prescription; the physician must determine the patient has
mental capacity to make an informed choice and refer the patient to a mental health
clinician if he suspects the patient’s judgment is impaired by a psychiatric disorder;
the patient must make repeated requests for the prescription, including a written
request properly witnessed. The Baxter decision states that if a terminally ill, competent adult patient receives a lethal medication from a physician and takes the
medication herself, the physician who prescribed the drug has a defense to any legal
charges of wrongdoing.
No physician or other clinician is required to participate in an assisted suicide.
Physicians who do participate are immune from all legal and professional sanction,
although a health facility or organization can prohibit activities related to assistance
on their premises. Only assistance in suicide is permitted; active euthanasia and all
other forms of mercy killing remain criminal. Coercion, undue inﬂuence, or fraud
directed to those choosing assisted suicide are prohibited.
The approval of regulated physician-assisted suicide in these states demonstrates
that their citizens and legislators (a majority of one or the other, although by no
means all of either) believe that some suicides are rational and not generated by
impaired judgment due to a mental disorder. It is implausible to contend that decisions to end life become rational only because the individuals are terminally ill.
Furthermore, the choice of having less than 6 months to live is neither talismanic,
nor the only reasonable conception of “terminal illness,” nor the only possible qualiﬁcation in addition to informed consent needed for the ethical and legal permissibility of assisted suicide. It is very likely that 6 months was chosen by those who
drafted these laws for strategic political purposes and not because it is the “true”
deﬁnition of the term.
Likewise, it is implausible that terminally ill persons lose their right to life, have
less personal stake or interest in remaining alive, or that the state has less interest in
protecting their lives. The law treats the lives of all persons as having equal worth:
The lives of all are equally under the protection of the law, and under that protection to their
last moment. The life of those to whom life has become a burden—of those who are hopelessly diseased or fatally wounded—nay, even the lives of criminals condemned to death,
are under the protection of the law, equally as the lives of those who are in the full tide of
life’s enjoyment, and anxious to continue to live. [14]

Yet many conclude that terminally ill persons can rationally and ethically waive
their right to life when done voluntarily, can have good reasons not to remain alive
for whatever time they may have left, and do not want the state’s protection to prevent them from voluntarily taking their own lives. In short, the presence of terminal
illness by itself is not the only factor that can make someone’s desire to end her life
understandable, rational, or ethically justiﬁable. States could, if enough citizens and
or legislators chose to, broaden the criteria for qualiﬁcation for physician-assisted
suicide, although the wisdom of any such law would surely be hotly contested.
The states that have permitted PAS for the longest periods of time are Oregon
and Washington. A review of what those individuals in Oregon (1998–2013) [15]
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and Washington (2012–2014) [16] who have obtained a lethal prescription are
concerned about at the end of their lives can help us understand why some elderly
persons who are not terminally ill might wish to rationally end their lives as well.
The most commonly mentioned concerns for those seeking physician-assisted suicide were loss of autonomy (OR 92 %, WA 91 %), loss of ability to engage in activities that made life enjoyable (OR 89 %, WA 91 %), loss of dignity (OR 81 %, WA
81 %), burden on family, friends/caregivers (OR 50 %, WA 61 %), losing control of
bodily functions (OR 40 %, WA 53 %), and inadequate pain control or concerns
about it (OR 24 %, WA 37 %) [15, 16].
These appear to be fundamentally the same factors as those that motivate many
elderly, but not terminally ill, individuals to express to therapists and others a desire
to end their lives. However, this is not intended to be an argument for expanding
“death with dignity” laws to include the nonterminally ill elderly. That is a discussion
beyond the scope of this chapter. Nevertheless, I am suggesting that the presence of
these same concerns in the elderly—or reasons why continuing to live is no longer a
felt necessity—tells us that their experiences of what life presently has and will likely
hold for them in the future can reasonably lead them to consider suicide.
It seems unlikely that psychiatrists, who would be able to write the lethal prescriptions permitted by these laws if they can competently diagnose the terminal
illness and fulﬁll the other requirements under the law, will actually be the ones
approached by patients seeking physician-assisted suicide. Oregon ofﬁcials do not
keep track of the areas of practice of physicians who write these prescriptions,
although we do know that in 2014, 83 different physicians wrote 155 such scripts,
in number ranging from 1 to 12 [15]. Given that 91 % of those citizens who used the
Oregon Death with Dignity law between 1998 and 2013 had cancer (79 %), amyotrophic lateral sclerosis (7 %), or chronic lower respiratory disease (5 %), they would
much more likely seek assistance from their primary attending internist than their
psychiatrist [15].

3.5

Civil Liability and Treating the Suicidal

Therapists who encounter elderly patients expressing what appears to be a rational
desire to end their lives have the same basic legal obligations toward them as they
do toward all patients under the civil law: to provide them with professional service
that conforms to the standard of care. Any claim that a professional has been negligent in treating a patient rests on the plaintiff proving the four elements of negligence by the preponderance of the evidence: (1) a duty of care existed between the
therapist and the individual who was allegedly harmed, i.e., a therapist-patient relationship existed at the time of the alleged wrongdoing; (2) the therapist breached her
duty by failing to meet the standard of care applicable under the circumstances; (3)
the patient suffered harm; and (4) the therapist’s conduct in question was the legal
cause of this harm, i.e., the alleged breach of the standard of care was the actual
cause of the harm (but for the breach, the patient would not have been harmed) and
the proximate cause of the harm (the harm was foreseeable to the therapist as a
consequence of his actions) [17].
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It is not uncommon for professional negligence (malpractice) lawsuits to be
brought against therapists after a patient attempts suicide or succeeds in killing
himself [18], which could well be due to the emotionally damaging aftermath of
guilt, bewilderment, and anger experienced by remaining family members. A study
of malpractice claims from the 1980s showed that post-suicide lawsuits accounted
for the largest number of malpractice lawsuits and largest settlement amounts
against psychiatrists [19]. Another study demonstrated that among psychologists
insured by the American Psychological Association, claims related to patient suicide were the sixth most common type but accounted for the second highest total
costs [20]. However, lawsuits against mental health professionals remain relatively
rare, only a small portion of claims go to trial (6 to 10 %), and clinicians win up to
80 % of those that do go to trial [21]. No study focusing only on lawsuits over suicide among the elderly could be located.
Although the risk of a civil lawsuit related to an attempted or completed suicide
cannot be eliminated, legal risk is inherent in all professional practice and, in the last
analysis, also inherent in virtually all of life’s activities. After all, anyone with the
court ﬁling fee and a little legal knowledge on how to draft a complaint can ﬁle a
lawsuit. Free-ﬂoating anxiety over and excessive reaction to the possibility of litigation can damage the quality of professional service to patients as well as the professional integrity of the mental health practitioner. Baerger has argued that:
Clinicians must resist resorting to defensive clinical practices in an attempt to shield themselves from potential lawsuits. In other words, clinicians must resist relying on excessively
restrictive treatments (e.g., involuntary hospitalization, unnecessary medication, unwarranted physical restraint) in an effort to protect themselves from criticism or censure....
[T]he best protection against potential liability for suicide is for the clinician to have followed acceptable standards of practice throughout treatment. [21]

Baerger has proposed ﬁve recommendations for minimizing a clinician’s exposure to liability in the treatment of suicidal patients. The following is a discussion of
each of these recommendations in light of the focus of this volume on the elderly
patient who expresses a rational desire for suicide:
1. “The clinician must conduct a comprehensive examination of the patient at
intake” [21]. A patient who evinces a desire to end his life should, of course,
receive a standard of care clinical assessment. I leave the details of that to mental
health experts, but note that Baerger believes there is “no need to follow a standardized interview schedule for such an assessment. Intake formats will vary
greatly depending upon the patient’s presenting problem and the reason for referral” [21]. Whatever the form and content of the examination, maintaining positive therapeutic relationships with patients provides clinicians with protection
from lawsuits even if particular outcomes are not positive.
In the chapter of this volume “Can Suicide in the Elderly Be Rational?,”
Professor Ramirez and I proposed a set of indicia for determining whether a
decision to end one’s life could be considered rational. I suggest that a therapist
utilize this set (or similar criteria [22, 23]) as part of a comprehensive mental
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evaluation of an elderly patient, especially because the patient’s reasons for
wanting to die will likely be more subjective and existential. Given that an
elderly patient contemplating a rational suicide is not necessarily likely to meet
the criteria for mental conditions that are strongly associated with suicide (such
as major depression, other mood disorders, schizophrenia, post-traumatic stress
disorder, substance abuse disorders, and borderline or antisocial personality disorders), a careful review of the individual’s reasons for wanting to die and the
circumstances of his lifeworld, as well as what can possibly be done to change
those reasons and circumstances, is strongly indicated. Some commentators
have observed that therapists will not be found negligent if a patient’s suicide is
judged to be voluntary [23]. If therapists are unfamiliar with elderly patients who
appear competent, rational, and are contemplating suicide, they should consult
with a colleague who has experience with these patients.
2. “If the patient is at risk (e.g., likely to attempt to harm him- or herself in the near
future, hospitalization should be seriously considered and only rejected in the
event of a comprehensive safety plan” [21]. This recommendation may be difﬁcult to apply to elderly persons who want to die primarily for reasons having to
do with functional disabilities, loss of independence and control, and loss of
life’s meaning and purpose and who often have a justiﬁed negative reaction to
their situation rather than manifest mental illness. In any event, it should be
noted that “as long as documentation is adequate, cases arising from a failure to
hospitalize have typically been favorable to clinicians” [21]. In addition, if rational suicides do exist, then we must reject the simple equation of a desire to kill
oneself with the presence of a mental illness that eliminates the individual’s
mental capacity to make decisions which others should respect.
The threshold question is whether the elderly person meets the legal criteria
for involuntary civil commitment: the patient must suffer from a mental illness
and pose an imminent threat to his own safety, a threat likely to be carried out in
the near future [24]. Then the question of the purpose or goal of hospitalization
arises. While a period of involuntary commitment might allow for deeper clinical
evaluation, exploration of alternative solutions to the patient’s negative feelings
about her situation, and some treatment, a truly rational person will, once
detained, refrain from expressing any desire to die and cooperate with whatever
therapy is offered. In all likelihood then, the patient will no longer legally qualify
for commitment and have to be released, particularly once judicial review of the
detention occurs. Consequently, if a competent elderly patient presents with a
desire to die supported by understandable reasons and involuntary commitment
is not appropriate, therapists should carefully explain and justify their conclusion
in the patient’s medical record. Finally, it bears mention that clinicians treating
outpatients should not be found liable for failing to assume physical custody over
suicidal patients [21].
3. “The clinician should review the level of risk a patient presents at particularly
stressful times in the patient’s life” [21]. This recommendation is intended to
avoid the situation in which the clinician adopts an initial treatment plan for a
patient and then does not adjust it to conform to changed circumstances in the
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patient’s life as this can increase the risk of litigation. The elderly patient who
considers himself at the end of his life, lacks a desirable future, and has a rational
desire not to continue living may have already encountered enough stressful
events of sufﬁcient magnitude so that one more stressful event will not alter his
situation signiﬁcantly. Nevertheless, from a risk management point of view, a
therapist is advised to keep in touch with a patient’s current situation and to adapt
their therapeutic assessment and intervention to it.
4. “The clinician should maintain accurate records that explain signiﬁcant treatment decisions and that clearly delineate the reasons for rejecting hospitalization
for at-risk outpatients and the reasons for choosing discharge for at-risk inpatients” [21]. Every lawyer advising any health-care professionals will tell them
in no uncertain terms that if litigation ever arises over what they did or failed to
do in their practice (and either can be the source of a negligence claim), “if you
didn’t document it, it didn’t happen” or, alternatively, “if you didn’t write it
down, you are inviting the inference by opposing counsel, the judge, and the jury
that you’re not telling the straight story from memory.” Careful and thorough
documentation in the patient’s record is not only the best evidence of what actually happened between the therapist and the patient but also the best way to
refresh the therapist’s memory of what occurred when he or she is called upon to
testify at a deposition or trial.
Baerger has rightly pointed out that many clinicians embrace “the erroneous
belief that not maintaining comprehensive treatment records will protect them in
the event of a lawsuit. In fact, nothing could be further from the truth” [21].
Probably even worse is the idea that it is wise to alter the record. “Clinicians who
attempt to alter the clinical record after the fact are making a fatal mistake.
Tampering or inserting new material after the fact can insure that the psychologist
[or other therapist] will lose the case regardless of the reasonableness of the treatment decisions made by the clinician” [18]. Actually, therapists who make a bad
or suspect decision but whose reasoning and justiﬁcation for that decision are
clearly articulated and well documented are in a more legally defensible position
that colleagues make reasonable decisions but fail to document them or do so
poorly. For example, the law does not hold clinicians liable for mistakes in judgment, but it is much harder to explain and justify a judgment as made in good faith
and in accord with the standard of care, even if wrong in hindsight, if the circumstances and reasons for that judgment are badly—or not at all—documented.
Thorough documentation is particularly important in the case of the elderly
patient with a rational desire to die. This is the case not only because of the tension and ambiguity in the term “rational suicide” as conventionally understood
but also because justiﬁcation for concluding that the desire is rational requires
explication of personal values, treatment options that exist but are unacceptable
to the patient, and the evidence that demonstrates the patient’s mental capacity
and grasp of reality. The following is an example of a hypothetical outpatient
note that helpfully explains the clinician’s action.
I considered hospitalizing the patient but rejected it for several reasons. The
patient did not meet the commitment criteria and did not want to enter the
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hospital. He had never tried suicide before. I was concerned that, given his
declining self-esteem, if I hospitalized him at this point, I would be making it
much more likely that he would kill himself. So, even though I knew there was
an elevated risk of not hospitalizing this patient, I determined that it was outweighed by the clinical risks of hospitalizing him [25].
In short, any therapist treating an elderly patient who is considering rational
suicide is well advised to carefully and thoroughly document all of the clinical,
personal, and existential factors that are operative in the case at hand. Accurate
documentation “is a sine qua non of demonstrating professional competence”
[18]. Furthermore, the stronger a therapist’s documentation is of the evidence for
ﬁnding the patient able to act truly voluntarily, “the more remote the prospect for
malpractice liability for suicide may be, since it is thus more likely that the
[patient’s] independent and competent action is the proximate cause of the outcome” [23].
5. “The clinician must take special precautions against suicide when treating the
at-risk patient, including–where appropriate–involving the patient’s family or
friends in safety or discharge plans” [21]. The involvement of an elderly patient’s
family and friends may not be so important for implementing an adequate safety
or discharge plan as it is for ensuring that the patient’s desire to die is well
thought out, persistent, and in accordance with the patient’s fundamental values.
If the family and friends do not oppose the patient’s plan and may even endorse
it (e.g., the Bennett case in Chapter 1 of this volume), the clinician has learned
something very important. The same is true if they oppose the patient’s desire
and want to intervene. The latter situation rightly puts the onus on the family to
take afﬁrmative steps to make the patient’s life more bearable.
Of course therapists have an ethical and legal obligation to maintain their
patients’ conﬁdentiality; the failure to do so can destroy or damage a strong
working therapeutic alliance between therapist and patient. However, “it is
important to note that conﬁdentiality is not absolute and that there are circumstances under which breaking conﬁdentiality is both legally and ethically
required” [21]. Preventing an impending suicide by informing family members
of the patient’s intent, for example, is generally a valid reason for breaching
conﬁdentiality as doing so is in the patient’s own interests. It should be an
unusual “rational” suicide when the patient’s loved ones are unaware of her
desire to die and have not had an opportunity to take action that might change the
patient’s mind. On the other hand, as dysfunctional and abusive families exist,
good reasons might exist for their exclusion from the patient’s plans. In any
event, when an elderly person expresses an intent to take her own life, a clinician’s suspicions should be aroused if her family is not involved in the patient’s
deliberation about a choice of last resort.
In conclusion, while undoubtedly the existence and meaning of rational suicide is contested among mental health professionals and others, the contents of
this volume and the work of a variety of commentators demonstrate that it is not
a bizarre or fringe concept [22, 23]. Studies show that signiﬁcant numbers of
mental health professionals believe the concept is meaningful and report that
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they have worked with clients they considered to be rational when contemplating
suicide [23]. The fact that clinicians respond in different ways to patients who are
considering suicide for reasons they ﬁnd compelling does not necessarily mean
that any particular clinical response is the standard of care. Courts have held that
if there are several professionally acceptable approaches to a situation, then a
clinician may choose among them, even if that is not the dominant approach,
provided that it is endorsed by a signiﬁcant or respectable minority of clinicians
with similar training and experience [23].
Laws pertaining to a professional’s legal responsibilities vary from state to
state. For example, in some jurisdictions, psychiatrists and psychologists may be
held to differing standards of care, with the former facing stricter requirements
[21]. Moreover, the application of law to a particular situation is fact sensitive.
Consequently, it is advisable for clinicians to consult with a lawyer who represents them personally (and not an institution for which they work) to better
understand what legal risks they might face in managing a competent elderly
patient who no longer wishes to live.
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Refractory Depression and the Right
to Terminate Active Treatment
Barbara R. Sommer and Kristin S. Raj

4.1

Introduction

This chapter discusses whether patients with treatment-refractory depression have
the same right as patients with other refractory illnesses to control when to terminate active treatment of their depression. The chapter questions the rationale for
compelling such patients, refractory to many trials of ever more complicated medication regimens, to continue with treatment, even when doing so would be unlikely
to help.
Before discussing this ethical issue, it is important to describe the patients to
whom it applies. We begin by deﬁning treatment-refractory depression (TRD), with
some of its possible biological underpinnings, and then we discuss some newer
strategies for treatment, some now established and others that remain investigational. Then we will discuss the concept of “terminal depression,” in which the
refractory patient has become so disabled that their very life is shortened by the
psychiatric disorder. To draw parallels with other treatment-refractory disorders, we
will discuss the concept of capacity in patients with refractory medical disorders
and the inﬂuence of depression on their decisions. Such comparisons between medical and psychiatric patients are not common in the United States but are made in
some other countries, and we will discuss the potential ramiﬁcations of such
comparisons.
The chapter aims to discuss only the rights of patients who want to terminate
active treatment. Many patients and their families want to pursue all options, even if
prior treatments have been ineffective, and we are not addressing this group.
Likewise, we will not discuss the group of patients who may wish to terminate care
speciﬁcally with the intent to commit suicide.
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In the USA, the legal concept of a medical patient’s autonomy over end-of-life
care has been discussed at least since 1969, when attorney Luis Kutner discussed
the living will and the right to terminate care in the event of an incurable condition
[1]. In 1976, after the case of Karen Ann Quinlan, which discussed the physician’s
obligations in the termination of life support, the moral burden of a patient’s death
was placed on the disease, rather than on the physician [2]. While TRD is not generally considered a terminal illness, directly causing death if untreated, the issue of
when to terminate active medical treatment is similar. The advocacy for a terminally
or incurably ill person to refuse life-sustaining measures intended to prolong life
artiﬁcially [3] is to be differentiated from physician-assisted suicide.

4.2

Treatment-Resistant Depression (TRD)

Despite the availability of modalities to treat depression such as antidepressants
with differing biochemistries, augmentation strategies (anticonvulsants, antipsychotic drugs, lithium, thyroid hormone), psychotherapy, and interventional neuromodulatory treatments (electroconvulsive therapy (ECT), repetitive transcranial
magnetic stimulation (rTMS), and vagus nerve stimulation), a minority of patients
does not improve with therapy. Overall, 50 % of patients with major depression fail
to reach full remission despite adequate treatment, and 30–50 % of responders do
not respond in the long term (greater than 50 % reduction of symptoms on the
Hamilton Rating Scale for Depression) [4–7]. In the comprehensive STAR*D study
of treatment outcomes, evaluating an outpatient cohort of over 4000 patients with
nonpsychotic depression, remission was best for the ﬁrst two treatment steps, with
over 50 % responding if they stayed in treatment. The participants who required
additional treatment steps were found to have poorer treatment outcomes, and while
the overall remission rate was 67 %, patients requiring multiple trials with augmentation experienced only 13.0 % remission rates. Furthermore, the patients requiring
more treatment steps had a higher relapse rate [8].
In the longer term, follow-up studies have found that up to 12 % of patients suffering from major depression have a poor outcome even after 5 years of treatment
[9, 10] and the likelihood of recovery seems to decrease over time [11]. One metaanalysis found that the risk of relapse increased after each successive trial and that
the all-cause mortality rate from natural causes was 32 % after 7 years [11]. The
result for treatment-refractory patients is a lower quality of life than treatmentremitted patients, with more work missed and more frequent medical visits, which
may account for the $29–45 billion thought to be the ultimate cost of such depressions [7].
Although TRD has many deﬁnitions in the literature, with attempts to stage the
entity [10, 12, 13], most outcome studies describe the phenomenon as a failure to
achieve remission despite two different antidepressant trials of adequate duration (at
least 1 month) [10, 14–16]. Other outcome studies of therapies speciﬁc to TRD give
alternative, more stringent deﬁnitions of the disorder. For example, studies of the
effectiveness of deep brain stimulation (DBS) deﬁne refractory depression as a major
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depressive episode of at least 1 year, with failure to respond to a minimum of four
different antidepressant treatments, psychotherapy, and ECT [17, 18]. Another study
used the following criteria: at least 4 episodes of MDD, or chronicity of an episode
over 2 years, more than 5 years after the ﬁrst episode of MDD, failure to respond to
more than 5 weeks of maximum doses of antidepressants from at least 3 different
classes, and at least 2 different augmenting strategies, such as thyroid hormone (T3),
lithium, stimulants, antipsychotic medication, anticonvulsants, buspirone, or a second antidepressant. ECT consisting of greater than 6 bilateral treatments and at least
20 psychotherapy sessions must also have been administered [19].
Requirements to meet a diagnosis of TRD include veriﬁcation both of the diagnosis and of adequate treatment trials. Speciﬁcally, patient adherence to each medication regimen must be documented, with assessment of symptoms over time, either
with depression instruments or with diary or self-report [10]. Community-based
surveys have shown that fewer than 50 % of patients receive either an adequate dose
or duration of antidepressant treatment [20]. The diagnosis of treatment refractory
should not be made unless adequate psychotherapy also has been tried. The effects
of cognitive behavioral psychotherapy (CBT) recently have been shown to be as
effective in treating severe depressions as in treating mild or moderate depression,
and many patients with severe depression have not been found to need concomitant
medication therapy [21]. Thus, while lack of CBT historically has not been used in
deﬁning TRD, current evidence suggests that it should be included. Likewise, the
importance of spirituality has been evaluated in an observational study of 160 medical patients at the end of their lives. Greater spiritual well-being, assessed with a
scale measuring the extent to which one derives support through spirituality, was
seen as conferring relative protection from end-of-life despair and from asking for a
hastened death [22]. This was an observational study unable to account for the possibly overlapping factors of spiritual well-being and depression. Nevertheless, prior
to the designation of TRD or terminal depression, chaplaincy contributions may be
important in many cases.

4.3

Terminal Depression and the Case of Mr. A

These alternative deﬁnitions, all describing “treatment resistance,” lend support to
the concept of a spectrum ranging from treatment responsive, resistant, refractory,
and then terminal. In this range, a partial response is deﬁned as less than a 50 %
reduction in Hamilton Depression Rating Scale, as mentioned above. Refractory
patients either suffer from nonresponse or worsening of symptoms over time [4].
Along the continuum of nonresponse to treatment, terminal depression implies a
rational belief that a patient will ultimately die of natural causes without his/her
depression improving, despite multiple reasonable adequate trials of medications,
interventional treatments such as rTMS or ECT, psychotherapy, and intervention by
clergy as appropriate [23]. It may be considered in patients with the increased medical morbidity that often accompanies depression and that cannot be adequately
treated in the face of the depression [24]. For example, a study of primary care
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patients found that treatment resistance was associated with both overweight and
frank obesity, with higher rates of disability and comorbidity [25]. Although one
cannot infer causality, it is likely that the health problems and depression exacerbate
each other.
In particular, the geriatric population may suffer from depressive signs and
symptoms that are complicated by additional factors that may lead to the diagnosis
of terminal depression [25]. Older patients may experience a decline in physical
health, with decreased food consumption and ambulation. Frail older patients may
be at risk for falls and, after staying in bed for protracted periods also may run the
risk of deep vein thrombosis. Complicating this picture is the risk of delirium posed
when older patients are given multiple medications [26]. While treating such
patients with all available regimens is the standard of care, there are instances when
such patients do not improve or even decline because of the medications, and remission becomes a frank impossibility. We describe here a case of such a patient whose
case gave rise to our deﬁnition of terminal depression. This case has been described
in detail elsewhere by the authors of this chapter [23]:
Mr. A first experienced a profound depression at age 59. There were no confounding medical illnesses, medications, or family stresses, and he did not present
with concurrent psychosis or dementia. His prominent difficulties were with poor
sleep and appetite and lack of energy, and he was treated with citalopram and psychotherapy. This led to a remission for 5 years after a psychiatric hospitalization,
and Mr. A was able to resume his job. However, his depression recurred 5 years
later when Mr. A’s wife found him to be irritable, isolative, and psychotic. He no
longer was able to function as the professor he had been. When his outpatient psychiatrist prescribed an increase in citalopram, he refused, having lost confidence in
the medication on which he again became symptomatic. Suffering from anergy and
paranoia that others were poisoning his food, he stopped eating. He had intrusive
thoughts and auditory hallucinations. A CT scan of his brain was normal. Mr. A
remained alert, oriented, and fluent in his speech. Neurological examinations were
unrevealing.
Soon Mr. A stopped eating altogether and lost 45 lb. With extreme poverty of
thought and slowness of speech, he was voluntarily admitted for his third psychiatric hospitalization. At times he refused to get out of bed to perform activities of daily
living, and despite his lack of the classic waxy flexibility on physical examination,
the staff considered the diagnosis of catatonia. He described a somatic delusion
about esophageal and intestinal blockage, causing him to refuse to eat or drink. An
MRI of the brain was consistent only with nonspecific chronic small vessel ischemic
disease. Also noted was mild global prominence of the ventricles and sulci consistent with mild cerebral tissue loss, specifying that the loss was slightly greater than
expected for individual his age. A Mini Mental State Exam (MMSE) was 29/30,
missing one point for “serial 7s,” and a diagnosis of dementia was ruled out.
Mr. A received a course of 16 bilateral ECT treatments during this hospitalization, with scores on the Montgomery-Åsberg Depression Rating Scale (MADRS)
decreasing only from 53 to 34, reflective of continuing very severe depression.
However, he became less paranoid and began oral intake again, gaining 20 lb. The
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ECT did not result in demonstrable cognitive impairment, save for some loss of
autobiographical memory.
Five months after discharge, the patient relapsed and required another psychiatric hospitalization. Another medication regimen was prescribed, and while the neurovegetative symptoms improved, he continued to complain of depressed mood.
Given the magnitude of his functional decline from his baseline, a course of 16
ECTs was again administered. Unfortunately, his MADRS score only decreased
from 45 to 33. At the time of final discharge, he was able to participate in some ward
groups and activities and was able to leave his room for short escorted walks with
his wife or with staff. He continued to exhibit constricted affect and to appear dysphoric, and he stated he felt “frustrated” for lack of overall improvement in his
mood. He did not appear psychotic.
Mr. A’s wife stated that about 6 months later, he became “tired of seeing the
psychologist and of taking medications,” telling her, “Enough is enough.” His
refusal to take medications was again followed by refusal to eat, and another psychiatric hospitalization ensued. His primary care provider felt that Mr. A had capacity to make his own decisions and after consulting with an ethicist, informed Mr. A’s
wife that it was “ok to let him go.” Medication adherence became an issue, as Mr.
A was at this point refusing to abide by a daily regimen. His ability to assess the
advantages and disadvantages of another course of ECT were intact. He remembered these risks and benefits based on recall from his prior ECT experience. In
hospital, the patient did allow pharmacological treatment, and his anxiety improved,
enabling him to get out of bed with aid from physical therapy once or twice a day.
It was at this point that that the patient decided that he was no longer interested
in any treatment for depression. He was able to recall that he had had several psychiatric hospitalizations and ECT with little effect. Feeling a burden to his wife, he
felt that there was nothing left to ameliorate his low level of functioning. He no
longer wanted his wife to visit. When she did see him, she often cried at his deterioration and entered counseling herself. He acknowledged to one of the authors that
he felt he had lost his dignity. A palliative care consultation was called, but he
refused to see the team.
While he appeared to have capacity to refuse treatment, given his severe depression with somatic delusions, an ethics consultation was sought to determine if the
team could abide by his wish. It was determined that the patient did indeed have
capacity and he was transferred to a skilled nursing facility, nasogastric tube (NGT)
in place. He continued to demonstrate paucity of speech, with long latency of
response. After 3 weeks at the skilled nursing facility, the patient pulled the NGT
and said “goodbye” to his wife. He died several days later. A complete list of his
medication regimen is listed in the paper cited above.
We propose that Mr. A may be thought of as having suffered from the psychiatric
equivalent of a terminal illness. Like other patients suffering from medical disorders
who do not respond even to the most up-to-date strategies and who are considered
“nonresponders,” his prognosis became increasingly grave. As it became progressively more difﬁcult for him to experience a sustained remission, he began to spend
increasing amounts of time in hospitals. His treatments were aggressive, and while
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one may argue over the details of some combinations of treatments, there is no argument that he received adequate trials of several antidepressants in adequate doses,
with evidence-based augmentation strategies. Furthermore, he was administered
ECT twice. Nonetheless, no treatment, save citalopram at the onset of his symptoms, was helpful for a sustained period.
Mr. A was competent in his understanding that after having had many available
psychiatric treatments, one viable option was to continue with enteral (tube) feeding
and even more medications in an assisted living environment. Alternatively, he
could have accepted ECT, which had not caused sustained remission in the past and
which gave rise to autobiographical memory loss. In addition to his psychiatric
diagnosis of major depression with psychosis, he may have also been suffering from
the depression and demoralization often superimposed on patients in the terminal
phases of medical illnesses and which may increase the desire to die [27, 28]. Mr. A
also likely suffered from a mild vascular neurocognitive disorder, which was not felt
to decrease his capacity to make decisions regarding his health care. Mr. A was a
voluntarily admitted patient who, while depressed, was never suicidal during any of
his admissions and who clearly understood the ramiﬁcations of the different courses
that could be taken on his behalf. His capability was in line with most research ﬁndings that even patients with very severe depression maintain their competence to
make health care decisions [29].
This case differs from the landmark Chabot case in the Netherlands in 1994, in
which the Supreme Court ruled that to assess capacity, it is the seriousness of the
suffering that is important, rather than whether the patient suffers from a psychiatric
versus medical disorder. In this case, the Court found the physician guilty because
he had not obtained a face-to-face evaluation by an independent medical expert.
Our case also differs from a case described from the Netherlands in 2013, when a
patient with what we would call terminal depression requested and was granted
physician-assisted suicide. In this latter case, the patient had wanted to end her life
of suffering after years of intermittent suicidal feelings and plans. In our case, while
the patient knew that withdrawal of nasogastric feeding would hasten his death, he
was not suicidal per se [30].

4.4

Biological Substrates of TRD

There may be several ways to understand the biological mechanisms of treatmentrefractory or terminal depression. Research suggests that some late-onset depressions are associated with abnormalities in the anterior cingulate and dorsolateral
prefrontal cortex, thought to be central pathways in depression [31, 32]. Such
abnormal changes are thought to diminish the possibility of a full response to medications or to electroconvulsive therapy (ECT), which make use of such pathways
[31]. Vascular pathology, particularly common in the elderly, may play an important
role in the refractoriness of depression by virtue of such limbic area disruptions.
It is thought that up to three-quarters of patients with depression who present to
psychiatrists in older age (over 50 years old) have a late-onset form, associated with
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such cerebrovascular disease and decreased responsiveness to antidepressant
treatment [33]. In 1994, Hickie et al. described TRD in patients who had not
responded to the following regimens: imipramine in doses of at least 150 mg, tranylcypromine 40 mg, phenelzine 60 mg for at least 4 weeks, at least 8 treatments in
a course of ECT, and chlorpromazine in doses of at least 300 mg equivalents in the
case of psychosis. In the study group of 39 patients treated on inpatient units for
periods up to 15 weeks, the authors found that there was a strong correlation between
poor treatment response to either pharmacologic treatment or ECT and the extent of
subcortical white matter lesions on MRI. The ﬁndings were independent of the presence of concurrent essential hypertension. While this correlational study examined
only a small sample of inpatients with very severe depression, the authors were able
to conclude that white matter hyperintensities were associated with older age of ﬁrst
psychiatric episode, lack of family history of depression, with neuropsychological
deﬁcits, and a poorer response to treatment [34]. The concept of vascular depression
was developed in the 1990s, differentiating early-onset from late-onset depression
[24, 32, 35–37]. Whether depression increases the likelihood of acquiring vascular
disease [38, 39], whether vascular disease increases the likelihood of acquiring
depression [34], or whether these two disorders co-occur in a group with predisposition to both is unclear, but the result is a difference in outcome between depressed
patients with and without cerebrovascular disease [40, 41].
Smaller frontal lobes, indicating neuronal atrophy, may be another risk factor for
late life depression, thus suggesting either that there may be at least two anatomical
pathways to the disorder or that the magnitude of vascular ischemia is the basis for
such atrophy [42]. This frontal lobe impairment, clinically manifested by executive
dysfunction, also has been demonstrated as a predictor of poor response to
antidepressants.
There is ongoing research on the complicated interplay between genetic expression differences and risk for depression. For example, effectiveness of escitalopram,
sertraline, or extended release venlafaxine, along with risk of side effects from these
medications, has been associated with variants of the ABCB1 gene, which encodes
P-glycoprotein. Genetic variants of this gene have been thought to account for differing brain concentrations of these medications in an 18–65-year-old population
[43]. In patients whose ﬁrst depression occurred in older age (60–75 years old),
variants of certain regions of the SLC6A4 gene, impacting serotonergic function,
have been found to give rise to a more robust response to serotonin reuptake inhibitor (SSRI) antidepressants such as citalopram [44].

4.5

Novel Antidepressant Approaches to TRD

Recently, new techniques have emerged that attempt to treat TRD with greater
effectiveness, often with greater site speciﬁcity than pharmacological agents can
offer. The changes in limbic microcircuitry associated with ensuing high incidence
of partial or nonresponse may require such novel treatments, which we believe may
give hope in the treatment of TRD, both in young adults and in the elderly.

52

B.R. Sommer and K.S. Raj

A. Deep brain stimulation (DBS)
Several studies have shown that deep brain stimulation (DBS) gives rise to
signiﬁcant changes in motivation and depressed mood in young adult patients
with TRD [17–19, 45], but older patients have not been studied with this technique. Future studies of DBS for the treatment of TRD may give rise to more
optimism, particularly in young adults who do not have the cortical striatal
abnormalities seen in late life depression but whose circuitry is likely variable in
different individuals [46].
B. Ketamine
Another novel antidepressant approach has used the N-methyl-D-aspartate
(NMDA) antagonist anesthetic ketamine, which many open trials have suggested induces a decrease in symptoms by from 25 to 78 %. Although the effects
were far more rapid than are seen from traditional antidepressants, in general
these effects were short lived, and only the young adult age group has been
studied [47, 48]. Two recent meta-analyses evaluated its effects, one using data
from seven trials and 147 participants [49] and the other using data from a total
of 1242 subjects receiving either ketamine or other NMDA antagonists [50].
Ketamine was found to positively augment the treatment effects of ECT after an
initial treatment, but these effects waned by the end of the series [49]. Many of
the ketamine studies included a small number of patients, and some were seen
as biased. The authors called for more rigorous trials before concluding efﬁcacy
versus nonefﬁcacy [50]. Because other NMDA antagonists such as D-cycloserine
and rapastinel only slightly affected depressive symptoms, the authors concluded that other mechanisms of action besides NMDA antagonism for ketamine must be found [50].
C. Repetitive transcranial magnetic stimulation (rTMS)
DBS and ketamine trials have studied the younger adult population, with age
cut-offs of 65 years old, but the use of repetitive transcranial magnetic stimulation (rTMS) has been used and studied in a small number of late-onset vascular
depression patients as well [51], and another more comprehensive open trial of
257 patients found that in this treatment-refractory group, whose ages ranged
from 18 to 90 years old, 205 patients were able to complete the 1-year trial. Of
them, around two-thirds experienced a sustained positive response to treatment
with minimal adverse effects [52].
D. Vagus nerve stimulation (VNS)
Vagus nerve stimulation (VNS) is another recent intervention and FDA
approval was obtained in 2005 for the treatment of severe depression. This technique uses a pacemaker-like device implanted to generate electric pulses and to
stimulate the vagus nerve. In a 2-year open naturalistic follow-up study of adult
outpatients with chronic or recurrent depressive episode, but not necessarily
TRD, there was a response rate of 42 %. Remission rates were 22 % at 2 years
[53]. To investigate the effects of VNS on patients with TRD in particular, Rush
et al. performed an open trial of 30 patients with a mean age 47.5. They found
12 responders with improved social functioning after 4–9 months of follow-up
[54]. The effects of VNS, while modest in the treatment of TRD, are signiﬁcant
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in this hard-to-treat group. The effects in elderly patients with TRD, evaluating
both primary and side effects, have not comprehensively been studied.
These novel treatment modalities show great promise, but most are investigational, require hospitalization with infusions or surgery, and are not readily available to the general population. Furthermore, the newest potential treatments often
have not been studied in the older population, who may have different response
rates because of the associated vascular changes or frontal atrophy.

4.6

Decision-Making Capacity

While depressive disorders in general are not considered terminal, older patients, in
particular the “oldest old,” over 85, fare poorly with TRD [55, 56]. In a large cohort
study of 5751 individuals over 65, the 496 depressed subjects without disability at
the start of the study were found to be at increased risk of disability (by 67 %) and
immobility (by 73 %), after 6 years, compared to their nondepressed counterparts.
These ﬁndings were independent of medical disorders [57]. Moreover, medical
comorbidities are common in this population, and patients with depression accompanying a medical illness may suffer from signiﬁcantly greater impairment than
patients without such disorders [55]. After a patient has undergone several courses
of antidepressant treatment without therapeutic effect, the malnourished, frail,
older, depressed individual may be seen as suffering from the psychiatric equivalent
of a medical illness, culminating in a terminal disorder if untreated. The question
then arises as to whether such a severely depressed patient has the capacity to
choose to terminate pharmacological care after multiple failed attempts at treatment, knowing that the outcome may even hasten death [23].
Applebaum has described four major components in decision-making capacity.
The patient must be able to clearly communicate a treatment choice, understand the
relevant information about the condition and treatment options, appreciate the
choices and their consequences, and engage in rational discussion of these options.
A patient must be able to make a choice about treatment without frequent vacillation about the decision and must understand the risks, beneﬁts, and alternatives of
all choices, including the choice to withdraw treatment. In summary, the patient
must possess insight into the condition and the ramiﬁcations of accepting or withholding treatment [58].
Rudnick argues that while Applebaum’s four primary tenets of capacity may be
unaltered in depression, “coherence of personal preferences” may be disrupted. A
depressed patient’s treatment preferences should be compared to what his preferences may have been while well and should be respected if consistent [59]. This
raises the issue of psychiatric advance directives, discussed later in this chapter,
which are honored in some but not all states in the USA [60, 61].
When a patient suffers from depression, end-of-life issues generally are delayed
until the depression has lifted, with the implicit assumption, as above, that passive
suicidal thoughts and feelings of hopelessness will abate or disappear [62]. Patients
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are most often considered temporarily incapable of making such important decisions when depressed. Studies show that in general they have more optimism after
antidepressant treatment, and this optimism also may apply to decisions about
advanced directives [62, 63]. Indeed, a patient with a chronic medical condition and
an untreated depression should ﬁrst have their depression treated prior to the possibility of prematurely invoking the right to die. A few studies have examined the
effect of depression on hypothetical preferences for life-sustaining therapy, with
contradictory ﬁndings. One found no relationship and the other observed higher
depression scores correlating with more acceptance of limiting life-sustaining therapies [64, 65].
Ganzini and Lee found that when elderly patients had both mild to moderate
depression and medical illness, the depression exerted little inﬂuence on choices
about life-sustaining medical treatment, and there was no signiﬁcant increase in
choosing medical therapy once their depression remitted [66]. Thus, one might conclude that mild depression would not interfere with judgment in the decision to
terminate psychiatric care. The same group found that treatment of severe depression did increase preferences for life-sustaining medical treatments [66], suggesting
patients suffering from more severe depression will seek more medical care when
treated.
While a sense of grief or disappointment is not uncommon in patients with serious medical illnesses, fewer than half of people with terminal medical illnesses
meet strict criteria for major depression [67]. Nonetheless, depressive cognitive distortions without a formal diagnosis may result in a negatively biased sense of important potential outcomes. Moreover, these subtle depressive cognitive impairments
may not represent the choices that a patient otherwise would have made based on
their previously expressed values [62, 68], ﬁndings which seem at odds with those
of Ganzini et al.
There is little in the literature that discusses capacity as it pertains to depression
as the primary medical disorder. As articulated by Appelbaum and Roth, “Of all the
psychopathological processes associated with refusal [of treatment], depression is
the most difﬁcult to recognize, because it masquerades as, ‘Just the way I would
think if it happened to me’ … The depressed patient is frequently able to offer ‘rational’ explanations for the choices that are made”[69]. In general, psychiatrists have
been more reluctant than other physicians to accept the right to withhold treatment.
The perspective is that a patient wanting to stop active treatment is surely suicidal,
resulting from psychiatric illness. However, if the depressive disorder is refractory
to treatment, the question becomes moot. Depressive disorders are similar to other
medical disorders, in that the patient’s desires would be different if the disorder
were treated, but when in a refractory state, response is unobtainable. This logic
brings into question whether anyone with a desire to end life-sustaining treatment
has capacity to make that decision [62]. But the criteria for capacity and a patient’s
assessment of their quality of life continue to apply.
The legal case of Elizabeth Bouvia is an important example that addresses this
issue. Ms. Bouvia was a young woman with severe cerebral palsy and pain, admitted to a psychiatric ward after presenting with what was seen as suicidal ideation.
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Being unable to feed herself or swallow, she nonetheless refused tube feeding. The
attending psychiatrist opposed her refusal, believing that her views represented the
suicidal feelings of a psychiatric disorder, which caused her admission to his service. The appellate court upheld Bouvia’s refusal [70]. Legal scholar Alan Meisel
described this tube feed refusal not as a desire to commit suicide but rather as resignation to accept a potentially earlier death [71]. Thus, the court moved toward a
view that knowledge of a hastened death did not negate one’s right to refuse medical
treatment. In this case, refusing an invasive and long-term treatment was not seen as
the same as the active desire to end life.

4.7

End-of-Life Decisions in Psychiatric Patients in Europe

One way to consider the discussion of capacity in patients with depression without
concomitant life threatening illness, is to understand the way other countries have
addressed this issue in the more extreme case of physician-assisted suicide. In 1997,
the Supreme Court in the Netherlands ruled that in rare cases, unbearable psychological suffering may justify physician-assisted suicide. A subsequent study of
patients with psychiatric diagnoses found that 30 % of psychiatrists had received
such requests and that 2 % were granted. Half of these patients had concomitant
medical disease, often terminal. Thus, assisting psychiatric patients in their desire to
end their lives has been rare in a country with among the most liberal laws in assisted
suicide [72]. In Belgium, euthanasia was given for “unbearable mental suffering
due to an irreversible disease” in 3.5 % of total cases [73]. The psychiatric patients
requesting such services tended to be young (64 % under 50 years old). Suffering
was the major determinant causing requests for physician-assisted suicide or euthanasia. Dependency, loss of autonomy, pain, feeling a burden, but most of all hopelessness about the future contributed to these requests. The psychiatric patients were
described as suffering from unbearable suffering most of the time [74].
To ensure the appropriateness of the rationale, the capacity of the patient, and to
ensure that no treatable symptoms are present, the authors called for multidisciplinary meetings involving patient and family [73]. Speciﬁc recommendations
included multiple psychiatric consultations as a part of a comprehensive assessment, thorough written documentation, and assessment of issues of transference and
countertransference. Elderly patients complaining of severe bereavement, physical
pain, and “fatigue of life” are not considered candidates for physician-assisted suicide with the expansion of palliative care services. For such patients, speciﬁc treatment of each symptom is seen as the appropriate course of treatment [75].
While our chapter does not include the discussion of euthanasia or of physicianassisted suicide, it is worthwhile to discuss the ways in which European countries
use these laws in thinking of a psychiatric patient’s wishes as a part of the above
advice on end-of-life decision-making. Some case reports emerging in the lay press
may be stimulating this discussion. For example, in June 2015, a 24-year-old
Belgian woman with longstanding depression, having had a number of psychiatric
hospitalizations was given the right to undergo physician-assisted suicide despite
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her young age and lack of a terminal medical illness [76]. In the Netherlands, the
Termination of Life on Request and Assisted Suicide Act of 2002 was passed.
However, the dilemma of requests from patients with psychiatric disorders request
for physician-assisted suicide has been debated ever since. So far the outcome of
such debates has been the recommendation that these options require more scrutiny
than those given to patients with medical disorders. Nonetheless, decisions on endof-life care of psychiatric patients have not been a priori be ruled out [75].

4.8

Discussion

This discussion was intended to explore the autonomy of capable patients with nonsuicidal TRD to make decisions about their regimens in a fashion similar to patients
with other medical disorders. Conversations about the potential cessation of active
pharmacological care should be considered for patients who do not respond to treatment and who seek treatment discontinuation. Such patients would then be free of
side effects of ineffective medications, which have even been reported to exacerbate
cognitive impairment in some cases [77]. Clinicians should encourage patients with
TRD to continue to receive active non-pharmacological treatments such as psychotherapy, spiritual care, and caregiver support, all integral components to treating
geriatric medical and psychiatric patients in general [55].
Instilling and fostering hope in treating a patient with TRD remains an important
part of the work of psychiatrists and has been considered a crucial component in the
treatment of any patient [78]. While discussing the consideration of a patient to terminate active treatments, it thus remains key to balance a sense of hopefulness regarding
other life potentials for the patient, even if remission of the depression is unlikely.
Termination of active medical treatments in this population is not entirely analogous to patients with other medical disorders. Compared with refractory medical
disorders, psychiatric disorders are not life threatening in the same way, and patients
may be destined to live potentially long lives, albeit with untreatable morbidity. We
suggest that despite these differences, patients have the same rights to stop treatments if they are without signiﬁcant therapeutic value. As is the case in other medical disorders, such decisions should be based on stricter criteria for capacity than
the criteria used for less potentially risky decisions [79].
Current investigations of neuromodulatory treatments are exciting and hold hope
for future treatment of patients with TRD. At this time, not all patients have access
to these new treatments, which have not been studied extensively in geriatric
patients. Novel techniques to improve symptoms are being developed so rapidly
that response and remission rates are likely to improve in the future. Even now, the
Fava criteria [13] that often deﬁne TRD may need to be updated to include the novel
trials listed above and also CBT.
In the future, patients with TRD will be unlikely to want to discontinue biological
care as advances in treatments improve outcome. At this time, however, when
patients refuse continued pharmacological intervention, we question the usual
response of psychiatrists to give medications involuntarily, in the face of the side
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effects and cost, when there is little to no expectation of improvement. In such
cases, however, providers should inform patients that future techniques may well be
of greater value, and indeed patients need a great deal of education about newer
techniques on the horizon.
A meta-analysis describing end-of-life decision-making has been studied in six
Western European countries, the Netherlands, Switzerland, Denmark, Sweden,
Belgium, and Italy [80]. In this naturalistic study performed in 2003 of over 20,000
deaths, the authors found that one-third of patients had died unexpectedly, such that
end-of-life decisions could not be made. In the other two-thirds, end-of-life decisions were made from 23 % of the time (Italy) to 51 % (Switzerland). Medications
were explicitly given to hasten death from 1 % (Belgium) to 3.4 % (Netherlands) of
the time. While end-of-life decisions were often made in all the countries studied,
there was variability in the types of decisions. The authors called for regarding endof-life care as having the same importance as the more traditional goals of physicians of curing disease and avoiding premature death [80]. These decisions are
rarely discussed in the ﬁeld of psychiatry.
As is the case with medically ill patients, advance directives may at times be a
way in which to address decision-making in treatment-refractory psychiatric illness.
While not accepted in much of the United States, these directives allow an individual during a symptom-free time to state preferences about treatment should they
become incapable. Directives may have the potential to minimize coercion and hospitalization as individuals are able to make their wishes known in advance [61].
However, it has been argued that a patient’s views on treatment may change with
illness and that even patients with severe depression are usually competent, as discussed above. Thus, if a patient were to decide to terminate medical treatment during the course of a depression, after having requested aggressive treatment in the
advance directive, treatment decisions may become even more difﬁcult [60]. We
believe, though, that the idea of advance directives should be considered for all
patients, including psychiatric patients. The issue of a patient changing his mind
during an exacerbation is similar in both psychiatric and medical patients, and most
often these directives are more helpful than not.
In viewing psychiatric disorders as similar to medical ones, some have called for
the psychiatric profession itself to do likewise, considering the illnesses they treat as
potentially refractory. Parker et al. speciﬁcally call for psychiatrists to discuss the
acceptance of end-of-life decisions in the context of accepting that psychiatric disorders are analogous to medical disorders as patients fail to respond to treatment
[81]. With the above cautions in mind, this chapter attempts to do just that while
also describing the factors that differentiate psychiatric and medical patients.
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A Psychological History of Ageism
and Its Implications for Elder Suicide
Alan Pope

As Heraclitus told us at the dawn of Western civilization, all phenomena are impermanent and subject to change. We grasp this existential fact easily when speaking of
rivers or even mountains, but we face tremendous emotional difﬁculty when applied
to changes in our own bodies. Consequently, we resist the living reality of aging and
death in ways that deeply impact how we perceive ourselves and relate to the world
around us. One could argue, as I will, that this tendency toward denial is one of the
deep underlying forces behind the widespread phenomenon of ageism in contemporary Western culture.
Ageism existed long before Robert Butler coined the term in 1968 [1], deﬁning
it as “a process of systematic stereotyping of and discrimination against people
because they are old.” Although he explicitly compared ageism with racism and
sexism, there is an important structural difference. Racists and sexists deﬁne others
as different from themselves on the basis of attributes (race and sex) that generally
will never be bridged,1 while ageists deﬁne others on the basis of a difference (age)
that not only can be bridged but eventually will. That is, the qualities in the other
toward whom we hold prejudice in ageism are precisely the qualities that await us
in our future [2, 3]. In this way, ageism has a deep connection with gerontophobia,
the fear of growing old [4]. The implications are profound: insofar as our personal
self exists as a continuum that includes the past and the future, avoiding and denying our future self is inherently self-alienating. With ageism, we therefore not only
cease to identify with elders as human beings—we cease to identify with ourselves
in the fullness of our own humanity.
This analysis reveals that ageism has a personal intimacy that racism and sexism generally do not.2 Sometimes it is most difﬁcult to see that which is closest to
us. Ageist attitudes, in ourselves and other people, are accepted so widely as to go
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largely unnoticed and are arguably present to some degree in everyone [5, 6]. Older
adults often are regarded by individuals and portrayed in the media as incompetent
and unproductive people who drain on precious resources. We celebrate youth and
youthful beauty, but fail to recognize the beauty that comes with age, experience,
and wisdom; instead, signs of aging are seen as ugly and a source of shame. The
language we use toward elders is demeaning [7], and age discrimination commonly occurs in workplaces, medical centers, schools, and various other institutions [5]. Ageist attitudes are so pervasive that they even manifest among
professional geriatric caregivers [2, 6] and, most disturbingly, elders themselves
[8]. It is all too easy to align one’s own attitudes and actions with those of society.
Rather than resist ageist attitudes, most older persons accept and even embrace
their new role in life [6], uniting to form a nonthreatening special class—namely,
that of “senior citizens.”
Not surprisingly, this particular demographic successfully enacts suicide at
higher percentages than the rest of the adult population.3 While the overall reasons
for elder suicide are surely complex, many researchers claim that ageism is an
important contributing factor [4, 11, 12]. These researchers express further concern
that in an ageist culture, well-intentioned efforts to legalize voluntary euthanasia on
the basis of the patient’s own rational decision-making could unwittingly lead to a
dystopia in which geronticide is accepted and widely practiced. Critics respond that
it is nevertheless paramount that we safeguard a person’s right to choose whether
they live or die [13].
Rather than engage this debate directly, I wish to examine the particular historical context within which we ask these questions that we might beneﬁt from a larger
perspective and deeper understanding. And rather than focus only on social and
cultural events as the causal agents in the development of attitudes toward aging and
elder suicide, I wish instead to examine what such events reveal about humanity’s
psychological life and particularly how the hidden assumptions of our cultural
worldview have given shape to the development of ageist attitudes.
For example, I have argued elsewhere that the negative image of older persons
reﬂected by ageism has been reiﬁed into the cultural ﬁgure of “the Elderly” [14]. In
earlier times, we referred to older persons as “Elders,” a comparative designation
that signaled a relationship and connoted respect. Now we generally refer to elders
as “the elderly,” a deﬁnitive form and neat abstraction into which we can easily pour
our negative judgments. It also serves as a construct that separates us from living
human beings—and them from us—thereby constituting the underlying source of
the social class we call “senior citizens.” This image of older persons maintains an
archetypal function in the cultural psyche, exerting its negative inﬂuence in unconscious ways gross and subtle.
In what follows, I examine the traditional historical narrative of the development
of contemporary ageism espoused within the ﬁeld of social gerontology, and its
limitations, before presenting a psychological interpretation aimed at understanding
the psychic shift wherein “Elders” became “the Elderly.” Then following a brief
overview of the history of attitudes toward suicide, I consider what this analysis
reveals regarding the contemporary question of elder suicide.
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Traditional History of Ageism: The Lens of Social
Gerontology

The standard historical narrative gracing most social gerontology textbooks places
ageism as a modernist development, at which time Western culture underwent a
“great transformation” in attitudes toward elders [14, 15]. According to this view,
most premodern societies revered elders as the bearers of wisdom and knowledge
and regarded them as authorities over their extended families [15]. But two key
historical developments would lead eventually to their loss of esteem, power, and
dignity. First, the invention of the printing press by Gutenberg in 1440 enabled the
wide dissemination of accurately recorded information, obviating the key elder role
of preserving and transmitting knowledge of culture, tradition, and history [2]. The
eventual institution of formal education would essentially sound the death knell for
the elders’ traditional function in society [15, 16].
The second major development compromising attitudes toward elders was the
Age of Revolution (1774–1848), which included the American and French revolutions and arguably the Industrial Revolution. The Industrial Revolution and its
concomitant urbanization introduced new job markets which required of workers a
physical strength and adaptability to new technologies that privileged youth over
experience; in addition, the increasingly frequent need to relocate was difﬁcult for
older workers and put strains on the extended families over which they traditionally maintained authority [2]. In factories and ofﬁces, normal hierarchies were
often reversed, as younger colleagues began to enjoy authority over their elders
[15]. The political revolutions in America and Europe deepened this trend, creating
an attitude of age equality that obviated the idea of venerating others on the basis
of age and experience [17]. Meanwhile, medical advances extended life expectancy, which helped to generate negative attitudes toward a growing population of
dependent elders for whom late life was regarded a “second childhood” [2, 18].
These attitudes would deepen in twentieth-century America with the enactment of
social security legislation and the institutionalization of a retirement age [19, 20].
The once authoritative and venerated elders had become powerless, useless, and
irrelevant to modern society.
Although anti-modernist in content, this narrative of the history of ageism is
ironically modernist in form. Its overarching “grand narrative” oversimpliﬁes the
more complex portrait of attitudes toward aging that careful historical scholarship
beginning in the 1970s would later reveal [15]. While it is clear that ageism and
gerontophobia are quite pronounced in our contemporary world, historical evidence
demonstrates that they have existed in various forms for various peoples through
the span of Western civilization. For example, although the ancient Greeks honored
elders’ wisdom, they also demonstrated ageist language. In ancient Rome, elders
exerted power in social and political institutions, but old age was depicted as a time
of physical and mental deterioration [21]. The historical portrait we paint is always
complicated by the sources we consult and the perspectives we adopt. As such, it is
important to bear in mind that there are many different histories of aging [22]. I am
about to tell a different one.
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Psychological History of Ageism

The gerontological narrative views the unfolding of human activity as shaped
almost exclusively by technological, social, and political forces. While these sociological elements are important, excluding the role that ﬁrst-person perspective and
human agency play surely provides a limited portrait. This is especially true when
the subject is attitudes toward older persons, for attitudes are inherently psychological and older persons evoke complex feelings and ideas regarding our own
human possibilities and limitations. Therefore, it is essential to consider the role that
psychological life plays in these historical developments.
Speciﬁcally, I propose that attitudes toward elders and toward aging are rooted in
fundamental, collective ways of seeing which change over time. Our perception of
self, others, and environment is shaped at a deep level by the philosophical assumptions that we hold, certainly, as individuals, but even more powerfully as societies.
These assumptions create the lenses through which we see all phenomena, including older persons. Therefore, my approach is to focus on changes in collective perception so as to understand the development of ageism as a psychological
phenomenon that expresses and reinforces itself through sociocultural developments. In doing so, I will make two arguments. First, I argue that these ways of
seeing provide a deeper inﬂuence on our attitudes toward elders than the sociocultural events to which we ordinarily attribute them. Second, these collective ways of
seeing transform long before they manifest in the sociocultural world as new philosophies, technologies, and sociopolitical developments.
This approach resonates with contemporary historians who believe that the
sociocultural forces of modernism actually had little impact on the perceptions of
old age, even as they agree that by the twentieth century, previously held respect for
elders had turned into unrelenting ageism. In the words of Haber and Gratton [15]:
“the key to understanding status lay in changing cultural beliefs—ones that well
preceded the processes of urban and industrial change” (p. 355). Although the language and focus is different here, the basic idea applies: changes in psychological
beliefs (worldview) underlie changes in attitudes toward elders and always in
advance of manifest social change.
In what follows, I selectively examine changing ways of seeing throughout history that explain how we have come to see “Elders” as “the Elderly.” My own lens
is that of existential phenomenological psychology, a tradition that grounds human
psychology in the broad themes of human existence (existentialism) and whose
method gives priority to the immediacy of lived experience, as opposed to the
abstractions of naturalistic science (phenomenology).

5.2.1

Ageism as Rooted in the Fear of Death

I previously proposed that ageism is largely rooted in the fear of death, the latter
being an important theme in existential philosophy. Some researchers tested this
notion empirically using a theoretical model (terror management theory, or TMT),
which posits that throughout history, humankind has used its worldviews, cultural
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productions, and even sense of self-esteem as strategies for ameliorating the terror
of death awareness [23, 24]. These researchers conducted a variety of empirical
studies (e.g., testing accessibility of death-related thoughts after viewing pictures of
elderly people) to support their contention that ageism is largely rooted in the existential threat that older people present by reminding us of the inescapable nature of
death, fallibility of the body, and impermanence of the self [24]. Terror management
theory is based primarily on anthropologist Ernest Becker’s 1973 landmark book
The Denial of Death [25], which explored the notion that repression of the fear of
death is even more fundamental than that of sexual conﬂict (à la Freud) in shaping
our personality and motivating our activities. In this view, the fear of death constitutes a deeper inﬂuence on our attitudes toward elders than the sociocultural events
to which we ordinarily attribute them.
But has death been feared in the same ways throughout history? The evidence clearly
indicates not. For example, the ancient Greeks simply saw death as the ﬁnal goal in life,
accounting for their comfort in discussing topics (such as euthanasia) considered taboo
by today’s standards [26]. Through an extensive two-decades-long study of changing
attitudes toward death in Western culture, French historian Philippe Ariès [27, 28]
uncovered similar attitudes in the early Middle Ages, observing: “The old attitude in
which death was both familiar and near, evoking no great fear or awe, offers too marked
a contrast to ours, where death is so frightful we dare not utter its name” [27].
For Ariès, the long-standing view of death as the natural, collective destiny of
humankind began to shift by the twelfth century. Over the next few centuries, death
gradually came to be understood as belonging to one’s own individual life and
therefore something to be feared. The culmination of this incubation period was
made manifest in the late sixteenth century (and continuing in the seventeenth and
eighteenth centuries) when cemeteries moved from the churchyards at the center of
town to marginalized areas outside of town. By the mid-nineteenth century, death,
once familiar and accepted, had become shameful and forbidden; in the following
century (between 1930 and 1950), dying was displaced from the home to the hospital. As if not content to eliminate death and dying from view, we likewise eliminated
its precursor by moving the very old from the family home to the nursing home;
eventually the institutionalization of retirement age would similarly segregate and
marginalize the “young old” from everyone else [14].
This alternative narrative aligns with the gerontological account insofar as both see
the same period in history as evoking transformational change. But the existential
view demonstrates that the undercurrent for social and political changes began forming centuries earlier with the emergence of a stronger sense of individuality and its
consequent fear of death. This understanding not only connects us with earlier periods
in history; it provides a way of seeing more deeply into our own situation now.

5.2.2

Ageism as Rooted in Perception

Whereas the fear of death is rooted in how we see ourselves, this view is inseparable
from how we gaze upon the world. In the ﬁfteen century, a key psychological transformation occurred when Italian artists learned to see with linear perspective vision.
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It seems obvious to us now that close objects appear larger than those in the distance,
but it wasn’t always the case. Phenomenological psychologist Robert Romanyshyn
[29] argues that this new way of seeing reﬂected a cultural habit of mind that “[transformed] the landscape of the world, the geography of the soul” (p. 30). Prior to this
development, we saw the world in terms of personal connection and meaning, as
evidenced by pre-Renaissance art in which the relative size of objects correlated not
with geographic distance but emotional closeness. That is, the world presented itself
to us in terms of felt meaning rather than mathematical distance.
Brunelleschi invented linear perspective in 1425 C.E., and one decade later
Alberti codiﬁed it as a technique in which the artist looks through a mathematical
grid superimposed upon the landscape in order to render precisely on his page the
geometrical dimensions of a vanishing point extending out to inﬁnity. This new way
of seeing gave birth to the notion of the Archimedean point, that place from which
the world can be seen in its entirety by removing the viewer from it [30]. This is also
the precursor to the grand narratives of modernism. But there is a problem. The
world actually includes the one who views it (both bodily and as a constituting subjectivity), and thus linear perspective in actuality does not create a purely objective
stance. In thinking that it does, and learning to see only through this lens, we identify with a hegemonic eye (read “I”) that is disembodied and assumes a completely
passive stance toward a separate, abstract, externalized world. This seems a consummately safe spot from which to evade concerns about aging and death. But it
also necessitates seeing others in terms of size rather than meaning, separateness
rather than connectedness, with the head rather than the heart. With this development, the ritual body became a technical body, the dead body a corpse. Growing old
became a technical function rather than a natural one. Our loss of veneration for
elders was an inevitable outcome of a more sweeping loss of veneration for our
world and our embodied, relational participation in it [14, 29].
Our gaze upon the world was equally impacted by the advent of printed media
[30]. The gerontological narrative explains how Gutenberg’s invention of the printing
press in 1440 Germany (essentially co-temporal to Italy’s development of linear perspective) eventually dislodged elders from their role as the repositories of cultural
knowledge. While this is true, the deeper change occurred in the way that our oral
linguistic tradition became a visual one, anchoring us, like linear perspective, to a
ﬁxed point of view [30]. Communication transformed from being a relational, embodied activity that partakes of the full array of senses and other living bodies to a solitary,
disembodied encounter with symbolic representations [31]. The displacement of
elders as bearers of knowledge reﬂects this deeper commitment to viewing others and
the world as separate and distant, wrapping ourselves in a self-sufﬁcient cocoon of
abstractions and symbolic forms, immunized from the concerns of mortality.

5.2.3

Ageism as Rooted in How We Think

The way of seeing developed (or expressed) by the invention of linear perspective
vision and the printed word in the ﬁfteenth century would require another 200 years
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before reaching thematic articulation in the philosophy of Rene Descartes in the
seventeenth century [29]. This historical sequencing demonstrates that collective perceptual shifts precede cognitive ones. Whereas Galileo had developed the scientiﬁc
method, Descartes developed its conceptual framework [32]. Descartes’ epistemological method proceeded by casting doubt on all ways of knowing so as to discern that
which can be known indisputably, which he concluded to be the act of doubting itself
(“I think, therefore I am”). This conclusion implied complete identiﬁcation of the person with the intellect, which he characterized as immaterial and completely different in
quality from all physical bodies. It is on this account that Descartes is often credited
with creating the “mind-body split,” completely severing the subjective life of mind
from the objective physical world [33]. The hegemonic eye that two centuries earlier
gazed upon the world through a geometric grid had now been made thematic as the
disembodied intellect. Meanwhile, the body became a machine to be studied according
to mathematical principles. This homogenizing vision undergirded the spirit of egalitarianism that arose in the eighteenth century, bringing with it the age equality that
would erase any privilege that experience had previously been afforded.
Eventually the thorny problem of Descartes’ dualism—namely, how immaterial
mind can interact with material reality—led to adoption of material monism, the complete reduction of mental phenomena to physical matter [34]. Difﬁculties came when
scientists later applied the materialistic methodologies appropriate for physics to the
study of organic systems, establishing a view that ﬁrst eliminated the concept of vitalism
from biology (equivalent to the life force central to Eastern medicine) and later any nonreductive concept of consciousness from psychology [35]. By the twentieth century, the
reductive scientific materialist worldview had been ﬁrmly established: the physical
world is the only reality; human life has no meaning, value, or signiﬁcance; and the
universe is completely impersonal and indifferent to human suffering. This cultural
worldview seems so natural to us that we fail to recognize that in actuality it is a metaphysical assumption rather than an empirical fact [36]. Unfortunately, seeing in this
impoverished way has serious consequences for us and for elders. When we are nothing
more than mechanical bodies, we begin to lose personal and social value the moment we
pass peak physical maturity, eventually to be seen in terms of deterioration and dysfunction. This view promotes the increasingly popular medical model of aging whose basis
is the stereotyping of older adults as uniquely needy [15]. When we value appearance,
speed, and aggression, becoming impatient with whatever and whoever might stand in
our way, elders become hindrances, which creates the conditions for gross or subtle
forms of geronticide. When we value focused, linear, rational thinking in place of holistic modes of creative reﬂection, we privilege narrowly framed factual information over
the wisdom that comes with the broadening effect of life experience.

5.3

Implications for Elder Suicide

I have demonstrated that viewing cultural-historical events as the ﬁeld of human
psychological life casts new light on the development of contemporary ageism. The
changing nature of how we see ourselves, our bodies, and other people—whether
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through embodied relationship or disembodied distance—has a huge impact on how
we regard and treat elders in society. What are the implications of these changing
perspectives on the question of elder suicide? I will ﬁrst sketch the history of changing attitudes toward suicide generally before commenting on elder suicide in our
contemporary world.

5.3.1

A Brief History of Attitudes Toward Suicide

Attitudes toward suicide changed signiﬁcantly through antiquity, the medieval, and
modern periods. Given that the ancient Greeks and Romans regarded death as a
natural event, they considered suicide a topic suitable for rational discourse. Some
accepted it as potentially humane and even sensible—the Stoics in particular advocated that suicide could be rational—while others, such as Plato and Aristotle, dismissed it as against the best interests of the state [11]. The advent of Christianity
eventually suppressed this environment of free inquiry when St. Augustine (354–
430 C.E.) condemned suicide as a sin before God and an abomination to the state, a
position that became ofﬁcial church doctrine and eventually law throughout the
Middle Ages and one that still ﬁnds advocates today [37]. Eventually, when a new
sense of individuality began to emerge in the twelfth century (as we have seen), the
later Renaissance softened the condemnation on suicide and reawakened a spirit of
rational discourse, ﬁrst in early sixteenth-century literature (e.g., More’s Utopia,
Donne’s poetry) and later eighteenth-century philosophy (e.g., Hume, Voltaire,
Rousseau) [11]. But the privileged position granted to rationality waned in the nineteenth century when advances in the biological sciences envisioned mind as completely reducible to matter.
The new lens through which nineteenth-century reductive materialism would see
suicide is neatly characterized by Werth [11]: “In essence, the change appears to
have been from viewing suicide in theological, moral, philosophical, and legal
terms to seeing suicide as a social, medical, psychological, and statistical problem”
(p. 18). The newly emerging scientiﬁc psychology medicalized suicide by associating it with mental illness, thereby eliminating the possibility of rational decisionmaking. Meanwhile, the newly emerging discipline of sociology reduced the act of
suicide to purely sociocultural factors, thereby also eliminating the possibility of
free will [11]. Whether suicide’s roots were conceived as organic or social, there
was no genuine agency by which it could be conceived rational. In the following
century, the lens of scientiﬁc materialism would further establish that life has no
intrinsic meaning or moral values and that we live in fundamental isolation in a vast,
indifferent universe [36].

5.3.2

Elder Suicide in Our Contemporary World

At the same time that this contemporary worldview undergirds our pronounced ageism, pragmatic factors are forcing us to revision suicide yet again. Longer life spans,
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exploding medical costs, and a graying population are creating pressures on individuals, families, and society to consider whether in some circumstances it is morally and rationally justiﬁed to end a life that no longer seems worth living. The
speciﬁc term rational suicide ﬁrst appeared in a leading journal in 1986 when David
Mayo [38] argued that the indiscriminate use of modern, life-sustaining technologies had made it reasonable in some instances to decide to end one’s life. In becoming a technical function rather than a natural one, the moment of death has been
increasingly decided by doctors and hospital teams who determine when it is appropriate to discontinue life-sustaining care [27]. Consequently, a felt need has arisen
for patients to make these decisions for themselves, without coercion and on the
basis of rational assessment, promoting a call for physician-assisted suicide (PAS),
permitted in Oregon in 1994 with the passing of the Death with Dignity Act.
At one level, this initiative seems a sensible way of counteracting the problems
arising within a culture of technologically mediated dying. But a central dilemma
has arisen: while condoning elder suicide (assisted or otherwise) may represent a
compassionate stance aimed at eliminating unnecessary suffering, does it unwittingly open the door to systemic abuse and, potentially, geronticide [4, 12]? The
latter option, often termed the slippery slope argument, becomes especially troubling in an ageist society, as Osgood [4] warns:
Older people, living in a suicide-permissive society characterized by ageism, may come to
see themselves as a burden on their families or on society and feel it is incumbent upon
them to take their own lives or receive assisted suicide. As C. Everett Koop (1985) suggests,
uncaring or greedy family members may pressure others into assisted suicide. Those who
need expensive medical technology to live may be denied help and die. The right to die then
becomes not a right at all, but rather an obligation which robs some members of our society
of their legal right to live. (p. 168)

These are legitimate concerns, particularly given the manner in which unconscious attitudes are all too easily institutionalized. In fact, a politician in the late
1980s disturbingly suggested that terminally ill people might have not the “right to
die,” but the “duty to die” [39]. Geronticide is a genuine possibility in our culture,
and in fact, Brogden [12] argues it is already present in the ways our nursing homes
and medical centers engage a process of death hastening through indifferent care
and abusive treatment.
But let us momentarily set aside these systemic concerns and return to the perspective of the individual elder contemplating suicide. In many cases, the issue is
not one of deciding when to “pull the plug,” but rather wanting to die long before
there is a plug to pull. In the 2011 documentary, How to Die in Oregon [40], a
woman with terminal liver cancer decides to enact physician-assisted suicide before
her body has to endure the disﬁguration and pain that will come with her disease.
She states that she wants to die with dignity and to retain control. Although she
reasons that this action will be easier for her family, her son secretly conﬁdes to the
camera that it actually will be very hard to witness his mother taking the prescribed
lethal “medicine” to end her life (though he defers to her wishes). As she discusses
her decision for the camera, the tears streaming down her face belie that it may not
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have been wholly rational. As the preceding analysis would suggest, the notion of
rational suicide is problematic because the reasoning we employ is likely grounded
in the implicit assumptions of a culture that fails to see death properly and therefore
has misguided ideas of control and dignity. But such considerations extend beyond
the purview of this chapter.

5.4

Conclusion

Philosopher Martin Heidegger [42] claimed of human understanding that whenever
something is revealed, something else is concealed. The modernist developments
that revealed the world as a separate, homogenous ﬁeld of lifeless matter (albeit
enabling impressive scientiﬁc discoveries and technologies) simultaneously concealed the ﬁeld of vital, interdependent connections uniting us one to the other and
to the world. Conquering the natural rhythms of life by projecting a grid upon space
(linear perspective) and time (mechanical clock) revealed mathematical uniformity
and rational predictability, only to conceal more ambiguous, mysterious elements of
life. By committing to one view over another—the material over the spiritual—our
contemporary society has lost appreciation for the felt, poetic dimensions of life and
the qualities of depth, patience, love, compassion, and wisdom that age and experience hold the potential to cultivate. Consequently, our narrow, linear ways of seeing
have made invisible the elders we have relegated to the periphery.
The deep source of these difﬁculties is a profound fear of aging and dying rooted
in seeing ourselves as individual selves, separate from the collective. While from
one perspective (head) we are separate individuals, from another (heart) we are not.
Human development requires that we concentrate on developing an individual identity early in life, only later to broaden our vision to take in the vast web of interconnected relationships within which our sense of personhood is situated. It is as if our
society has not taken this next developmental step for itself, being stuck in literal
ways of seeing. Opening society’s vision more widely entails developing a new narrative for what it means to grow old and to die. If grounded in our natural experience
of life, this narrative would recognize (as the ancient Greeks did) that death is a
natural part of life and that grief and mourning hold tremendous transformative
potential. With death being less feared, we might naturally see older persons once
again as worthy of our respect and loving concern.

5.5

Notes

1. One exception is found in instances of sex reassignment surgery.
2. One possible exception is prejudice against persons on the basis of sexual or
gender orientation, which could involve fears regarding one’s own sexual nature.
3. According to the 2014 elderly suicide fact sheet of the American Association of
Suicidology, persons 65 years of age and older accounted for 16.37 % of all suicides in the USA while only comprising 13.75 % of the overall population. These
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ﬁgures are actually down—for example, in 1998 older adults comprised 13 % of
the population while accounting for 18 % of suicide deaths (9)—but still reﬂect
a consistent trend in which elder suicide exceeds that of other adults in the general population. Suicides among white men over the age of 85 exceed those of all
age-gender-race groups and are 2.5 times higher than for men of all ages (4, 10).
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Rational Suicide in the Elderly:
Anthropological Perspectives
Simon Dein

6.1

Introduction

In this chapter I examine how culture inﬂuences rational suicide in the elderly.
Following a discussion of suicide and culture, generally I present a number of case
studies of elderly suicide. I underscore the fact that rationality and autonomy are
never free from cultural constraints. I begin with a newspaper report from the
Australia: “Beverley Broadbent was not dying of a terminal illness, nor was she
depressed or unhappy. But at the age of 83, she wanted to die. Over several interviews with Fairfax Media, Ms Broadbent stated she planned to take her own life so
she could have a peaceful, digniﬁed death. She said she did not want her health to
deteriorate to the point where she developed dementia or found herself in a nursing
home with no way out. When she explained her choice, Ms Broadbent said her fear
of deteriorating to the point where she would be unable to end her life made her want
to “go sooner rather than later.” She said if physician-assisted suicide was legal, she
might have pushed on knowing she could end her life at any time. She died at home
in her bed on February 11.” (http://www.theage.com.au/victoria/rational-suicidewhy-beverley-broadbent-chose-to-die-20130401-2h348.html#ixzz3hgL5y5oC).
The Society for Old Age Rational Suicide (SOARS) was established, in the UK,
by Michael Irwin (a former Medical Director of the United Nations and a former
Chairman of the Voluntary Euthanasia Society) in 2009, on December 10th, which
is observed internationally as Human Rights Day (as the UN Declaration of Human
Rights was adopted on December 10, 1948). The main long-term objective of
SOARS is to change the law in the UK so that very elderly, mentally competent
individuals, who are suffering unbearably from various health problems (although
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none of them is “terminal”), are permitted to receive a doctor’s assistance to die, if
this is their persistent choice. They assert that surely the decision to decide, at an
advanced age, that “enough is enough” and, avoiding further suffering, to have a
digniﬁed death is the ultimate human right for a very elderly person.
In four other European countries (Belgium, Luxembourg, the Netherlands, and
Switzerland), doctor-assisted dying is legal for mentally competent individuals who
are terminally ill, severely disabled, or very elderly with medical problems. Data
from these countries shows that the medical procedures, which are in place, work
very well—with no one, who is disabled or elderly, being abused and forced to die
against their will. Furthermore, in ﬁve American states (California, Montana,
Oregon, Vermont, and Washington State), doctor-assisted suicide is legally possible
for the terminally ill.
There are many very elderly, competent individuals who, experiencing increasing physical and psychological suffering, reach the last years of their natural lives
and have to seriously consider whether dying will be much more attractive than
struggling on. After eight or nine decades, many people decide that their lives have
been fully lived, and now they have a life which, for them, has ﬁnally become too
prolonged.
Do mental health practitioners understand rational suicide? There is little evidence
that they do so. At the American Association for Geriatric Psychiatry (AAGP) 2015
Annual Meeting, a session dedicated to the issue aimed to provide guidance to clinicians who may be faced with elderly patients expressing a desire to die by suicide
while they are still relatively healthy and cognitively intact. From the meeting, it was
clear that the concept of suicide based on reasoned decision has been gaining acceptance, particularly in terminally ill patients. However, there has been little discussion
about older people who are concerned about their failing bodies and feel that their life
is already complete. The possibility of rational suicide is not discussed much in the
psychiatric profession. Patients may have information about it and may have opinions, but psychiatric practitioners generally have no training about this at all.

6.2

Suicide and Culture

Suicide is a difﬁcult phenomenon to comprehend. Not only is its demarcation somewhat problematic but it also eludes simple explanation. The societies in which suicide mortality is prevalent do not necessarily resemble each other in many ways,
and neither is a single mental illness such as depression a sufﬁcient cause to lead to
suicide. Despite its statistical regularity, suicide is unpredictable at an individual
level. As such, individuals make decisions in a cultural, ethical, and socioeconomic
context, but this context never completely determines the decision.
I write this chapter from the viewpoint of an anthropologist who sees suicide as
a form of human action. Durkheim’s seminal work La Suicide suggests that culture—essentially, the norms and values shared by a group of people [1]—is signiﬁcant in impacting rates of suicide. The act itself is determined by the sociocultural
context which gives it meaning. Suicide cannot be understood merely to result from
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internal psychological processes and psychopathology. Few studies however have
simultaneously taken account of the individual, social, anthropological, and epidemiological aspects of suicide. The micro and macro dimensions are generally
divorced and prioritize either the individual or society. Suicide is not only a sign that
there was something wrong with a person, but also that something might possibly
be wrong with the society as a whole. Thus suicide prevention does not only or
necessarily mean preventing people from committing suicide but also developing a
society where there are no reasons to take one’s life.
Recognizing epidemiological differences in rates of suicide across countries,
scholars have examined factors predisposing to an increased risk of suicide. Few of
these studies have incorporated culture or ethnicity as an important dimension
impacting upon an individual’s decision to take his/her own life. Kral [2] afﬁrmed
that “… suicide, like everything else that is complexly human, takes place in a powerful social context.” Tseng [3] stated that “suicide, even though it is a personal act,
is very much socio-culturally shaped and susceptible to socio-cultural factors.” This
missing area in the study of suicide has been pointed out by many scholars [4, 5].
Examining suicide through the lens of cultural and moral relativism reveals some
important issues. First, not everyone contemplating suicide is irrational or mentally
unwell. In some cultures suicide is viewed as the best means of fulﬁlling an integral
life and thus as rational. Second, there are strong differences in opinion over the
morality of suicide across cultures. These are prevalent and unavoidable. Finally,
and perhaps most importantly, moral judgments about suicide are amenable to
change.
It is essential to recognize that in seeking a rational suicide, the components that
inform this decision are culturally determined, thereby introducing considerable
subjectivity and possible external disagreement. Ideas of what constitute autonomy
and rationality differ between cultures, and to this extent, discussions of rational
suicide can never be culture-free. Furthermore the decision to end one’s life is often
informed by persistent suffering and is thus unlikely to be made on entirely nonemotional grounds and likely to be inﬂuenced by cognitive distortions [6]. Contends
that this shift in popular thinking about suicide is just a special case of what he
refers to as “the medicalization of morals,” many behaviors once seen as freely
chosen, but condemned as sinful (and subsequently as illegal), gradually came to be
seen instead as medical issues and therefore condemned as manifestations of mental
illness.

6.3

Historical Perspectives

Libanius, and his contemporaries, wrote that in Athens and the Greek colonies of
Marseilles and Ceos, a supply of poison was kept by the authorities for those who
would come before the Senate and plead their case for wanting to abandon life. In
these cultures there was nothing particularly controversial about the fact that a “person’s life might become so grim as not to be worth living, and that in these circumstance’s it would be rational to end it” [7].
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Seneca in AD 65 was accused of involvement in a conspiracy to overthrow Nero.
After being sentenced to death, he, together with his wife and in the company of
friends, cut his veins, then subsequently discussed philosophy, and gave dictation to
his secretaries, before ﬁnally drinking poison in a rather dramatic reenactment of
the death of Socrates. This became the model for others. The Stoics are presented as
an example of rational, autonomous suicide—suicide which is reasonably considered with little emotion and without fear. What seems important in this Roman
example is their desire to be in control of their death and to face up to it nobly. This
can be understood in the context of their previous privileged status and their frustrated feelings of entitlement and power.
The ﬁrst major opposition to suicide in our culture was religious. During the
earliest centuries of Christianity, the Donatists and other Christian zealots often
sought suicidal martyrdoms, maintaining that any death in the cause of the Faith
guaranteed salvation. Responding to these wholesale martyrdoms, St. Augustine
(during the sixth century) asserted that self-willed death was against the will of God
in that it violated the Sixth Commandment. On the basis of these arguments, the
Council of Braga made it a matter of Canon Law in 562 AD that funeral were rites
to be refused to all suicides, and in 693 AD the Council of Toledo ruled that anyone
who even attempted suicide should be excommunicated.

6.4

Anthropology and Rational Suicide

I now present an ethnographic overview of suicide in different cultural groups
examining issues of rationality. More than a century after Durkheim’s sociological
classic placed the subject of suicide as a central concern in social science, ethnographic, cross-cultural analyses of what underlies people’s attempts to take their
own lives remain limited. But by highlighting how the ethnographic method privileges a certain view of suicidal behavior, we can go beyond the limited sociological
and psychological approaches that deﬁne the ﬁeld of suicidology in terms of social
and psychological “pathology” to engage with suicide from our informants’ own
points of view—and in doing so redeﬁne the problem in a new light and new terms.
In particular, suicide can be understood as a kind of sociality, as a special kind of
social relationship, through which people ﬁnd meaning in their own lives.
Anthropological studies of the native perspective indicate that in some societies, all
suicides are seen as rational.
We may speculate that attitudes toward elderly suicide in any culture are associated in part with the values attributed to the elderly in that culture. In terms of value,
different cultures have different attitudes and practices around aging and death, and
these cultural perspectives can have a huge effect on the experience of growing
older. Psychologists Erickson and Erickson [8] assert that the Western fear of aging
keeps us from living full lives: “Lacking a culturally viable ideal of old age, our
civilization does not really harbor a concept of the whole of life.” Social factors
deeply impact the ways in which the elderly view themselves. In the USA, ageism
is rife. Youth is valued, whereas old age is seen as a problem. Prado [9] argues that
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if current attitudes toward the elderly prevail, they will come to feel that they have
had their fair share in life, and suicide will become not just a possibility but even an
obligation. His book The Last Choice argues that preemptive suicide in advanced
age can be rational: that it can make good sense to evade age-related personal diminishment even at the cost of good time left.
Though attitudes toward death in contemporary American culture are largely
characterized by fear, Native American cultures traditionally accept death as a fact
of life. There exist over 500 Native American nations each having its own traditions
and attitudes toward aging and elderly care. Signiﬁcantly in many tribal communities, elders are respected for their wisdom and life experiences. As in many parts of
the non-Western world, within Native American families, it’s common for the elders
to be expected to pass down their learnings to younger members of the family.
Similarly the Korean regard for aging derives from the Confucian principle of
ﬁlial piety, a fundamental value dictating that one must respect one’s parents
(although Confucius was Chinese, Confucianism has a long history in Korea).
Younger members of the family have an obligation to care for the aging members of
the family. And even outside the family unit, Koreans are thus socialized to respect
and show deference to older individuals as well as authority ﬁgures. Not only do
Koreans respect the elderly, they also celebrate them. For Koreans, the 60th and
70th birthdays are signiﬁcant life events, which are commemorated with large-scale
family parties and feasts. As in Chinese culture, the universal expectation in Korea
is that roles reverse after parents age and that it is an adult child’s duty—and an
honorable one at that—to look after his or her parents.
In the African-American community, death is seen as an opportunity to celebrate
life. In African-American culture, death is viewed as part of the “natural rhythm of
life,” which diminishes the cultural fear around aging. For this reason, Karen
H. Meyers writes in The Truth About Death and Dying [10], “African-American
funerals tend to be life-afﬁrming and to have a celebratory air intermingled with the
sorrow.”
At the other extreme, the elderly, imbued with little value, are killed in some
cultures. Traditional nomadic tribes often abandon their elderly during their unrelenting travels. The choice for the healthy and young is to do this or carry the old
and inﬁrm on their backs—along with children, weapons, and necessities—through
perilous territory. Also prone to sacriﬁcing their elderly are societies that suffer
periodic famines. One dramatic example is that Paraguay’s Aché Indians assign
certain young men the task of killing old people with an ax or spear or burying them
alive.
There are few anthropological studies speciﬁcally focused upon suicide in the
elderly. Early cross-cultural studies in anthropology attempted to explain suicide on
the basis of cultural features, such as the depressiveness or aggressiveness of a culture or an ethnic personality pattern [11]. Some anthropologists have emphasized
cultural emotions such as shame, anger, or loyalty as explanatory factors [12]. Other
studies point to life crises, ambiguity in social roles, or institutional exclusion or
abandonment. Not only does culture impact the epidemiology of suicide, but it profoundly inﬂuences its meaning. As argued by Leenaars and collaborators [13] in the
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preface of Suicide: Individual, Cultural, International Perspectives: “Individuals
live in a meaningful world. Culture may give us meaning in the world. It may well
give the world its theories/perspectives. This is true about suicidology. Western
theories of suicide, as one quickly learns from a cultural perspective, may not be
shared. Suicide has different meanings for different cultures.” Douglas [14] discussed the lack of knowledge of what different cultures, and also different groups of
ofﬁcials who categorize deaths, mean by the term “suicide”: “It is not merely the
cognitive meanings of suicide that very likely vary from one society to another and
from one sub-society to another. The moral meanings and the affective meanings of
both the term ‘suicide’ and any actions either actually or potentially categorized as
suicide almost certainly vary greatly as well.” Colucci and Lester [4] point out that
suicide is classiﬁed in many different ways in different cultures: as “(1) an unforgivable sin, (2) a psychotic act, (3) a human right, (4) a ritual obligation, and (5) an
unthinkable act” (p. 33). They underscore the fact that behavior has many determinants and also highlight some universal drivers of risky behavior, such as social
disorganization, cultural conﬂict, and the breakdown of the family.
It is worth noting that many actual suicides, which we would regard as tragic and
irrational, probably contain an expressive element. Research has shown that suicide
may have a different meaning in the Chinese context, especially for women with an
inferior status within the family. Suicide is taken as an act of revenge in a moral and
spiritual sense. The act of suicide is very powerful; it grants the woman so much
power that she may achieve what she could not during her lifetime. Meng [15] saw
suicide as a symbolic act of rebellion and revenge for some Chinese women.
The act of taking one’s life to the beneﬁt of others is known as altruistic suicide.
One example of this is an elder ending his or her life to leave greater amounts of
food for the younger people in the community. Suicide in some Eskimo cultures has
been seen as an act of respect, courage, or wisdom. Williams [16] discusses
American Apache Indian suicide and notes that Apaches deﬁne suicide as a voluntary intentional killing of one’s body. The person killing himself/herself is considered rational and “does not care for his life.”
Culture-bound suicide methods include the Japanese custom of seppuku (or
hara-kiri), voluntary disembowelment which was performed in circumstances of
disgrace and as a means of expressing loyalty to a deceased leader. Now largely of
historical importance, it was performed by Yukio Mishima, three times nominated
for the Nobel Prize for literature, in 1970. One form of suicide in Japan—kakugo no
jisatsu (suicide of resolve)—is understood as an act of free will. Kitanaka [17]
argues that psychiatrists in Japan are still very ambivalent about the medicalization
of this phenomenon and actively distinguish between individuals who have no
pathology and present rational narrative accounts as to why the attempted suicide
was “worthy” and those suffering from mental illnesses.
Self-immolation is largely restricted to Iranian and Indian communities. In Iran,
where the national suicide rate is around 6.2/100,000 [18], the proportion of female
suicides in which self-immolation is chosen varies according to region, from 25 %
in Tehran to 71 % in Ilam province [19]. Moving to India, self-immolation occurred
in the Hindu practice of suttee (or sati), the suicide of the widow on the pyre of her
husband. This was a sign of respect and justiﬁed by scripture. Roop Kanwar died in
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this way in Rajasthan in 1987. While the practice has been outlawed, sporadic cases
still occur. A recent report [20] gives the suicide rate in India as 10.3/100,000, and
the proportion of suicides due to self-immolation as 8.5 % (predominantly female).
There are regional variations, and in a study from Kolkata [21], the proportion of
suicides due to self-immolation was 19.7 % (predominantly female). Female Indian
migrants living in the UK [22] and female ethnic Indians living in Fiji (SP, personal
observation) frequently deploy this method.
Thus, self-immolation is predominantly a female practice, inﬂuenced by culture and
associated with a host of disadvantages including lack of education, lack of employment, and the absence of basic human rights. However, political protest suicide also
usually employs self-immolation (perhaps because of its horrendous image), and these
protesters are predominantly male [23]. These forms of suicide may be seen as rational
in that their aim is to change the political situation (i.e., they are utilitarian).
In a similar way, a suicide attack is a political action where an attacker carries out
violence against others knowing that it will result in their own death. Some suicide
bombers are motivated by a desire for martyrdoms. Kamikaze missions were carried out as a duty to a higher cause or moral obligation. Murder-suicide is an act of
homicide followed within a week by the suicide of the person who carried out the
act. Mass suicides are often carried out under social pressure where members give
up autonomy to a leader. Mass suicides can occur with as few as two people, often
referred to as a suicide pact. In extenuating situations, where continuing to live
would be intolerable, some people use suicide as a means of escaping. Some inmates
in Nazi concentration camps are known to have killed themselves by deliberately
touching the electriﬁed fences. These suicide types discussed above can be seen as
rational to the extent that they are autonomous and based upon a notion of greater
utility and purpose.

6.5

Conclusion

Above I have examined how culture impacts suicide. Speciﬁcally in relation to the
elderly, there is little research examining “rational suicide” cross-culturally. We
need more data concerning the value attributed to the elderly in diverse cultural
groups and how they deﬁne a good life. These factors are often inﬂuenced by wider
religious, moral, and social contexts. It is within these contexts that elderly members of society make the decision to end their lives. One recent study [24] asked 584
students from Canada and Mainland China what constitutes a good life. The results
suggested that South Asian Canadians were more oriented toward moral, spiritual,
and beneﬁcent concerns in envisioning a good life than were the Mainland Chinese
and Western European Canadians. The Chinese emphasized practical, prudential,
and socially deﬁned goods. In contrast the Western European Canadians showed
more preference for personally deﬁned, internal goods. East Asian Canadians fell
between Chinese and Western European Canadians in overall orientation, reﬂecting
their biculturality. All groups placed heavy emphasis on close and enduring relationships. While there are no cross-cultural studies reported in the elderly, the above
study is a good model for conducting this research in this group.
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Future studies need to analyze conceptions of rationality cross-culturally and
their antecedents: autonomy and utility. Ethnographic methods, with their in-depth
understandings of individual and cultural motivations and values, will be central to
this process.
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Life’s Meaning and Late Life Rational
Suicide
Jukka Varelius

7.1

Introduction

Fred used to be an active, determined, and independent person. He always took
pride in his ability to take charge of things, to make reasoned decisions quickly,
and to get things done. The success his aptitude brought to him in the business
world was no small matter to him either. In his free time, Fred was an outdoor
man, enthusiastic about hiking and ﬁshing in demanding, even dangerous environments. Now, with age, things have changed for him. As his mental and physical abilities are deteriorating, Fred is increasingly unable to lead the kind of life
he sees as worth living. Though he is not demented and the occasional ﬁshing trip
is still within his abilities, the kinds of feats that would truly excite him must now
be left for others. Knowing that the decline of his abilities will continue, Fred
considers his prospects discouraging and frustrating. Consequently, he often ﬁnds
himself thinking that it might be best for him to end it all now, before things get
even worse for him. Not only is Fred unable to see much point in his existence
anymore, he has also started to question the worth of the life he has lived. Yes, he
was one of the most successful building constructors of his hometown. But would
it still not, he wonders, have been better for him to have pursued the interest in
literature that he in his 20s rejected, with some hesitation, as ﬁnancially too insecure and not quite manly enough. Perhaps, then, he could now say to himself that
he has led a truly meaningful life? Then again, as he, like anybody else in light of
current knowledge, will eventually die in any case, would his life not, in the end,
have been futile however he had chosen?
There may be persons who are never troubled by problems of the kind that now bother
Fred. Yet many people would appear to sometimes raise such questions, especially at the
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later stages of their lives.1 Accordingly, given the ageing of the human population, the
number of such people seems likely to increase in the future. Of course, not all of these
persons have led the same kind of life and had similar options as Fred. Hence, the questions they ponder are not exactly the same either. But, ultimately, the questions about the
signiﬁcance of life would appear to be rather similar even when the lives the people asking them have lived have been different. Are there any good answers to the questions,
answers that could be helpful to persons asking the questions? Given the popular view
that philosophy is about thinking about the meaning of life, it could be taken that this is a
connection in which philosophers can provide deﬁnite answers. However, though related
questions have been addressed in philosophy for over two thousand years, with few
exceptions the history of the philosophical discussion focusing directly on the questions
that now trouble Fred—henceforth questions about the meaning of life—is much shorter.2
The questions have been systematically studied in philosophy only during the last about
40 years. And, as is common in the cases of even the more long-standing philosophical
debates, no clear consensus as to how they are best answered has emerged.
Yet the philosophical debate on the problems conducted so far need not be practically useless. Despite the remaining controversies, the discussion might still help to
at least formulate the most important questions and the most plausible answers to
them more clearly. This promise motivates the present chapter. Hence, in what follows, I will consider Fred’s case in light of the recent philosophical discussion on
the meaning of life. I start by distinguishing between two importantly different
questions about life’s meaning and explaining how they differ from certain other
issues sometimes treated as questions about the meaning of life. Then I address the
two questions about the meaning of life in turn, connecting them to Fred’s thoughts
that his life is and has been meaningless. After that, I brieﬂy consider how Fred’s
committing suicide would appear from the viewpoint of the philosophical debate on
life’s meaning. I conclude by summing up how the philosophical debate on the
meaning of life I have referred to might help a person like Fred. Though the history
of the philosophical discussion on life’s meaning per se is relatively short, there is
already a considerable literature on the topic. Unfortunately, I am not able to account
for all of it here. Accordingly, I focus on those of the central views and arguments
in the debate that have most relevance in cases like that of Fred. Needless to say, not
all problems relating to such cases are philosophical ones and not all philosophical
problems they give rise to relate to life’s meaning.3 Yet, without purporting to imply
1
Empirical studies on the grounds that severely ill or injured people have for seeking assistance in
dying suggest that often the main reason for their desire to die is, not the physical pain caused by
their illness or injury, but things like perceived threat of loss of autonomy and dignity, inability to
engage in activities that are deemed to make life worth living, and hopelessness (see, e.g., [25]).
2
The kinds of problems that bother Fred have also been called existential questions. Besides the
problems Fred is now faced with, existential questions have also been seen to include questions
such as whether there is a God, what is the true nature of a human being, and is there life after
death. For reasons of space, I here put these further kinds of questions aside.
3
An example of an important question that is partly philosophical is that of how depression affects
decision-making ability and whether Fred is depressive enough to be unable to competently make
important life choices. For discussion related to the conceptual side of this question, see, for example, Meynen [26], Rich [24], and Schuklenk and van de Vathorst [27]. The empirical side of the
question is addressed in, for example, Hindmarch et al. [28] and Kolva et al. [29].
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that they would be unimportant, I here put questions other than philosophical problems directly related to life’s meaning aside.4

7.2

Two Questions About the Meaning of Life

People may have quite different problems in mind when they speak about what they see
as questions about the meaning of life. Yet often both laymen and philosophers who
consider the kinds of questions that now trouble Fred would appear to ultimately focus on
the question: what, if anything, makes a life worth living for the person whose life it is
(cf., e.g., [1]). Accordingly, this is the question I will concentrate on below.5 Yet, to be
more precise, the question can be seen to involve two importantly distinct problems. First,
it raises the problem whether a human life can have meaning at all. Perhaps, it is impossible for our lives to have any point and the view that they could, at least sometimes, be
worthwhile is merely a convenient illusion? Second, it implies the problem what things
or activities make a person’s life meaningful, if it is possible for human lives to have
meaning? As addressing the second problem would be practically rather futile if a human
life could have no meaning, below I will start with the ﬁrst question. But before going into
it, I brieﬂy consider how a meaningful life relates to a happy life and to a moral life.
Some people think that a life that is not a happy one can have no point.6 According to
a widespread position, a person is the happier the more pleasure and less pain she experiences. On another popular view, a person is the happier the more she gets the things she
wants.7 It would not appear to be impossible that the only thing that brings a person

4

The philosophical pursuit for plausible answers to concrete evaluative problems, such as those related
to life’s meaning, is sometimes still seen as an endeavor primarily seeking to determine which of the
traditional moral theories—utilitarianism, Kantian deontology, or Aristotelian virtue ethics—is the correct one. Yet, instead of relying on any traditional moral theory, most current philosophers working on
practical moral problems rather aim to determine which answers to the problems cohere best with factual knowledge, principles of logic, and moral intuitions accepted by competent moral agents (cf., e.g.,
[30] and [31]). For instance, if a proposed solution to a moral problem logically implies that—to use an
example presented by Ronald Dworkin [32]—torturing babies for fun is morally acceptable, that is a
good reason to reject it. Some philosophers believe that plausible answers to concrete evaluative problems can be found, if at all, only after ﬁrst ﬁnding out which philosophical theory about the nature of
values and value judgments—which meta-ethical theory—is the correct one. Yet how the relationship
between meta-ethical theories and practical evaluative problems should be conceived remains controversial. And if a meta-ethical theory logically entails, to continue with the same example, that torturing
babies for fun is morally acceptable, that is a good reason to reject it. Hence, meta-ethical theories and
their possible implications to concrete evaluative problems are also (to be) assessed in terms of the
methodology commonly employed in addressing concrete evaluative questions in philosophy.
5
Since the focus here is on the meaning a person’s life has from her own viewpoint, what I speak
of as “meaning of life” has sometimes also been referred to as “meaning in life” and as “the meaning a person’s life has to her.”
6
What I say below applies also if instead of happiness the focus is on well-being.
7
Some advocates of the ﬁrst kind of theory of happiness maintain that certain pleasures and pains are
more signiﬁcant from the viewpoint of happiness than others (see, e.g., [33], Chap. 2; cf., e.g., [34]).
And proponents of the second kind of theory of happiness mentioned above may require that the wants
that count in determining happiness are the ones a person would have after being what is deemed as
adequately informed about their objects and/or consequences of their satisfaction (see, e.g., [35]).
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pleasure is her having a meaningful existence. A meaningful life may also be the only
thing that a person wants. Yet, a happy life and a meaningful life are conceptually distinct from each other. On the one hand, consider Jack, a happy-go-lucky fellow who
spends his time hanging out at the local beach with his friends, drinking beer and smoking pot. At least when other things are being equal, however happy Jack would manage
to be, it is intuitively implausible that he leads a meaningful life. On the other hand,
consider Mary, a teenager with two ailing parents who are unable to take care of themselves. In order to support them, Mary is forced to get a tedious job with a minimum
wage. After working long hours, she goes home to attend to her parents, day in day out.
Mary does not lead a happy life, but she loves her parents and takes pride in her being
able to support and to take care of them. Accordingly, her life is not meaningless.
In terms of the relationship between a meaningful life and a moral life, consider that
Mary however ultimately tires of her existence. Instead of continuing to take care of her
parents, she decides to pursue her dream of becoming an artist, a dream her high school
art teachers deemed well-grounded. At the beginning, her life is not much less of a
struggle than it was previously. Yet slowly, her work starts to receive attention, beginning from small exhibitions in the local library, ultimately ending to be displayed in
prestigious galleries worldwide. Intuitively plausibly, Mary’s life as an artist can be a
meaningful one. But it would seem to be clear that her decision to leave her parents was
not the morally right choice. Leading a moral life may be more likely to be meaningful
than leading an immoral life (cf., e.g., [2, 3]). Yet, the life of Mary as an artist suggests
that a meaningful life and a moral life are conceptually distinct from each other.
Before going into the two questions about life’s meaning distinguished above, a
further clariﬁcation of the topic of this chapter is in order. One approach to answering the questions refers to one or more supernatural beings—such as God, gods,
soul, spirits, etc. In a view falling within this approach, a person’s life can be seen
as meaningful insofar as it accords with the purpose God has given to her, the universal order imposed by a supreme spirit, etc. To some people, answers to the problems about life’s meaning can only be found within this approach. Yet, people who
are convinced about its correctness may not be likely to raise the kind of questions
that now trouble Fred. In any case, the majority of the contemporary academic philosophical discussion on the meaning of life does not rely on supernatural points of
departure. Accordingly, but without meaning to say that it would be unimportant, I
here put the supernatural approach to the questions about life’s meaning aside.8

7.3

Can a Human Life Have Meaning?

What kinds of reasons there are to think that a human life cannot have any meaning?
Perhaps unsurprisingly, the main grounds to be found in recent philosophical literature refer to one or another aspect of the human constitution, often as compared with
that of the universe in which we live. In light of current knowledge, the universe is
8

For philosophical discussion related to it, see, for example, Affolter [36], Cottingham [37], and
Metz [38].
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billions of years old and can be inﬁnite in volume. Our planet is one among several
in a solar system that is a part of a galaxy that contains billions of stars, a galaxy that
is one of the billions of galaxies in the universe. Seen from that perspective, even the
biggest buildings Fred constructed are quite small. And, from that viewpoint, even
if he had chosen to be an author and had managed to write something with lasting
literary inﬂuence—something in the class of, say, Tolstoy or Shakespeare—the
mark he would have made in the world would not have been that long-lived. Should
it then be concluded that a human life can have no meaning? Not necessarily. To
begin with, it seems implausible that spatial or temporal magnitude would determine worth or meaningfulness. That a pile of garbage is bigger than a work of art
does not necessarily mean that it is more signiﬁcant. That high-level nuclear waste
exists longer than a house does not entail that it is more worthy (see also, e.g., [4]).
Requiring that our lives could have meaning only if they made a difference in
cosmic terms also appears, to put it bluntly, rather megalomaniac. Accordingly, the
kind of meaningfulness it would be reasonable for beings like us to expect from our
lives—and whose lack could warrant sensible concerns of meaninglessness—is
commonly seen in much more modest terms. This is reﬂected in the fact that, in the
prime of his life, Fred did not raise the kinds of questions about the meaning of his
existence on which he now ponders. As people need houses in which to reside, to
engage in their professions, etc., by doing his work to the best of his ability Fred
provided a valuable service to the society and the income that brought to him
enabled him to pursue his other, nature-related interests. He did not change the universe (in any more signiﬁcant terms),9 but the life he then led was meaningful
enough for him (cf. also, e.g., [5, 6]). Going a bit further, Simon Blackburn [7]
writes as follows:
The smile of her child means the earth to her mother, the touch means bliss for the lover, the
turn of the phrase means happiness for the writer. Meaning comes with absorption and
enjoyment, the ﬂow of details that matter to us. The problem with life is then that it has too
much meaning.10

Yet, as already suggested, it could be insisted that what actually grounds the
meaninglessness of human life is, not that our lives do not signiﬁcantly alter the
history of the universe, but the fact that sooner or later we all die. This position may
be based on the view that, for all we know, each individual human being will perish
at some point or on the worry that our species as a whole will become extinct (or
both). In terms of the latter option, the line of thinking could continue that, given the

9
To be precise, that I, for instance, lift my hand from the keyboard of my computer does make the
history of the universe different from what it had been had I not lifted my hand. In that sense,
everything people do, or omit to do, has cosmic signiﬁcance. Yet, when the difference is not signiﬁcantly bigger, it most plausibly would not satisfy proponents of the view that human lives could
have meaning only if the lives made a difference in terms of the history of the universe.
10
The above division between a happy life and a meaningful life notwithstanding, the absorption
and enjoyment Blackburn refers to can be seen as an element of a meaningful life. I return to this
point in the next section of this chapter.
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fact that the human species will become extinct, our lives could have meaning only
if there were other beings in the universe that could appreciate the lives we have
lived. However, though in a sense our lives could matter more if there were such
beings—we could have a bigger audience, so to speak—it is not clear that having a
meaningful life necessarily presupposes their existence. Someone might argue that
our lives would in fact matter more if no such beings exist. For it could be maintained that the more there are beings who are able to appreciate the things we ﬁnd
meaningful, the more we are just ones among the many, less unique, less signiﬁcant
(cf., e.g., [8]). But in any case, the (assumed) facts that each individual person will
sooner or later perish and in the end the human species will become extinct do not
deprive human lives of the moderate kind of meaning Fred’s life had before he succumbed to the existential crisis he now faces. For his death or the extinction of our
species does not erase the meaning his life had then (cf. also, e.g., [4]).
Indeed, it has been argued that death after something like the current average
human life-span is necessary for our lives to be meaningful. Without doing too
much violence to it, the main idea of the line of argument—one initiating in the
work of Bernard Williams [9], Chap. 6)—can be formulated as follows. Consider
that you could become immortal, your life could continue forever. Let us assume
that in your average day you would wake up in the morning, wash, eat, go to work,
do what you do at work, buy groceries on your way back home, make dinner, eat
again, perhaps relax a while, and then go to sleep. There would be some meaning in
some of these activities and occasionally in some others, at least to begin with. But
when something like that had gone on for, say, 7000 years, would you not be quite
fed up with even the initially meaningful things? Or if the life you would lead
would, for one reason or another, be very different from life as we know it, how
could you know whether or not it would be worthwhile? Contemplating these questions, proponents of the line argument propose, shows that, for all we know, an
endless life would ultimately become utterly tedious and meaningless.
The conclusion has given rise to a variety of responses. Some philosophers have
found it convincing, others have expressed their willingness to live forever, or to at
least try out how it would feel. Some philosophers have asked what exactly we
should consider here—for example, how is the boredom in question to be understood, how does it relate to questions of life’s meaning, would others too be immortal and, if yes, would that not lead to overpopulation and lethal shortage of food,
water, air, etc.—and some still others have maintained that it is impossible for
beings with our mental capacities to imagine what it would be like to live for even
hundreds of years, not to speak of forever (see also, e.g., [10–13]). These discrepancies notwithstanding, the line of argument draws attention to what would appear to
be an important point as regards the relationship between the typical human lifespan
and life’s meaning.
The fact that we, for all we know, ultimately die is not always in our minds (if we
are lucky). Yet it gives structure to our lives and a kind of urgency to our doings.
A person’s life typically consists of birth, childhood, teenage years, early adulthood,
adulthood, old age, and death. Generalizing again—and focusing on contemporary
Western societies—each of the phases of life involves particular things, such as
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learning certain basic life skills and a vocation, mating, and starting a family, raising
offspring and working, and retiring. It would seem that, to a signiﬁcant extent, the
activities we engage in during our lives get their meaning from being embedded in this
kind of structure, the existence of which is ultimately based on the fact that we die
approximately when we now do. True, all of us do not live lives with precisely those
stages nor so that the phases involve the things that they typically contain. Yet, how
even those who, say, do not have children perceive their existence is usually inﬂuenced by the expectation that at a certain stage of their lives people reproduce and
raise offspring.11 Accordingly, Michael Sigrist [14], for instance, writes as follows:
We exist as the sort of agents that we are—agents capable of recognizing, valuing, and striving for meaning by way of forming identities—because we are aware, at some level, of our
own mortality…. My possibilities get their meaning for me by my awareness that I am to
realize these possibilities within the horizon of my own mortality.

Hence, it would seem that the kind of meaning that we can have in our lives is to
a signiﬁcant extent based on the expectation that our lives last for something like the
current average human lifespan.
But it could still be maintained that, even if the kinds of thoughts brieﬂy engaged
with above could not undermine the meaningfulness of human lives, more mundane
reasons related to the human condition entail that our lives cannot have meaning. It
is a familiar fact that we desire many things and it would seem that we are seldom, if
ever, truly satisﬁed. The origins of the best-known philosophical theory that grounds
the meaninglessness of human life on our nature as desiring beings can be traced
back to eighteenth century German metaphysics. Yet basic biology can provide what
for many is a more clear and plausible basis for such a theory. If a human being in
need of nutrition and hydration did not desire food and water, she would die rather
soon (in the absence of outside assistance). The same would result if she had no
desire to escape a freezing cold or a threatening enemy (and she was not protected by
others). Accordingly, human evolution has favored the emergence and existence of
mental states instrumental to our acquiring food, water, and shelter.12 Yet, as already
suggested above, it might appear that from the viewpoint of life’s meaning our developing into desiring beings has been rather unfortunate. Evolution is not a precision
tool. Accordingly, not only do we want what would sufﬁce for us in terms of food,
water, and shelter, but also we often desire much, much more. Given that few of us
are ultimately able to get all that we want, the pessimistic conclusion is that, as long
as we live, we will be dissatisﬁed and our lives meaningless.
However, it would seem to be clear that if we had no mental states like desires—
but were like, say, stones in that respect,—it would be impossible for our lives to
have meaning. If we did not want anything, our lives could not matter to us. And, as
11

And even the (possible) meaningfulness of the lives of people with a similar lifespan as ours but
totally different lifestyles would apparently be affected by the fact that they typically live for that
period.
12
Of course, these are not the only desires that have been explained in terms of evolutionary beneﬁts. Yet, for the sake of simplicity, I here focus on these desires only.
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already suggested, the fact that Fred is a desiring being did not make it impossible
for him to be satisﬁed with his life in his heyday. Accordingly, at least sometimes,
it is possible for humans to be satisﬁed enough to lead what count as meaningful
lives. Moreover, and as was also already proposed above, having a meaningful life
is not the same as getting all you want. Indeed, there would appear to be ways of life
whose meaningfulness is to a signiﬁcant extent based on the dissatisfaction of some
of the central desires of those living them. Consider, for instance, the scientist wishing to unravel the most fundamental questions of her discipline. Although her satisfying the desire could be very meaningful for her, it would also deprive her of the
goal the pursuit of which has given her life purpose (see also, e.g., [15]).
Finally, and not unrelated to the worries about life’s meaninglessness considered
above, there is a twofold concern related to arbitrariness (cf., e.g., [16]). First, people
often have different options, sometimes even a wide variety of possibilities, with
regard to which kind of life to pursue. And, at least when we dig deep enough, it
would appear to be quite difﬁcult for a person to provide an adequately reasoned justiﬁcation for choosing in one way rather than another. Perhaps Fred’s life had been
more meaningful had he became an author instead of a constructor? As it was impossible for him to know which choice would result in a more meaningful life, it would
seem that his choice was ultimately arbitrary. Does this kind of randomness not, in the
end, undermine the meaningfulness of his existence? Second, as suggested, humans
are able to look at their lives from an external viewpoint, one that transcends their own
concerns. Seen from that kind of perspective, it would appear to be difﬁcult to warrant
the view that an individual’s life could have any special meaning. For are not other
persons’ pursuits equally valuable for them? Indeed, adopting this impartial perspective, how could one at all be justiﬁed in focusing on one’s own concerns?
When he made his important life choices, Fred did not know which options
would in fact result in the most meaningful life. Yet, as already suggested, the
arbitrariness related to his choices does not nullify the meaning involved in his
life as it turned out: the life Fred led in his prime still was worthwhile. Moreover,
as Sigrist suggests in the above quotation, it would seem that a person’s making
choices between different life options is in itself something that can bring meaning to her life. For by making such choices a person takes an active part in molding her identity and in her becoming a particular kind of person. In terms of the
second part of the concern at hand, that a person leads a meaningful existence
does not presuppose that it is more signiﬁcant than those of other people from
some external, or even from her own, viewpoint. Even if Fred’s life was always
less meaningful than that of, say, Mother Theresa that does not entail that the life
he led in his heyday was not meaningful. Moral considerations can, of course,
require a person to focus on the pursuits of others instead of those of his own. But,
as—when other things are being equal—morality gives all people an equal standing, moral considerations do not obligate one to always put others before oneself.
On the other hand, as already suggested, it may also be that a moral life is more
likely to be meaningful than an immoral one.
In light of the above assessment of the main reasons against the view that a
human life can have meaning, it is possible for our lives to be meaningful. Of course,
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the brief reﬂections are unlikely to persuade ardent proponents of the contrary view.
They may continue to insist, say, that a person’s life could be meaningful only if she
made a dramatic difference to the history of the universe. But, as suggested, many
reasonable people are willing to settle for a much more modest conception of when
a human life is meaningful, one that allows our lives to have meaning, at least
sometimes.

7.4

What Makes a Human Life Meaningful?

Assuming that it is possible for a human life to be meaningful, when does a
person’s life then have meaning? The considerations of the previous section
already provided several hints on how philosophers have answered this question, but evidently many issues remain to be addressed. Below I go into some
of the central ones of them and, as promised, relate them to Fred’s case. The
answers to the question when a person’s life is meaningful to be found in recent
philosophical literature can be divided into subjective and objective.13 Some
theories of the meaning of life combine subjective and objective elements with
each other. According to purely subjective theories of the meaning of life, to
put it briefly, a person leads a meaningful existence as long as she believes that
her life is worthwhile (see, e.g., [17], Chap. 18). Hence, on these views, pursuing whatever lifestyle amounts to a meaningful life if, or insofar as, the person
leading it thinks that her life has point. Purely objective conceptions of the
meaning of life, in their turn, entail that a person’s life is meaningful when he
engages in objectively significant pursuits, whether or not she herself sees her
existence as meaningful (cf., e.g., [18], Chap. 12). The theories that combine
subjective and objective elements—the hybrid views, as they have been
called—require that a person must both think that her life has point and engage
in objectively worthwhile activities for her to lead a meaningful existence (see,
e.g., [19–21]).
A person’s life can evidently have worth for others even though she herself does
not see it as meaningful. Consider, for instance, the time when Mary in the above
example started to think that taking care of her parents cannot be her whole life.
Even though Mary herself did not see her life as meaningful anymore, her tending
for her parents was still valuable for them (as long as she still continued it). But that
a person’s life would have point from her own perspective, that it would be worthwhile for her presupposes that she herself sees her existence as meaningful. The
subjective theories of life’s meaning are plausible in that they can account for this
feature of a meaningful life. Yet returning to the case of Jack—the beer-drinking,
pot-smoking beach bum—suggests that purely subjective theories about life’s
meaning are implausible. For even if Jack managed to deem his existence
13

Not all philosophers writing about the meaning of life draw the distinction between subjective and
objective accounts of life’s meaning in precisely the same way. Below I employ what would appear to
be the most common and useful division between subjective and objective theories of life’s meaning.
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meaningful, as already proposed, it would be counterintuitive to maintain that he
leads a worthwhile life. This problem with the purely subjective views about life’s
meaning provides the central motivation for the development of objective conceptions about the meaning of life.
Objective theories about the meaning of life presuppose a plausible conception
of what things and activities are objectively worthwhile, where ‘objectively
worthwhile’ is understood, roughly, as being signiﬁcant from a viewpoint understandable to all rational people. Critics of the theories have, however, argued that
providing such a conception is impossible. Moreover, objective theories separate
a meaningful existence from the attitudes of the person leading it and, as suggested, this would appear to result in a rather alienated conception of a meaningful life. Let us brieﬂy consider each of these two difﬁculties for objective theories
of life’s meaning in turn.14 Among the main goods that proponents of objective
theories consider as constituents of a meaningful life are such things as creativity,
use of one’s rational capacities, pursuit of truth and beauty, parenting and close
personal relationships, appreciation of nature, and moral activity. Though not all
of them are unique to humans, sometimes these goods are referred to as things that
engage the distinctively human capacities. Now, critics of objective theories about
life’s meaning would appear to be right in that it is not clear that only these things
could make a person’s life meaningful. And, for reasons already presented, it
would seem that moral activity, for instance, is not necessary for leading a meaningful life. But, contrary to what the critics maintain, it seems quite plausible that
a life consisting of, say, engagement in close personal relationships and pursuit of
truth and beauty is objectively more worthwhile than the existence of, for instance,
Jack in the above example.
However, while the ﬁrst of the two main problems of objective theories about
life’s meaning does not appear insurmountable, the second one seems much
more serious. A theory that separates the meaningfulness of a life from the
viewpoint of the person whose life it is arguably, if not evidently, cannot amount
to a satisfactory analysis of a meaningful life understood as a life that is worthwhile for the person whose life it is. Even if a person was engaged in many
objectively signiﬁcant activities, her life would not have point in that sense
unless she also herself saw it as meaningful for her (when she assessed it in light
of adequate information). Together with the main problem of the purely subjective theories—the fact that they count whatever life as meaningful as long as the
person living it sees it as worthwhile—this difﬁculty with the purely objective
theories about the meaning of life has led many philosophers to endorse a hybrid
theory about life’s meaning. Accordingly, Susan Wolf, to use a central example,
maintains that a meaningful life is one of “active engagement in projects of
14

Sometimes, the ﬁrst one of them is combined with the idea that the objective theories presuppose
that there is one single meaningful way of life only. However, given that it is intuitively implausible that there could be only one meaningful type of existence—consider, for instance, the life of
Mary as an artist and the life of Mother Theresa—objective theories about life’s meaning are better
construed as pluralist than as monist theories, to employ the commonly used terms.
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worth” so that “subjective attraction meets objective attractiveness” (see, e.g.,
[19–21]). More precisely, Wolf [21] characterizes the kind of engagement she
has in mind as follows:
A person is actively engaged by something if she is gripped, excited, involved by it. Most
obviously, we are actively engaged by the things and people about which and whom we are
passionate. Opposites of active engagement are boredom and alienation. To be actively
engaged in something is not always pleasant in the ordinary sense of the word. Activities in
which people are actively engaged frequently involve stress, danger, exertion, or sorrow
(consider, for example: writing a book, climbing a mountain, training for a marathon,
caring for an ailing friend). However, there is something good about the feeling of engagement: one feels (typically without thinking about it) especially alive.

Instead of presenting a theory of precisely what activities and projects have
objective worth, Wolf refers to lives that are often deemed as paradigm examples
of meaningful lives—she mentions the lives of Gandhi, Mother Theresa, Einstein,
and Cézanne—to support the view that some lives are objectively more meaningful than others [19–21]. In its objective aspect, Wolf’s conception of a meaningful
life would appear to accord rather closely with what proponents of objective theories of life’s meaning see as objectively worthwhile lives and things. And like
proponents of the purely objective theories of life’s meaning, advocates of the
kind of hybrid position of which Wolf’s theory is a prime example sometimes
disagree over precisely which activities or lives counts as objectively meaningful.
Advocates of the hybrid theories of life’s meaning may also have different views
on exactly how the subjective attitudes relevant to a person’s leading a meaningful
life are to be conceived (cf., e.g., [22, 23]). Yet, in general terms, a position that
combines subjective and objective elements with each other is, for the kinds of
reasons presented above, the most popular one amongst philosophers currently
writing on life’s meaning. How, then, does Fred’s case appear in light of such a
conception of a meaningful life?
The above considerations already suggest an answer to this question. To begin
with, in his heyday Fred was actively engaged in work that provided a valuable
service to the society. Besides exciting him, Fred’s hobbies also taught him to
appreciate nature. Accordingly, the life Fred led then plausibly counts as a meaningful one in the hybrid view. His life might have been more meaningful if he had
pursued a career in literature. Yet, he had been an utter failure as an author, the
contrary would appear to be true. So, in terms of the life Fred has lived, the most
popular of the current philosophical accounts of life’s meaning supports the view,
already suggested above, that Fred has had a meaningful life. What about his current predicament? As explained, Fred is increasingly unable to engage in the activities the pursuit of which has made life worth living for him. Does this entail that he
is doomed to meaninglessness? Not necessarily. If the objectively valuable projects
a person engages in were to change on, say, a daily basis, her life would probably be
too chaotic to be meaningful. Yet that evidently does not entail that the activities
that bring meaning to a person’s existence cannot change during her life. And there
would still seem to be objectively worthwhile things in which Fred could
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engage—such as having personal relationships and enjoying literature. It would
thus seem that in principle at least, Fred could still lead a meaningful existence.
Hence, Fred’s thoughts about the meaninglessness of both the life he has lived and
the life he could still have would appear to lack adequate grounding. Yet, given the
subjective aspect of a meaningful life, whether he actually could live his remaining
time meaningfully depends on whether he is able to ﬁnd sufﬁcient motivation to
engage in objectively worthwhile things. Unfortunately, not all people—even the
frustrated, dejected, and depressed—are able to appreciate the things and activities
that in light of the above considerations could bring meaning to their lives. This
emphasizes the importance of employing an interdisciplinary approach in dealing
with such persons, one that besides the philosophical perspective also involves therapeutic viewpoints from psychology and psychiatry (cf., e.g., [24]).

7.5

Life’s Meaning and Suicide

Consider the regrettable prospect that, despite all efforts, Fred is unable to ﬁnd any
point in his life anymore. He is simply too dejected by the nearing of his demise
and continues to think that it would be best for him to end it all now. As the supernatural viewpoint is now put aside, Fred’s committing suicide would mean no
more, or less, than that his life ends. The morality and rationality of suicide has
been questioned, especially earlier in the history. Yet nowadays, it is commonly—
but not universally—accepted that suicide can sometimes be both rational and
morally acceptable. The criteria of a morally permissible and rational suicide typically involve, at least, the requirements that a person’s life is—for one reason or
another—unbearable for her and that she makes her decision to end it freely, intentionally, and with sufﬁcient understanding about its nature and consequences.15 But
how would Fred’s possible suicide appear from the viewpoint of the philosophical
discussion on life’s meaning?
To begin with, as suggested above, meaning would appear to come in degrees,
so that a person’s life can be more or less meaningful. A meaningful life that could
be even more meaningful is evidently not a life that is not worth living. Instead, it
would seem that only a life that totally lacks meaning could provide grounds for
suicide. Yet a person whose life lacks all meaning can still reasonably want to
live, if she has reason to think that her life will become worth living sometime in
the future. Or she may decide to pursue a life of selﬂessly serving others, or a
cause, without expecting the life to involve the kind of subjective mental states
that in view of the above considerations constitute a central element of a

15

For what have been referred to as the classic philosophical arguments against suicide and criticism of them, see, for example, Feldman [39], Chap. 13. For discussion on the philosophical questions related to suicide more generally, see, for example, Cholbi [40].
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meaningful life.16 Therefore, maintaining that a person’s life is not worth living is
not, as such, to maintain that she has reason to commit suicide or that it is morally
acceptable for her—or to others—to end her life. Sometimes suicide is opposed
sternly even when a person’s life is taken to irrevocably lack all meaning and she
is not considered morally obligated to stay alive to meet her duties toward others.
Those who do not accept suicide (even then) might argue that it just is our part as
humans to suffer and that human life still has value despite being, even all in all,
distressing. More positively, and for another example, people who are against
suicide could instead maintain that even the bad things in life should be welcomed
as parts of an overall good package. On such views, ending one’s life could be
seen as a despondent act that shows inadequate understanding of reality.17 In line
with this, someone might maintain that Fred’s committing suicide would make his
life meaningless or at least amount to a meaningless ending for his existence.
Indeed, when a meaningful life is understood as a life worth living, it would seem
that ending one’s life could not be a meaningful act. For how could something that
brings a life to an end make life worth living?
However, as already implied, even if Fred now were to commit suicide, the act
would not erase the meaning his existence has had. Others might come to see his
life differently than they would otherwise do, but that does not cancel the meaning
Fred found in his existence in the prime of his life. Moreover, a person’s ending
her life is also sometimes seen as an ultimately meaningful act, one by which she
can have the ﬁnal say about her existence even in desperate circumstances. Seeing
suicide as such an act would also appear to be compatible with the hybrid theory
of life’s meaning characterized above (see, however, also note 17). Interpreted in
its terms, Fred’s ending his life could be perceived as an act by which he brings to
conclusion his main project, his life, before it loses all point it can have for him.
Though it would end his life, his committing suicide would thus still be a way for
him to actively engage in a project of worth. Hence, as either option would appear
to be possible in light of the pertinent philosophical discussion, whether Fred’s
ending his life would in fact be a meaningful act rather than a desperate escape
would seem to depend on his own view of his situation. If he sincerely sees his
committing suicide in terms of the hybrid theory, it would seem that his ending his
life could be a meaningful act. However, the philosophical debate on the moral
acceptability of what can be called psychiatric-assisted suicide is as yet at its early
stages only. As most jurisdictions accordingly prohibit psychiatrists from helping
their patients in committing suicide, the procedure is also legally a closed option

16

A person whose life is altogether meaningless can also want to continue it because she mistakenly
believes that her life is worth living.
17
Accordingly, a distressed person who is convinced about the wrongness of suicide might ﬁnd
meaning in continuing the struggle that she sees her life to be (cf. [41]).
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in the majority of cases.18 And, of course, the most fortunate outcome would be
that Fred would after all still manage to ﬁnd some things in his life that would
make it worth living for him.

7.6

Conclusion

In this chapter, I have considered whether philosophical work on life’s meaning
could help an elderly person who is suicidal because he considers his life as meaningless. I focused on one case only—that of Fred described in the introduction—but
assumed that it can throw light on several others. I proposed that, in view of the
recent philosophical debate on life’s meaning, there is an important sense of ‘a meaningful life’ in which it is possible for human lives to have meaning and that a meaningful existence in that sense is one of active engagement in objectively worthwhile
pursuits. To the degree that the considerations are plausible, they undermine Fred’s
worry that his life has been meaningless. They also suggest that Fred might still be
able to ﬁnd meaning in his life, were he able to engage in other valuable pursuits than
those on which he has mainly concentrated so far. It would also seem that his committing suicide would not necessarily be a meaningless act nor would it deprive his
life of the signiﬁcance it has had. These conclusions may unfortunately not provide
sufﬁcient consolation for a person like Fred. However, the philosophical discussion
about the meaning of life is continuing and may produce more helpful answers in the
future. From a different viewpoint, developments in medical science may also alter
the human condition so that the questions about life’s meaning we will be concerned
with in the future are rather different from the ones that were considered above.19 Yet
that remains to be seen and the fact that things could be different in the future evidently does not lessen the urgency of continuing the work—philosophical, psychological, and psychiatric—on the problems cases such as that of Fred’s pose now.20
18

The contemporary debate on the moral and legal acceptability of physician-assisted dying has mainly
focused on competent patients who suffer because they are severely physically ill or injured. For the
main arguments presented in that debate, see, for example, [42], Chap. 1. For discussion on whether
psychiatric conditions could sometimes provide moral grounds for physician-assisted suicide, see, for
example, Appel [43], Cholbi [44], Parker [45], and Varelius [46]. Though Szasz famously argued
against suicide-prevention (see, e.g., [47]), he did not accept physician-assisted suicide. In practice, The
Royal Dutch Association of Medicine already allows that psychiatric reasons can warrant physicianassisted dying and in Belgium suffering unrelated to physical illness or injury is acknowledged in law
as a valid basis for physician-assisted dying (see [48, 49]).
19
In the most extreme scenarios, future technology—human enhancement technology, as it has
been called—will enable us to live forever, as beings with physical, mental, and social abilities far
beyond those we now have (see, e.g., [50]). If the kinds of radical scenarios would become reality,
the questions about life’s meaning—though to an extent similar with those considered above—
would apparently be assessed with rather different faculties than the ones we now have. Unless we
will have such faculties and they help us to solve the problems with climate change, sufﬁciency of
natural resources, etc., our conceptions of the meaning of life may also be affected by rather different kinds of developments than the ones depicted in the extreme scenarios of proponents of
human enhancement technology.
20
I thank Juha Räikkä for valuable comments and the Kone Foundation for generous ﬁnancial support.
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Baby Boomers and Rational Suicide
Robert E. McCue

What a drag it is getting old. –Keith Richards and Mick Jagger,
“Mother’s Little Helper”
© Abkco Music, Inc.

8.1

Introduction

In 2012, Peter Levitan, a 60-year-old advertising executive and self-identiﬁed Baby
Boomer, informed the world in his book, Boomercide [1], that he would kill himself
at age 80. At the time, Mr. Levitan was in good health, ﬁnancially comfortable, and
happily married with two children. However, he realized the likelihood that at some
point in his old age, his health would deteriorate to the extent that he would be
unable to participate in the things that he found meaningful and would require care
that would deplete his ﬁnancial resources. For him, it was better to pick a deﬁnite
time to die, plan accordingly, and enjoy things in the meantime. What is one to
make of this plan to kill himself? From his writings and self-description, Mr. Levitan
does not seem mentally ill. Could it have something to do with his being a Baby
Boomer?
In the coming decades, clinicians treating older adults will have Baby Boomers
as patients. This cohort is so large that it will profoundly affect how the elderly live
and die in our society. In this chapter, we will examine the connection between
aging Baby Boomers and suicide, particularly rational suicide. Like Peter Levitan,
many Baby Boomers will not consider rational suicide to be an outlier act of questionable morality, but an option for having the kind of death suitable for their needs
and wishes.
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What Is so Special About the Baby Boomers?

Beginning in the 1920s, the United States had a relatively stable fertility rate of
about 19 births/1000 population. This ended in 1946 when fertility rates abruptly
rose. They remained high for 18 years, until 1964. At the peak in 1947, the fertility
rate was 26.5 births/1000 population. The boom ended in the mid-1960s when the
fertility rate dropped to 15. The 72.5 million Americans born during this unprecedented period of increased births are called the Baby Boomers [2]. This large number of births skewed the age distribution of the American population in ways that are
still being felt today. From immigration, the number of Baby Boomers has further
increased, totaling 78.5 million by 1999. Today, 76 million Americans are Baby
Boomers (about 65 million were born in the United States during the period) constituting 24 % of the population.
After World War II, the United States was the world’s major industrial, military,
and economic power. Economic growth and low unemployment produced conditions conducive to marrying and raising a family. Coupled with this was the
Servicemen’s Readjustment Act of 1944 (also known as the GI Bill) that subsidized
housing, education, and business loans to returning soldiers. With the automobile,
housing could be further away from the workplace, allowing the formation of suburbs. The new housing developments were ﬁlled with young couples capable of
having and supporting larger families. The Baby Boom followed. Many other countries also had increases in births after World War II, but unless otherwise speciﬁed,
this chapter will refer to the Baby Boom generation of the United States as it has
been studied much more.
Baby Boomers are a heterogeneous group with remarkable variability in class
and race [3]. However, Schuman and Scott [4] found that, despite heterogeneity,
generational cohorts have distinct characteristics that form from major events occurring when the population is between 17 and 25 years old. Baby Boomers are no
exception and have identiﬁable and enduring characteristics. Schewe et al. [5]
divide the Baby Boomers into two groups, the Early and Late Boomers. The Early
Boomers, born 1946–1954, were the subject of focused attention by advertisers
from the start. The enormous success of Dr. Benjamin Spock’s Baby and Child
Care, published in 1946, showed the beneﬁt of marketing to the needs of this group.
Early Boomers came of age in 1963–1972 and experienced the assassinations of
John Kennedy, Martin Luther King, Jr., and Robert Kennedy; the Vietnam War and
campus unrest; the Civil Rights movement; the widespread availability of television; the threat of nuclear annihilation by the Soviets; and a healthy economy. In
1964, 37 % of the American population were Baby Boomers. They overwhelmed all
other age groups and deﬁned “The Sixties” with its emphasis on youth, idealism,
self-indulgence, sexual freedom, distrust of authority, experimentation with drugs,
and concern about unequal rights. The typical Early Boomer values youth, individualism, idealism, stimulation, questioning the established authority, and advocating
for causes [6]. Late Boomers, born 1955–1964, were exposed to Watergate, the
Arab oil embargo, and a failing economy. While sharing characteristics of Early
Boomers, they are also purported to be more narcissistic, inclined to self-help, and,
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since the use of credit cards had become acceptable, willing to use debt to satisfy
their consumer needs and desires.
The Sixties are long gone, and Baby Boomers are getting old. In the midtwentieth century, about 8–10 % of the United States population was over the age of
65. In 2010, this age group was 13.0 % of the population and is predicted to rise to
18 % by 2030 when all Baby Boomers will be over age 65 [7]. From 2000 to 2010,
the fastest growing age group in the United States was those between the ages of
85–94. As the ﬁrst Baby Boomers began turning 65 in 2011, these late-age groups
of “old-old” will grow even more over the next decades. The huge number of old
Baby Boomers, many of whom will need specialized services, is expected to exceed
the institutional and ﬁnancial capacity to provide them. In 1945, there were 12 older
adults being supported by 100 working-age adults; however, in 2030, there will be
35 being supported by 100 of working age. The established programs and customs
to care for the elderly will be insufﬁcient and will meet a generation of older adults
more than willing to cast aside them aside for something better. What comes next
will be determined by people whose values and identity were established during the
1960s and 1970s. Just as they caused a social revolution when young, Baby Boomers
will have a similar impact on the “Golden Years,” including the treatment of
advanced age and death.

8.3

Attitudes Toward Youth and Aging

From the generation’s name, youth is clearly essential to the identity of Baby Boomers.
This was the ﬁrst generation to be treated as a distinct cohort by advertisers. They
were studied by marketers; clothes, food, music, literature, and other recreational
items uniquely preferred by the young were produced and sold to them. A close relationship was established between Baby Boomer consumers who demanded items
suitable to their view of life and the producers of consumer goods who were more than
willing to supply this large, generally afﬂuent group with what they wanted or were
told they needed. Youth was paramount. It was not a culture of idle youth, though.
Young Baby Boomers were an idealistic and politically active group whose activities
led to profound changes in society: the end of the war in Vietnam, the abolition of the
draft, environmental awareness, the sexual revolution, the expansion of rights to
women and minorities, the partial acceptance of drug use, and classic rock music.
With their legacy of deﬁning the social desirability of youth, Baby Boomers retain a
strong identiﬁcation with the youth culture. Studies [8, 9] have shown that over 60 %
of Baby Boomers report feeling younger than their age by about 7–10 years.
How are Baby Boomers dealing with aging? They are the ﬁrst generation to
observe the increase in longevity since the 1960s and are aware that they will live
many more years than did their grandparents. Just as they fought against the established ways of doing things when young, they do not intend to conform to the traditional ways of being an older adult. A 2002 marketing report [10] emphasized that
in midlife, both men and women Baby Boomers are seeking ways to renew and
preserve their youth. Ever attuned to the needs of this cohort, business is willing to
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oblige. The global market in antiaging products is expected to be $191.7 billion in
2019 [11], a 57 % increase over 2013. Antiaging skin products, marketed to Baby
Boomers who feel “young at heart,” are a $3.6 billion market in the United States,
growing by 24 % over 5 years [12]. Other means used to prolong youthfulness are
exercise programs, hair coloring, prescription medications (e.g., sildenaﬁl, ﬁnasteride), nutraceuticals, growth hormone injections, hobbies identiﬁed with youth
(e.g., motorcycling), and cosmetic surgery. In addition to looking young, many
Baby Boomers intend to remain active and engaged during late life, even after the
traditional retirement age of 65. Personal fulﬁllment, over institutional or establishment obligations, remains very important to Baby Boomers. The path to fulﬁllment
will vary but will include continuing with full-time work, part-time work, travel,
periodic education, or the return to hobbies and passions that were not realized in
the past. This period in later life will offer opportunities for adventure and exploration. It may be called a Third Age [13], anything but the dreaded term, old age.
Despite efforts to the contrary, Baby Boomers will reluctantly enter a period
clearly identiﬁable as old age. Jones et al. [14] studied the identity processes of midage Baby Boomers and found that many are becoming victims of the culture of
youth that they created. In their research, Baby Boomers are prone to use identity
accommodation to deal with aging. As a result, small signs of aging become exaggerated as deﬁnitive evidence of being “old.” This leads to hopelessness and discouragement around the aging process. In a 2004 survey [15], British midlife Baby
Boomers had very negative associations with being old. Many believed that old age
started around age 80, when there are clear signs of physical or cognitive disability.
Being old was seen as being decrepit and marginalized. The 2009 Pew Research
Center study [16] reported that most American adults agreed that one was old when
there was failing health, inability to live independently, inability to drive, and difﬁculty with stairs. Baby Boomers who were interviewed believed that old age did not
start until at least 72. Negative attitudes toward being old are also found among
French middle-aged adults [17]. These negative attitudes toward old age were
formed by the relatively new phenomenon of having a parent live long enough to
enter decrepitude, the result of increased longevity. Caring for aging parents in deteriorating health has been a focus of many mid-age Baby Boomers [18]. In 1800, a
60-year-old woman would have had a 3 % chance of having a living parent; in 1980,
this probability was 80 % [19]. The prolonged exposure to an aging parent in poor
health and increased dependency has presented a picture of old age that is terrifying
to many Baby Boomers. Above all is the fear of dementia or Alzheimer’s disease. A
2007 study by Suhr and Kinkela [20] found that personal experience with
Alzheimer’s disease, particularly with someone with whom you are genetically
related, is strongly associated with a fear of developing the disease. Fear of the disease was also associated with depression and negative views of aging. Despite having themselves cared for an aging parent, Baby Boomers are fearful of being a
burden to their own family or friends [15]. It remains to be seen if the Baby Boomers’
negative view of old age will change as they approach 72 or 80. However, it would
not be surprising that some believe suicide is a rational alternative to such an undesirable state.
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Baby Boomers and Death

Baby Boomers cannot ignore the inevitability of death. Just as this group desired to
live on its own terms, it will also be important to die on its own terms. They will
examine conventions surrounding death and retain or discard them depending on
what is personally meaningful. Baby Boomers do accept death, but a prolonged
dying process is feared and to be avoided. A “good death” is desirable. What is a
“good death”? Charles Garﬁeld [21], an expert on providing emotional support to
people with life-threatening illnesses, characterizes a good death in the following
manner:
•
•
•
•
•

Experience as little pain as possible.
Recognize and resolve interpersonal conﬂicts.
Satisfy any remaining wishes that are consistent with their present condition.
Review life to ﬁnd meaning.
Hand over control to a trusted person, someone committed to helping them have
the kind of death they desire.
• Be protected from needless procedures that serve to only dehumanize and
demean without much or any beneﬁt.
• Decide how social and how alert they want to be.
For many Baby Boomers, this was not how their elderly parents or other loved
ones died. The ideal death should be quick, peaceful, at home, and digniﬁed. Baby
Boomers will take control of the dying process, insist on death with dignity, and not
leave this to chance [22]. For some, suicide will be an acceptable and digniﬁed way
to avoid a signiﬁcant decline in the quality of life and realize a “good death” [23].
Baby Boomers are leading the way in bringing death and dying into the open and
under their control. Since 2011, the Death Cafe movement has been gaining ground,
and over 2500 Death Cafes have taken place worldwide [24]. These are non-clinical
groups where people gather to “eat cake, drink tea, and discuss death” with the goal
“to increase awareness of death with a view to helping people make the most of their
(ﬁnite) lives.” As a generation courted and catered to by marketers, Baby Boomers
believe that the death and mourning processes can and should be personalized to
suit the needs of the individual. This may involve a nontraditional funeral ceremony
[25] or being allowed to legally make a decision to end their life. A May 2015 poll
by Gallup [26] found that 68 % of Americans support legalization of physicianassisted suicide for terminally ill patients, a nearly 20-point increase since 2013.
This increasing support is being driven by Baby Boomers who insist on the right to
exercise control over their bodies [27]. The issue of control is crucial to Baby
Boomers. Peter Levitan mentioned it as an important factor in his decision to kill
himself. Skaff [28] hypothesized that the Baby Boomers’ enhanced sense of control
developed from having grown up in a time of afﬂuence and opportunity and having
seen the impact that they had on society when young. In any case, there will be more
than a few Baby Boomers intent on not dying as their parents did, but taking control
of their life’s end, even if it means killing themselves.
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Baby Boomers and Suicide Risk in Late Life

Baby Boomers have had a long-standing relationship with suicide. Their suicide
rate during adolescence, particularly among young white males, was much higher
than previous generations [29]. This increase was attributed to drug use, depression,
and competition among a large cohort for ﬁnite resources [30]. The high rate of
suicide among Baby Boomers continues. From 1999 to 2010, the suicide rates of
adults between ages 50–59 increased 50 % to over 19 per 100,000 population [31].
Middle-age is typically a time of lower suicide rates, but apparently not for aging
Baby Boomers. Hempstead and Phillips [32] attributed this increase partly to the
ﬁnancial and employment problems stemming from the Great Recession and partly
to being a member of a cohort that has a lower threshold than older generations for
resorting to suicide when times get tough. As Baby Boomers enter old age, they will
encounter circumstances that increase the risk of suicide. While some may be
unavoidable factors of aging, others will be speciﬁc to the Baby Boom generation.

8.5.1

Social Isolation

Social isolation [33, 34] and unmarried status, particularly for men [30, 35], are wellknown risk factors for suicide. In the past, people entered late life being married. This
is not true for Baby Boomers. A 2009 survey found that one-third were unmarried in
midlife [36]. Most were divorced or had never married. Unlike previous generations
when marriage was the norm, Baby Boomers chose other options such as foregone
marriage, divorce, cohabitation outside of marriage, and non-marital childbearing
[37]. Many Baby Boomers will end up living alone in late life [19], but in need of
assistance as cognitive and physical problems develop. Traditionally, a spouse or family member provided this care. For Baby Boomers who are unmarried, this responsibility will fall on their children or, lacking available children, most likely strangers
who are paid to provide care. Baby Boomers had fewer children than their parents,
and, with the increased rate of divorce, their children may have with a weakened sense
of ﬁlial obligation [38]. Therefore, children will not be a reliable source of support.
Paid care providers may sufﬁce for some, but will be ﬁnancially or personally unacceptable for others. Van Orden et al. [39] proposed an interpersonal theory of suicide
with the major factors leading to suicide being thwarted belongingness (lack of social
connectedness) and perceived burdensomeness. These two speak to the many Baby
Boomers in old age who will be living alone and in need of care that may not be easily
provided. For them, thoughts of suicide will not be rare.

8.5.2

Substance Use

Baby Boomers were the “turned on” generation. Substance abuse rates are highest
for those born between 1953 and 1964 [40]. The use of drugs was an acceptable
means of recreation and enlightenment. Baby Boomers have had less substance
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abuse since leaving young adulthood, but it is still comparatively high. There has
been a dramatic increase in the rate of accidental drug overdoses in mid-age Baby
Boomers [41, 42]. A group comfortable with using psychoactive drugs now has
access to widely abused opioid analgesics. Colliver et al. [43] project that from 2000
to 2020, there will be over 50 % increase in the rate of illicit drug use in people over
age 50. Duncan et al. [44] examined admissions for alcohol and substance abuse in
people 55 years of age and older from 1998 to 2006. Admissions for alcohol abuse
remained stable, while those for other substances increased substantially. Aging
Baby Boomers are using mood-altering drugs at much higher rates than previous
cohorts of similar age. Substance use is highly associated with suicide [45], and the
unprecedented degree of drug use among aging Baby Boomers will be another factor increasing this generation’s risk for suicide.

8.5.3

Chronic Illnesses

Having a chronic debilitating physical illness in old age is associated with increased
suicide risk [46, 47]. In general, Baby Boomers are wealthier and better educated
than previous generations, but their old age is likely to be one plagued by poor
health. Our longer life expectancy has led to a prolonged period at the end of life
with severe health problems. In addition, while some baby Boomers are embarking
on a program of exercise and healthy living to prolong their youthfulness and vitality, as a whole, this cohort at midlife is in poorer health than previous generations.
Martin et al. [48] looked at the health and functioning in mid-age of Baby Boomers
compared to previous cohorts. Although Baby Boomers initially had less mortality
and poor health from 1982 to 2006, since 1997 there have been increases in the rates
of cardiovascular disease, obesity, lung problems, and diabetes mellitus. These
increases may be partially accounted for by increased awareness and reporting, but
the authors conclude that given their educational opportunities and the advancement
in medical science, the Baby Boomers should be doing better health-wise. In 2013,
King et al. [49] reported that after controlling for age, sex, race, and socioeconomic
factors, 46–64-year-olds had signiﬁcantly more obesity, diabetes mellitus, hypertension, and hypercholesterolemia than the prior generation. One-half of Baby
Boomers surveyed had no regular physical exercise. Other studies have borne out
that late-life Baby Boomers will have higher rates of chronic disease and disability
than their parents. Wang et al. [50] predict that by 2030, 86.3 % of adults will be
overweight or obese. The United States is not unique; Wild et al. [51] looked at the
worldwide prevalence of diabetes mellitus and estimate that in 2030 nearly 50 % of
adults over age 65 in developed countries will have diabetes, even if current rates of
obesity are unchanged. Nemetz et al. [52] examined the autopsy ﬁndings of 3237
younger residents (ages 16–64) of Olmsted County, Minnesota, from 1981 to 2004
who died from external causes. From 1981 to 1995, the grade of coronary artery
disease declined in the autopsy specimens; however, after 2000, it increased. The
authors attributed this unexpected ﬁnding to the increased prevalence of obesity and
diabetes mellitus. If these ﬁndings are conﬁrmed, aging Baby Boomers may be
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faced with increasing morbidity secondary to cardiovascular disease, reversing a
trend that started in the 1960s.
A major concern among the aging Baby Boomer population is cognitive impairment and dementia. The Aging, Demographics, and Memory Study [53, 54] estimated that for people over the age of 71, the prevalence of dementia is 13.9 %, of
Alzheimer’s disease is 9.7 %, and of cognitive impairment but not dementia is
22.2 %. At these rates, in 2030, 9.7 million elderly Baby Boomers will have with
dementia and another 15.5 million will have mild cognitive impairment. To the
Alzheimer’s Association, Baby Boomers are “Generation Alzheimer’s” and will be
deﬁned by the disease. For Baby Boomers who have watched their parents or elderly
relatives decline with a dementing illness, this is a frightening prospect. The media
has reported on some notable cases [55, 56] where suicide was a way of avoiding
ending up in the regressed and helpless state of late-stage dementia. Studies [57–59]
have shown an increase in suicide attempts after the diagnosis of Alzheimer’s disease, often unrelated to the coexistence of a mood disorder. A failing of the body
and mind with advanced age will not be a rare occurrence to Baby Boomers. For a
group that prizes youth and fulﬁllment, suicide may seem like a reasonable choice
over what is perceived as helpless decrepitude.

8.5.4

Financial Difficulties

For some Baby Boomers, late life will be a time to work at will, travel, explore
interests, invest in a hobby, or relax in comfort [13, 60]. While wealthier than previous generations, a 2005 [61] report from the Pew Research Center found signiﬁcant
ﬁnancial disparity among Baby Boomers. Of the over 3000 interviewed, 24 %
expected to have just enough money to meet basic expenses when old, and another
17 % did not expect to have even that much. Among 954 Baby Boomers interviewed
in a 2011 AARP survey [9], 44 % were dissatisﬁed with what they saved for retirement. By the life path models of the Employee Beneﬁt Research Institute [62], over
40 % of Baby Boomers will not have sufﬁcient resources to pay for basic retirement
expenses and uninsured health costs. Longevity risk, nursing home expenses, and
home health-care costs can compromise the ﬁnancial resources of even those Baby
Boomers who have diligently saved for retirement [63]. While some may choose to
work longer, currently 50 % of retirements are not planned or expected [64]; many
people leave work because of physical disability, family care responsibilities, and
employer changes. Willis and Schaie [65] studied the cognitive functioning of midage Baby Boomers and question whether the large number who wants to continue
working into their 70s will be cognitively competent to do so.
Late Boomers (1955–1964) appear to be saving less for retirement than Early
Boomers [66]. Rhee and Boivie [67] found that 40.7 % of heads of household
between the ages of 55–64 do not even have a retirement account. Baby Boomers
have had the ﬁnancial advantages of a prosperous economy during the 1950s and
1960s, good educational opportunities, and, for some, a deﬁned beneﬁt pension
plan. These ﬁnancial advantages have been countered by being the ﬁrst generation
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to be isolated by advertisers and encouraged to buy and also being the ﬁrst group of
adults to have easy access to credit cards. While the median income of Baby
Boomers is higher than other adult age groups, the number of bankruptcy ﬁlings has
been rising faster in this group (even before the Great Recession) [68]. Among Baby
Boomers, those who are minorities, less educated, and less employed will have
higher poverty rates in old age [69]. Eggebeen and Sturgeon [70] found a substantial
portion of midlife Baby Boomers with low or modest income (60 % of whites, 80 %
of blacks, 80–85 % of Hispanics).
On a higher level are the persistent reports of ﬁscal catastrophe as the large number of Baby Boomers claim Social Security and Medicare. In 2030, these two
expenditures are estimated to cost an unaffordable 15 % of the United States’ economic output [68]. Possibly as a result, Baby Boomers [9] are more pessimistic
about the future economy. A large group of Baby Boomers will have insufﬁcient
ﬁnancial assets in old age and will have to take drastic measures to reduce their
standard of living. That this will lead to suicide for some is already evidenced by the
increased rate of suicide in Baby Boomers since 1999 that has been partly attributable to the Great Recession [32]. The projected depletion of his ﬁnancial assets by
age 83 was one reason that Peter Levitan chose age 80 to kill himself.

8.6

Conclusions

Suicide rates were relatively high for the Baby Boom generation during their youth
and mid-age and are expected to remain so when they are elderly. In many cases,
suicide will be secondary to substance abuse or depression. These are treatable.
Efforts to identify and appropriately intervene should be able to prevent some of
these suicides where judgment is likely impaired.
However, Baby Boomers are likely to face other circumstances related to
increased suicide risk such as social isolation, deteriorated physical and cognitive
health, and exhausted ﬁnancial resources. It is debatable whether these are amenable to mental health interventions. Faced with these circumstances and little realistic
hope of improvement, some Baby Boomers will question whether continuing to live
is worthwhile and decide to kill themselves. This will be rational suicide. Baby
Boomers will decide that their parents’ manner of dying, prolonged and at the mercy
of institutions and medical technology, is no longer acceptable. Life is about youth,
freedom, activity, and self-fulﬁllment. If one can no longer live like this, death
becomes an option, and dying at the time and manner of one’s choosing is an even
more reasonable option.
The Baby Boom generation is so large and diverse that although most Baby
Boomers did not become hippies, take LSD, go to Woodstock, march in Civil Rights
protests, or confront police on campus, the minority who did had a large impact on
society. Similarly, the conclusion of this chapter is not that most Baby Boomers will
consider rational suicide. Rather, because of external circumstances or personal
belief, a signiﬁcant minority will consider suicide to be an intelligent and rational
act in the face of an irreversible worsening in the quality of life. We will soon be
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encountering older patients or clients who present suicide in a manner that is outside
the realm of our typical clinical experience. While we may agree or disagree with
the rationality of these beliefs, it is our responsibility to address them in a compassionate and therapeutic manner. How to do so can be found in the other chapters of
this book. The aging of the Baby Boom generation will cause us to modify our clinical approach to “geriatric” patients. We, like the rest of society, will also be forced
to evaluate our preconceptions about old age and how we deal with dying and death
in the face of increased longevity.
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Who Are the Elderly Who Want to End
Their Lives?
Gary Cheung and Frederick Sundram

“There is but one truly serious philosophical problem, and that
is suicide”
Albert Camus

Steve was 66 years old when he was given a diagnosis of terminal prostate cancer
and had 18 months to live. His wife of 20 years suffered from Parkinson’s disease.
Following the cancer diagnosis, Steve and his wife decided to form a suicide pact.
They followed the plastic bag method described in Derek Humphrey’s book “Final
Exit” (Chapter 22) because neither euthanasia nor physician-assisted suicide was
legal in their country. They left a suicide note clearly documenting they had decided
to die because of their suffering. Steve’s wife died but he survived; and he was later
charged by the police for aiding his wife with ending her life. He appeared in court
a year later. By now he had another 6 months to live. He was physically weak and
suffered from a lot of pain. The media coverage of the court case started to bother
him. He decided to hang himself in the garage.
John was 80 years old and lived a happy life with his wife in a retirement village
until he was diagnosed with terminal bladder cancer. He had multiple visits to the
hospital in the 6 months leading up to his death. John had always been a strong
supporter of euthanasia but neither euthanasia nor physician-assisted suicide was
legal in his country. In the month prior to his death, his quality of life was poor. He
was suffering from a number of physical symptoms including shortness of breath,
difficulty swallowing, and pain. He requested the local hospice service to stop his
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treatment so it would “hurry things up a bit”. It was particularly stressful the day
before John decided to end his life. He vomited in bed and his wife had to clean up
the “mess”. The next morning, he was found dead in his car in the garage. He died
of carbon monoxide poisoning.
These cases are examples of what may be considered a rational decision to proceed with suicide; and there are many more but these cases serve as illustrative
examples. The coroners who investigated these cases gave a suicide verdict. These
were in a country where euthanasia and/or physician-assisted suicide (PAS) was not
available for people suffering from a terminal medical condition.

9.1

Definition of Rational Suicide

Siegel listed three criteria for rational suicide (1) a realistic assessment of the situation;
(2) mental processes unimpaired by psychological illness or severe emotional distress;
and (3) a motivational basis that would be understandable to uninvolved observers [1].
Werth and Cobia also provided a similar deﬁnition for rational suicide which is (1) an
unremittingly hopeless condition; (2) a suicidal decision made as a free choice; (3) an
informed decision-making process [2]. Although one cannot speculate on whether
these two men had unimpaired mental processes, their decision to end their lives is
understandable given their ongoing suffering, expected future deterioration and the
terminal nature of their conditions. These two men would likely have fulﬁlled the criteria for euthanasia/PAS if they lived in a country where these practices were legal. For
example, the Dutch’s “Termination of Life on Request and Assisted Suicide (Review
Procedures) Act” (2002) states that euthanasia and PAS are not punishable if the attending physician acts in accordance with criteria of due care:
1. The patient’s request should be voluntary and well considered.
2. The patient’s suffering should be unbearable and without prospect of
improvement.
3. The patient should be informed about his situation and prospects.
4. There are no reasonable alternatives.
5. Another independent physician should be consulted.
6. The termination of life should be performed with due medical care and
attention.
Mak and Elwyn suggested that suffering is multi-dimensional and related to the
patient’s illness experience; and an euthanasia request is an expression of suffering
[3]. Rational suicide is by no means a Sisyphean task and in order to gain insight
and address the question “Who are the elderly who want to end their lives?”, we
reviewed the rational suicide and euthanasia/PAS literature in older people, particularly from countries where these practices are legal.
The euthanasia/PAS literature in older people was derived from four sources (1)
euthanasia/PAS cases and statistics in countries/states where these practices are
legal; (2) requests for euthanasia/PAS in people with terminal illness; (3) attitudes
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towards euthanasia/PAS in patients without terminal illness; and (4) attitudes
towards euthanasia/PAS in the general public. Hypothetical scenarios are often used
in research exploring attitudes towards euthanasia/PAS; however, it is important to
note that hypothetical scenarios may not correspond to actual reactions of those
who are terminally ill or wanting death [4].

9.2

Epidemiology

The incidence of rational suicide is unknown but a recent systematic literature
review found the rates of PAS among all deaths ranged from 0.1 to 0.2 % in the US
states (Oregon, Washington, and Montana) and Luxembourg to 1.8–2.9 % in the
Netherlands [5]. The total number of reported cases and the percentage of reported
assisted deaths of all deaths increased over time in countries and states where euthanasia/PAS has been legal for longer periods (Belgium, the Netherlands, Switzerland,
and Oregon). However, this observation is likely to be a result of more complete
reporting to the authorities.

9.3

Age and Ageing

The literature on euthanasia and PAS from the Netherlands, Belgium, and
Oregon suggests the oldest old (age ≥85) do not die as a result of euthanasia
and/or PAS [6–12]. Moreover, it has been suggested that some older people may
believe they are more vulnerable to possible abuses if euthanasia became an
acceptable practice [13].
Most of the 1684 cases of euthanasia/PAS in the Netherlands from 1984 to 1993
were performed in the 70–79 age group (27 %) and 60–69 age group (25 %), followed by the 50–59 age group (16 %) and 80+ age group (14 %) [6]. Similarly, the
ﬁndings of ﬁve Dutch studies from 1991 to 1997 concluded that euthanasia and
PAS occurred most frequently in the age group of 65–79 years, followed by the age
group of 50–64 years [8]. In the ﬁrst 5 years after euthanasia was legalised in
2002 in the Netherlands and Belgium, the majority of the cases were in the 60–79
age group (the Netherlands: 53 % and Belgium: 53 %), whereas 12 % of the cases
in the Netherlands and 18 % in Belgium were in the oldest old group (age ≥80) [9].
Smets et al. reported people older than the age of 80 were under-represented among
euthanasia cases in Belgium between 2002 and 2007 [10]. In the US, participants
of the Death with Dignity Act who died in Oregon and Washington from 2009 to
2012 were highest in the 65–74 age group, followed by the 75–84 and 55–64 age
groups [12].
In regard to attitude towards euthanasia/PAS, participants in the Longitudinal
Ageing Study Amsterdam (aged ≥64; n = 3615, longitudinal sampling over three
time-points from 2001 to 2009) were asked whether they could imagine requesting
their physician to end their life (“euthanasia”), or imagine asking for a pill to end
their life if they became tired of living in the absence of a severe disease
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(“end-of-life pill”) [14]. They found the 64–74 age group was more likely to have a
positive attitude towards euthanasia (OR = 1.71, 95 % CI = 1.25–2.34) compared to
the ≥85 age group; however, there was no signiﬁcant difference between the 75–84
age group and ≥85 age group.
The age factor is different in Switzerland. The Swiss “Right-to-Die” society
EXIT was founded in 1982 to assist suicide by providing terminally ill members
with a lethal dosage of barbiturates on request. Frei et al. reported that EXIT
assisted suicides from 1992 to 1997 (n = 35) had a signiﬁcantly higher mean age
(men: 75 vs. 50 and women: 74 vs. 52) compared with non-EXIT suicides (n = 425)
[15]. A more recent Swiss study with a larger sample of assisted suicide from 2003
to 2008 (age 25–64: n = 439 and age 65–94: n = 862) found that the rates of assisted
suicide increased with increasing age in every 10-year age-band between the ages
of 25–34 years (0.3 per 100,000 95 % CI = 0.2–0.5) and 85–94 years (38.9 per
100,000 95 % CI = 32.8–46.2) [16]. Fischer et al. also found the proportions of
older people who had assisted suicide and suffering from non-fatal diseases showed
a steady increase over a 15-year period (from 1990 to 2004) in Switzerland [17].
They suggested that “weariness of life” may be a more common reason for assisted
suicide. In the Netherlands, request for euthanasia and PAS in the absence of a
severe disease was investigated in a sample of nursing home physicians, general
practitioners, and clinical specialists [18]. Twenty-nine such requests (age ≥60)
were identiﬁed and they were most common in the 80–89 age group (38 %), followed by the 70–79 age group (31 %), 90–97 age group (21 %), and 60–69 age
group (10 %). Their reasons for the requests were being through with life (55 %),
physical decline (55 %), tired of living (48 %), and no purpose in life (41 %). In
another Dutch study, general practitioners reported that “being tired of living” also
played a major role in 28 % of the people who requested euthanasia but they had no
severe physical or psychiatric disease [19].
It has been argued that age in itself may not be the most important predictor of
attitude towards euthanasia/PAS, but it is mediated by religious beliefs. A US study
(n = 1311; age 18–29: 40 %; age 30–49: 33 %; age 50–64: 15 %; and age 65–96:
11 %) found older peoples’ greater focus on religious beliefs was signiﬁcant in
explaining their lower levels of acceptance of PAS, as compared to younger people
[20]. Another US study (n = 5534) with data collected in a general survey of participants over a 15-year period from 1977 to 1991 found the youngest age group (age
45–49) had the lowest percentage (39 %), whereas the oldest group (age 80–85) had
the highest percentage (48 %) against euthanasia [13]. However, the most signiﬁcant predictors of euthanasia found in this study were attendance at religious services. Similarly, a study in Texas, US (age ≥60; Mini Mental State Examination
≥18; Mexican American: n = 100; and non-Hispanic White: n = 108) found age was
not a signiﬁcant factor for supporting PAS; whereas religiosity plays a role in nonHispanic White but not Mexican American [21]. Religious factors and euthanasia/
PAS are discussed in more detail in a later section.
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Gender

Speciﬁc information on gender and euthanasia/PAS in older people is not routinely
reported in the literature, but the majority of reported euthanasia/PAS cases (of all
ages) in the Netherlands, Belgium, Oregon (except in 2011), and Washington were
men (range 50.6–57 %) [5, 12]. Battin et al. found the rate ratio of PAS (of all ages)
was 1.0 in women and 1.1 in men in Oregon from 1998 to 2006 and 1.0 in women
and 1.3 in men in the Netherlands in 2005 [11]. In the nursing home setting, a Dutch
survey of physicians found euthanasia and PAS (n = 69; mean age = 71) was performed on more men (65 %) than women (35 %) [22].
The situation in Switzerland is different where more women than men died by
assisted suicide. For example, a Swiss study of EXIT deaths from 1990 to 2000
found women were overrepresented (in comparison with all other deaths and all
other suicides) in the 65–84 year group [23]. In the ≥85 year group, men were overrepresented in comparison with all other deaths, whereas women were overrepresented in comparison with all other suicides. The 2003–2008 Swiss study also
found for the 65–94 age group that assisted suicide was more likely in women than
in men (OR = 1.66, 95 % CI = 1.40–1.96) [16].
In regard to attitude towards euthanasia, participants in the Longitudinal Ageing
Study Amsterdam found no difference between males and females [14]. However,
the Texas study found men were more likely to support PAS among the older
Mexican Americans, but not non-Hispanic White [21].

9.5

Marital Status

There are less consistent ﬁndings on marital status and euthanasia/PAS. Most
people (of all ages) who died of euthanasia/PAS were married, followed by the
widowed and divorced; however, it is difﬁcult to interpret these data without
knowing the distribution of marital status among all deaths [5]. The Dutch nursing
home survey of euthanasia and PAS cases found more women than men were
“previously married”, whereas more men than women were married or “living
with a partner” [22].
The 2003–2008 Swiss study of assisted suicide found for the 65–94 age
group marital status (married vs. single vs. widowed vs. divorced) or children
status were not signiﬁcant factors. However, assisted suicide was more likely in
1-person households (OR = 1.44, 95 % CI = 1.11–1.87) than ≥2 persons households [16].
The Longitudinal Ageing Study Amsterdam found that participants who were
divorced were more likely to have a positive attitude towards euthanasia, but no
statistical differences were found between the widowed vs. married and never married vs. married [14]. Similarly, the Texas study found marital status was not a signiﬁcant factor in people’s agreement with PAS [21].
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9.6

Ethnicity

The relationship between euthanasia/PAS and ethnicity is not well researched in
older people. Participants (of all ages) of the Death with Dignity Act who died in
Oregon and Washington from 2009 to 2012 were predominantly White [12]. The
2003–2008 Swiss study found for the 65–94 age group assisted suicide was more
likely in people who lived in the French-speaking region (OR = 1.27, 95 % CI = 1.06–
1.51) than people who lived in the German-speaking region; but there was no difference between Italian-speaking and German-speaking regions [16].
A Hawaiian study (older people: n = 125, mean age = 73; adult children: n = 120,
mean age = 42) compared the response to “Are there conditions under which
physician-assisted death should be permitted?” in ﬁve ethnic groups (Caucasian,
Chinese, Filipino, Hawaiian, and Japanese) found no signiﬁcant differences in the
responses between the two generations [24]. However, the responses varied signiﬁcantly by ethnicity. The Fillipnos (54 %) and Hawaiians (44 %) were more likely to
say “NO”; compared to Caucasian (21 %), Chinese (18 %), and Japanese (8 %). The
authors did not measure the interaction between ethnicity and religion, but 88 % of
Filipinos were Catholic, 59 % of Japanese were Buddhists, and the majority of others were Protestants. It is interesting to note that Chinese and Japanese in Hawaii
have the longest life expectancy, whereas Hawaiians have the shortest. In contrast,
the Texas study found more Mexican American (52.7 %) supported PAS, compared
to 33.7 % of non-Hispanic White [21].

9.7

Religion

Older people with religious beliefs are less likely to support euthanasia/PAS. For
example, the Texas study found religiosity was signiﬁcantly higher in people who
disagreed with PAS [21]. Similarly, a Dutch study of 76 older people living independently and 56 older people living in nursing homes found those who were afﬁliated with a church more frequently rejected euthanasia [25]. A US study of general
medical hospital patients (age ≥60; n = 158) also found religious coping was signiﬁcantly correlated with less interest in PAS when they were presented with two
hypothetical scenarios [26]. Lastly, the 1977–1991 US general survey concluded
that the lower acceptance of euthanasia among older people stemmed from their
greater religiosity [13].
A New Zealand qualitative study of 11 older people (age ≥65) found “religious
reasoning and beliefs” was one of the four main themes in the older people who
opposed physician-assisted dying [27]. Similarly, three of the 26 participants with
Alzheimer’s disease (Mini Mental State Examination ≥17; mean age = 78) in a US
study gave religious reasons for opposing PAS [28]:
“The Lord will take you when he wants to.”
“My body would burn in hell if I killed myself.”
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In terms of religious afﬁliation, Catholics are less likely, whereas Buddhists are
more likely to support euthanasia/PAS. The ﬁndings in Protestants are mixed. For
example, a Swiss study of assisted suicide from 2000 to 2005 found that in both
older men and women (age 65–94) religion was protective but most signiﬁcantly in
Catholics [29]. The 2003–2008 Swiss study found assisted suicide was more likely
in older people (age 65–94) with no afﬁliation (OR = 6.63, 95 % CI = 5.29–8.32)
and Protestants (OR = 2.05, 95 % CI = 1.68–2.50) than in Catholics [16]. The
Hawaiian study found Buddhists and Protestants were signiﬁcantly more likely to
support physician-assisted death than Catholics [24]; whereas the Longitudinal
Ageing Study Amsterdam found older people who were Dutch reformed/protestant, Catholic or with other religions were less likely to have a positive attitude
towards euthanasia [14].
A Belgian qualitative study explored the attitudes towards voluntary euthanasia, assisted suicide and non-voluntary euthanasia in a sample of older (age
60–75, mean = 65; n = 23) Hasidic,1 non-Hasidic Orthodox, and secularised
Orthodox Jewish women [30]. They found almost all of the secularised Orthodox
Jewish respondents were in favour of voluntary euthanasia, but all Hasidic
respondents were found to be absolute opponents. For all of the non-Hasidic
Orthodox respondents, euthanasia was found to be irreconcilable with being an
Orthodox Jew, as this treatment decision is forbidden by Jewish law. The participants emphasised that although Jews are free to make choices, in the end their
actions will be judged by God.

9.8

Spirituality

Spirituality is a multi-dimensional construct that includes components of meaning,
purpose, and hope, and can exist separately from religiousness. Unlike religion, its
relationship with euthanasia/PAS is not well studied. An Oregon study found a signiﬁcantly lower level of spirituality in a group of terminally ill patients who were
seriously pursuing and/or requesting lethal medication under Oregon’s Death with
Dignity Act (n = 55; mean age = 65.3) when compared to patients with advanced
disease but no interest in pursuing physician-assisted dying (n = 39; mean age = 60.9)
[31]. In spirituality terms, it was suggested that people who pursued physicianassisted dying may lack an expectation of meaning in the dying process, and they
may not see any opportunities remaining and pursue physician-assisted dying as a
manner to circumvent suffering that has no value.
1
For Orthodox (Hasidic and non-Hasidic) Jews being Jewish means following the stipulations of
Jewish law, secularised Orthodox Jews interpret their Jewish identity in ethnic and cultural terms.
For them, being Jewish essentially means that they belong to the Jewish community and strive for
its continuation by passing on the Jewish tradition and culture. They characterise themselves as
“traditionalist” or “non-practising” Jews, referring to a reduced Jewish praxis which is maintained
out of habit or tradition.

120

9.9

G. Cheung and F. Sundram

Education

Older people with a higher education are more likely to support euthanasia/PAS [14, 16,
24, 32]. For example, the 2003–2008 Swiss study found assisted suicide was more likely
in older people who had tertiary or higher education (OR = 2.74, 95 % CI = 2.15–3.43)
and secondary education (OR = 1.74, 95 % CI = 1.45–2.10) than those with less education [17]. The Longitudinal Ageing Study Amsterdam also found participants who had
secondary or tertiary education were more likely to have a positive attitude for euthanasia than those who had primary education or less [14].
The only exception to this association was reported in the Texas study where
older people with an education of less than Grade 10 were more likely to agree with
PAS than people with an education of high school or higher (OR = 2.08, 95 %
CI = 1.05–4.12) [21].

9.10

Social Support

An Australian study based on the palliative care service of a tertiary referral hospital
reported six requests (age = 44, 58, 70, 71, 71, and 78) for euthanasia out of their
490 new referrals in 2000 [33]. Social isolation was reported in four of these six
patients. A Dutch study found isolation was a factor in 59 % of the 29 older people
(in the absence of a severe disease) when they made a request to their general practitioner for euthanasia and PAS [18]. In an US study, caregivers (age <65: n = 79 and
age ≥65: n = 136) of terminally ill patients who had moderate or many supports
were less likely to support euthanasia and PAS than caregivers who had few or no
support (OR = 0.63, 95 % CI = 0.44–0.90) [34].
Social support, however, does not appear to have a role in euthanasia/PAS in studies with large sample sizes. For example, the US study of general medical hospital
patients found perceived social support (including the availability of instrumental,
emotional, and ﬁnancial support) was not associated with an interest in PAS [26]. A
study of patients with advanced cancer in Oregon (n = 161; mean age = 61.6,
SD = 11.7; Mini Mental State Examination >23) following the enactment of the
Oregon Death with Dignity Act (1997) found social support (measured by the DukeUniversity of North Carolina Functional Support Scale) was not associated with an
interest in requesting a lethal prescription in the previous 2 weeks [35]. Another
Oregon study of a group of terminally ill patients, who were seriously pursuing and/
or requesting lethal medication, also reported a similar ﬁnding [31]. Lastly, a Swiss
study found social isolation (deﬁned as limited or no friends, no loved-ones) was not
associated with assisted suicide in their older people (age ≥65) [36].

9.11

Physical Problems and Ill Health

9.11.1 Cancer/Malignancy
Cancer/malignancy is the most common reason for older people to request euthanasia and/or PAS. The Dutch nursing home survey found 53 % of the euthanasia and
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PAS cases had a malignant neoplasm (digestive tract, respiratory tract, bones/connective tissue/skin/breast, and urogenital tract), followed by diseases of the nervous
system and sense organs (multiple sclerosis, motor neurone disease, and Parkinson’s
disease; 21 %), diseases of the circulatory system (12 %) and diseases of the respiratory system (9 %) [22]. The Oregon study of patients with advanced cancer found
57 % supported or strongly supported the legalisation and 9 % had a serious interest
in physician-assisted dying in the previous 2 weeks [35]. An Australian study of 228
outpatients attending an oncology clinic found no differences in general and personal support for euthanasia and PAS in the <55 and ≥55 age groups: 68 % vs. 69 %,
respectively [37]. However, this study used ambulant outpatients with low levels of
disability attending clinic and so would not be representative of inpatients or terminally ill cancer patients.

9.11.2 Pain
Participants in the Hawaiian study felt that physician-assisted dying was acceptable
for an individual with untreated pain, especially if they were also terminally ill [24].
Similarly, a study involving six sites in the US found pain was associated with being
more likely for terminally ill patients (mean age = 66.5) to consider euthanasia or
PAS in a hypothetical situation [34]. Pain was also frequently given as a reason for
euthanasia in the Dutch study of older people living independently and in nursing
homes [25]. A US study examined the characteristics of women (age ≥55) who
committed suicide and women whose death were assisted by Dr Jack Kevorkian2
from 1995 to 1997. They found assisted suicide cases were more likely to have a
decline in health, pain, and neurological diseases (including multiple sclerosis and
amyotrophic lateral sclerosis) [38].

9.11.3 Alzheimer’s Disease/Cognitive Impairment
The US study of patients with Alzheimer’s disease found more than 50 % of the
participants answered “YES” when asked if they would want to have PAS as a personal option [28].
“I want the choice because my mother [a patient with Alzheimer’s disease] had a long
death—dying inch by inch. I don’t want that to happen to me.”
“My grandfather and my mother both had Alzheimer’s disease, and I saw what they
went through, the agony it is, and I don’t want to put my family through that. I want to be
remembered some other way.”
“We should have the ability to choose. I don’t want the burden on my family. There
should be an understanding between the doctor and myself.”
2
Jacob “Jack” Kevorkian was an American pathologist and euthanasia activist. He is best known
for publicly championing a terminal patient’s right to die via physician-assisted suicide; he claimed
to have assisted at least 130 patients to that end. He was often portrayed in the media as “Dr.
Death”. In 1999, Kevorkian was arrested and tried for his direct role in a case of voluntary
euthanasia.
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9.11.4 Sensory Impairment
The 2001–2004 Swiss study found the older age group (age ≥65) was signiﬁcantly
more likely to list visual and hearing impairment by the decedents (OR = 3.45, 95 %
CI = 1.06–11.2) and physicians (OR = 3.88, 95 % CI = 1.21–12.50) as one of the reasons to justify assisted suicide [36].

9.12

Depression and Euthanasia/PAS

The relationship between depression, the wish to die, and attitude towards euthanasia in older people is complex. For example, depressed participants in the
Longitudinal Ageing Study Amsterdam were statistically more likely to have a positive attitude towards euthanasia [14].

9.12.1 Depression/Depressive Symptoms in the Context
of Medical Problems
The US study of general medical hospital patients found that older people who were
depressed were 13 times more likely to accept PAS when compared to those who
were not depressed [26]. A Dutch study found 41 % of heart failure patients (n = 61;
mean age = 80) reported feeling of worthlessness, whereas 36 % reported feeling
depressed at the time of request for euthanasia or PAS [39].

9.12.2 Depression in the Context of Terminal Illness
Depression can play a role in terminally ill people requesting euthanasia/
PAS. Ganzini et al. found 26 % of the 58 Oregonians (mean age = 66, SD = 12) who
had requested physician-assisted dying (mostly terminally ill with cancer or amyotrophic lateral sclerosis) met the diagnostic criteria for depression [40]. In another
Oregon report, terminally ill patients who seriously pursued and/or requested lethal
medication under the Death with Dignity Act had signiﬁcantly higher subjective
levels of depression (as measured by the Hospital Anxiety and Depression Scale:
depression subscale) and hopelessness (as measured by the Beck Hopelessness
Scale) than patients with advanced disease but no interest in pursuing PAD [31].
However, in a Dutch study, depressive feelings did not seem to be an important
discriminating factor of terminally ill cancer patients who died after euthanasia
(n = 106; <45 years: 17 %; 45–60 years: 25 %; 61–75 years: 43 %; and >75 years
16 %) and terminally ill cancer patients who did not request euthanasia (n = 64; <45
years: 6 %; 45–60 years: 25 %; 61–75 years: 50 %; and >75 years: 19 %) [41].
Brown et al. asserted that it was depression (rather than having a terminal illness)
that caused patients to desire death [42]. His study of 44 terminally ill Canadian
patients (mean age = 63, range 29–82) reported the majority (77 %) never wished
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death to come early,whereas three were suicidal and seven desired death. All ten
patients desiring death were reported to be suffering from DSM-III major depression. Chochinov et al. studied 200 terminally ill patients (mean age = 70.9, SD = 10.6,
range = 31–94) and found that desire for death was correlated most signiﬁcantly
with measures of depression [43]. Among those patients who desired death, 58.8 %
were diagnosed with depressive syndromes. In comparison, 7.7 % of those not
wanting to die were depressed.
However, there is one US study that did not ﬁnd a strong relationship between
PAS, depression, and terminal illness. This relatively small sample of 35 people (prospective cohort: n = 12, mean age = 72; retrospective cohort: n = 23, mean age = 66)
with incurable disease who were pursuing PAS, seriously seeking out or were
reported to have had a hastened death found none of the subjects met the DSM-IV
criteria for probable major depressive episode [44]. Three patients were described as
having possible major depressive episode. A history of major depressive episode was
documented in one patient who had been in psychiatric treatment for several years
prior to and up to his death.

9.12.3 Depression and Stability of Attitudes
Towards Euthanasia/PAS
A US study explored the stability of attitudes towards euthanasia/PAS in older cognitively intact medically hospitalised patients (age ≥60; Mini Mental State
Examination ≥24) who had a life expectancy of greater than 6 months [45]. They
were interviewed about their interest in euthanasia/PAS in the event of an unexpected life-threatening event followed by treatment which “would likely restore you
to your current condition”. Interest in euthanasia or PAS was also determined in ﬁve
other hypothetical outcomes (terminal condition, limited mobility, Alzheimer’s disease, nursing home care, and coma). This study used the Center for Epidemiologic
Studies Depression Scale to measure depressive symptomatology and found patients
who had been depressed at baseline were signiﬁcantly more likely to change their
minds and reject euthanasia and PAS for the current condition 6 months later.
An Australian study followed up 22 older people (mean age = 76.9) diagnosed
with major depression and their preferences regarding voluntary euthanasia [46].
They found before treatment for their depression, 44 % indicated an initial desire for
voluntary euthanasia, but after treatment only 11 % desired voluntary euthanasia.
They suggested the possibility that depressed older patients may utilise voluntary
euthanasia as an alternative to suicide.

9.13

Personality Factors

Research on personality factors and attitudes towards euthanasia/PAS is limited,
particularly in older people. One study found 44 % of the patients who completed
PAS described themselves or were reported to have an unusually high need for
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control [44]. Similar results were found in an Oregon study exploring physicians’
perceptions of patients who requested assisted suicide [47]. 35 physicians were
interviewed, but the age of their patients in this study was not reported. These physicians reported that patients who requested assisted suicide often had a pervasive
coping style of a strong desire to remain independent and in control.
If we assume personality is a stable construct across one’s lifespan, studies with
younger people may provide some understanding of the signiﬁcance of personality and
attitudes towards euthanasia/PAS in older people. For example, an Iranian study investigated personality factors and attitudes towards euthanasia in 165 university students
(mean age = 23.3) [48]. This study used the HEXACO Personality Inventory which has
the following dimensions [49]:
1.
2.
3.
4.
5.
6.

Honesty-humility: sincerity, fairness, greed avoidance, and modesty
Emotionality: fearfulness, anxiety, dependence, and sentimentality
Extraversion: social self-esteem, social boldness, sociability, and liveliness
Agreeableness: forgiveness, gentleness, ﬂexibility, and patience
Conscientiousness: organisation, diligence, perfectionism, and prudence
Openness to experience: aesthetic appreciation, inquisitiveness, creativity, and
unconventionality

After controlling for religiosity and spirituality, unconventionality (part of the
openness factor) was the only positive correlate of acceptance of euthanasia. The
authors suggested that having non-conformist opinions is deﬁnitive of unconventionality that reﬂects a readiness to re-examine social, political, and religious values. Similarly, an Australian study (n = 168; mean age = 29, range 16–61) found,
regardless of the participants’ level of religiosity, low levels of conservatism was
associated with positive attitudes towards euthanasia [50].

9.14

Psychological Factors: Life Satisfaction and Burden
on Others

The 1977–1991 US general survey found acceptance of euthanasia was greater
among older people who were less satisﬁed with their own lives (due to poor health,
low income, etc.) and more anomic [32]. A Hong Kong qualitative study (age ≥60;
n = 18) found the following major themes behind the support for euthanasia: fear of
burden to family members, fear of pain and suffering, and feeling of uselessness in
old age [51]. The “familistic” orientation of Chinese people may explain the older
participants’ worry about being a burden to the family. Another Hong Kong qualitative study of six participants (age 54–83) in a palliative care unit found the desire for
euthanasia incorporates hidden existential yearnings for connectedness, care, and
respect, understood within the context of the patients’ lived experience [3]. The
Australian study of six euthanasia requests in a palliative care service also found
fear of being a burden/dependent and autonomy/control were the most common
underlying factor [33].
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Attachment style was investigated in two groups of patients: (1) a group of
terminally ill patients who seriously pursued and/or requested lethal medication
under Oregon’s Death with Dignity Act (n = 55; mean age = 65.3, SD = 11.6), and (2)
patients with advanced disease but no interest in pursuing PAS (n = 39; mean
age = 60.9, SD = 13.2) [31]. They found the ﬁrst group of patients had signiﬁcantly
higher levels of dismissive attachment. The authors suggested that those with dismissive styles of attachment may identify with features of self-reliance, autonomy,
and independence, often at the expense of intimacy. When confronted with threats
to security, they may recoil at the idea of relying on others for care, and an option
that allows avoidance of dependency, such as PAS, might be attractive. Thus, PAS
may be a way for individuals to maintain an ultimate sense of control and autonomy
within a process that allows very little opportunity for either. Emile Durkheim’s
concept of anomie in sociology may also be a contributor to an individual’s sense of
futility, despair, emptiness, and a lack of purpose when taken in the context of not
fulﬁlling social standards or values.
The Interpersonal Theory of Suicide proposes two proximal causes of the desire
for suicide (thwarted belongingness and perceived burdensomeness, collectively
referred as social disconnectedness) and this suicidal desire must be accompanied
by an acquired capability for suicide [52]. Thwarted belongingness is a painful
mental state that results from an unmet need to belong—a need to feel connected to
others in a positive and caring way [53]. Perceived burdensomeness involves “the
mental calculation”, “My death is worth more than my life to others”, and involves
the presence of interpersonal connections that are negatively valenced and this do
not meet the need to belong [53]. An acquired capacity for suicide is acquired
through habituation to the pain and fear involved in suicidal behaviour if lethal (or
near-lethal) suicidal behaviours are to result [53]. It involves the degree to which a
person is able to initiate a suicide attempt.

9.15

Conclusions

The decision to proceed with rational suicide, euthanasia or PAS in older people is
complex and there are often several interacting factors why this might arise. The
statistics on the occurrence of this is presently unclear but likely to increase with
ageing populations across most countries. There are variations in legislation which
might affect how this area is studied and described. “Weariness of life” is becoming
a common reason for older people requesting euthanasia/PAS and when this is coupled with declining health, impaired functioning, and dependency, an older person
may perceive being a burden on others. When depression is present, it results in
cognitive distortions and heightens this perception of burdensomeness. Studies of
marital status and gender are inconsistent, but support for euthanasia/PAS is generally more common in men who often have a smaller social network than women. An
older person with a dismissive attachment style tends to avoid relationships and this
can further increase the risk of social disconnectedness; whereas religiosity is a
protective factor of euthanasia/PAS and also in promoting social connectedness.
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Lastly, an educated older person with an unconventional view of the world is more
likely to consider the choice of euthanasia/PAS when he/she is experiencing
thwarted belongingness and perceived burdensomeness. Additionally, threats to
one’s independence and sense of self-control are reasons why an individual may
consider an earlier demise.
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10.1

Introduction

The debate surrounding rational suicide stems from the question “what is a good
death?” and the idea that some people believe that individuals should be able to
control the circumstances surrounding their own deaths. Siegel [1] deﬁned rational
suicide as a desire for suicide (1) resulting from a realistic assessment of life circumstances, (2) where the individual is free from psychological and severe emotional distress, and (3) where the motivation for suicide is understandable by others.
Werth [2] elaborated that rational suicide must involve the presence of an unremittingly hopeless condition, the decision for suicide must be made as a free choice,
and it must be the result of an informed decision-making process. It also may
include the involvement of others and occur over a considerable deliberation period.
The debate surrounding rational suicide has primarily focused on suicide in the
context of a terminal illness. These discussions need to be extended to include rational suicide in the absence of a terminal diagnosis.
When healthy older adults express a desire to end their lives, there is a role for
mental health professionals to play. However, working with an older adult who has
expressed a desire for death by suicide, particularly in the absence of a terminal illness or signiﬁcant mental illness, can be very stressful for mental health providers.
This clinical situation can trigger conﬂicts related to the clinician’s ethical and
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religious beliefs. Discussion of rational suicide in both the literature and in popular
media has engendered impassioned responses from mental health professionals.
While no mental health provider should be forced to provide care in opposition to
his/her values [3], the provider is responsible for conducting an assessment or risk
and identifying appropriate interventions for patients at risk [4]. “Staying out of it,”
or avoiding discussions of suicidality can ultimately lead to increased suffering for
patients.
While rational suicide is understandably a controversial issue, as healthcare providers it is crucial not to reduce the patient to merely a “side” in an ongoing national
debate. As outlined by the relevant ethics codes and licensing bodies, mental health
professionals have a responsibility to care for their patients to the best of their abilities. The aim of this chapter is to provide an overview of psychological issues that
may play a role in expressions of rational suicide. This includes guidelines for conducting suicide risk assessments, hybrid psychological/legal issues like decisionmaking capacity, and lessons learned from health psychology—speciﬁcally the ﬁeld
of psycho-oncology. Obtaining a better understanding of these constructs and the
role they play in suicide in medically ill patients will aid case conceptualization,
suicide risk assessment, and intervention planning.
As stated by Siegel [1] and Ho [5], rational suicide does not always occur in the
context of mental illness, irrationality, or diminished capacity. Research consistently demonstrates that mental illness is a major factor in 90 % of all deaths from
suicide [6]. We are focused on the factors that contribute to the other 10 %. As a
result, this chapter does not have a strong focus on the role of mental illness, but
focuses on other psychosocial issues that can increase risk for suicide. The reasons
behind expressions of rational suicide are often logical (e.g., fear of inevitable
decline in functioning) and are more closely connected to, and may be better conceptualized as, desire for hastened death (DHD). The goal of the assessment provided in this chapter is not to prevent all expression of rational suicide, but to better
understand issues experienced by patients and to aid in the development of a strategy for intervention that can maximize quality and, if possible, length of life.

10.2

Psychological Theories of Suicide

Within the ﬁeld of mental health, suicide, or the expression of a wish for death, is
viewed as a symptom or feature of a disorder [7]. There are many different theories
for why people die by suicide, often based on larger therapeutic orientations. These
causes, whether it is hopelessness, from a cognitive-behavioral approach [8], or
unconscious drives, from a psychodynamic approach [9], often dictate the course of
assessment and treatment. However, until recently, there was no overarching theory
to help mental health professionals understand and conceptualize suicidality.
Joiner’s [10] interpersonal theory of suicidal behavior attempted to ﬁll that gap
and is now widely accepted and well known. The theory proposes that desire for
suicide is caused by two interpersonal constructs: thwarted belongingness and perceived burdensomeness. Thwarted belongingness involves feelings of
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disconnection from others and social isolation. Perceived burdensomeness is driven
by the belief that one is a burden on family, friends, and society [11]. Joiner’s theory
separates itself from other theories of suicidality in that, in addition to attending to
cognitive and affective factors that cause suicidal ideation, it focuses on an individual’s ability to enact a lethal self-injury [12]. The model proposes that the desire
for suicide is separate from the capability to engage in suicidal behavior. Individuals
build their capacity to engage in self-harm through repeated exposures to painful or
frightening experiences. This results in habituation, high pain tolerance, and low
fear of death. Over time, through practicing behaviors, individuals can increase their
capacity for suicide. According to the interpersonal theory, individuals who possess
both the desire and the capability are at highest risk for death by suicide [13], so
assessment of suicide risk seeks to address both of these factors.

10.3

Rational Suicide Risk Assessment

The assessment and management of patients who express suicidal ideation is one of
the most stressful tasks for clinicians [14]. However, it is becoming a more prevalent
part of a clinician’s job with the dramatic rise in suicide rates over the past 45 years
[15]. Conducting a comprehensive and accurate assessment of suicide risk can be a
daunting challenge as it has the potential for signiﬁcant medical, legal, and ethical
consequences. When discussing suicide risk assessment, Britton and colleagues [4]
stated “clinicians are in the precarious position of being legally responsible for failing at an extremely demanding task (p. 53).” Mental health professionals are vulnerable to lawsuits should a patient die by suicide, and as a result they may be more
likely to err on the side of more aggressive, restrictive interventions like hospitalization, or in contrast, shy away from assessing suicide risk all together.
Conducting a suicide risk assessment with an older adult who is not mentally or
terminally ill can be particularly challenging for clinicians. Traditional methods of
suicide assessment may fall short as they tend to focus on the role of psychiatric
symptoms in suicide risk. Therefore, in this section, in addition to reviewing traditional suicide risk assessment, we review additional assessment strategies that focus
on the individual experience of the patient rather than on symptoms of mental illness. These empirically supported, collaborative approaches may result in a more
accurate and comprehensive assessment. These strategies can aid in case conceptualization and identify initial areas for intervention for older adults expressing a
desire for rational suicide.

10.3.1 Traditional Suicide Risk Assessment
Traditional suicide risk assessment involves obtaining information about risk factors, protective factors, and warning signs of suicide. This information is integrated
and used in a clinical formulation of suicide risk [16]. The American Psychiatric
Association [17, 18] provided general guidelines for the psychiatric assessments of
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patients with suicidal behavior, both to inform practice and as a means to protect
clinicians from litigation. First, the clinician should conduct a comprehensive psychiatric evaluation including assessing for signs and symptoms of mental illness,
assessing history of suicidal behavior (i.e., intent, ideation, and past attempts),
review the patient’s psychiatric history (including family mental health history),
consider psychosocial risk factors such as ﬁnancial and relationship difﬁculty, and
assess psychological strengths and vulnerabilities. Following the psychiatric evaluation, clinicians should focus on assessing the patient’s current suicidal ideation,
plans, and behaviors. This includes assessing level of intent and lethality of proposed plan. These assessments can be used to determine a level of suicide risk. It is
also critical that the suicide risk assessment always be documented in the medical
record.
The American Psychological Association [19] proposed speciﬁc practice guidelines for clinicians working with older adults, including attention to risk factors for
suicide. These guidelines focus primarily on recognizing and treating depression as
a major risk factor for suicide, so thus may not be perfectly relevant for older adults
who do not meet diagnostic criteria for depression. They also promote the use of an
interdisciplinary assessment of the patient. Clinicians should incorporate into their
assessment an appreciation of the medical, social, and environmental (i.e., housing
situation) factors for each patient.

10.3.2 Motivational Interviewing
When assessing a patient at risk for suicide, it is often, if not explicitly, the clinician’s goal for the patient’s behavior to change. Thus, a Motivational Interviewing
(MI; [20]) approach, based on Prochaska and DiClementi’s [21] stages of change,
or transtheoretical model, is applicable. MI is collaborative and inherently respectful of patient autonomy. It is not wedded to the outcome of the intervention, as it
honors a patient’s responsibility for his/her own life. This spirit of promoting patient
autonomy and responsibility is shared by the recent literature on rational suicide [5].
Rollnick, Miller, and Butler [22] profess that this detachment from focus on outcome actually encourages patients to make changes. Overall, the spirit of MI is
characterized by a resistance to “right” or direct patients, a desire to understand
patients’ motivation, empathetic listening, and a commitment to encouraging hope
and optimism in patients.
An MI approach to rational suicide assessment focuses on detecting and then
highlighting any ambivalence surrounding the desire for death by suicide in the
context of a positive therapeutic relationship while gathering relevant information
about suicide risk [7]. This approach prioritizes patient autonomy, which is particularly important when working with older adults. According to Zerler [7], “because
the client ultimately will survive by his or her own agency, adopting a posture that
promotes self-efﬁcacy may be more prudent and potentially more effective than a
stance that assumes the client is helpless in the face of imminent harm and assumes
the role of rescuer.”

10

Psychological Issues in Late-Life Suicide

133

MI in practice focuses on adherence to four core skills [20]. The ﬁrst skill is to
ask open-ended questions that encourage reﬂection. This serves as an opportunity
for the clinician to listen for change talk, or a patient’s desire to engage in intervention. These questions are not merely aimed at gathering information, but at understanding the patient and strengthening the therapeutic relationship. The second skill
is affirming the client as a person with the capacity to take responsibility for his/her
life. It is particularly useful in suicidal patients, because this can help overcome
initial judgments or strongly held beliefs about the ethics or morals inherent in the
decision, resulting in a more authentic interaction. The third core skill is reflective
listening. Reﬂective listening statements serve the purpose of ensuring that the clinician and patient are on the same page. Finally, summarizing allows the clinician
to move along the process toward change. They integrate the patient’s motivation
and intention for change. These strategies can be integrated into a traditional suicide
risk assessment and result in a more patient-centered approach to assessment.

10.3.3 Self-Determination Theory
Britton and colleagues [4] integrated MI strategies with self-determination theory
(SDT) for the assessment and treatment of patients with suicidal ideation. SDT [23]
posits that human beings are naturally intrinsically motivated to engage in healthy
activities. In fact, providing extrinsic rewards reduced the likelihood that individuals would continue to engage in intrinsically rewarding activities [24]. This framework states that individuals have basic needs for autonomy, competence, and
relatedness and that satisfaction of these needs is related to improved treatment
engagement and health behaviors [25, 26].
The goal of the integration of SDT and MI principles into assessment of suicidal
ideation is to resolve the inherent tension between respecting patient autonomy and
protecting patients from harm [4]. Britton and colleagues recommend that when
working with patients who express suicidal ideation clinicians should:
1. Acknowledge the client’s perspective.
2. Convey to clients that they have choices: this highlights respect for patient
autonomy.
3. Provide a meaningful rationale for engaging in intervention.
4. Support every client’s individuality and autonomy.
5. Support clients’ perceived competence.
6. Emphasize the relational aspects of the therapeutic relationship.
The integration of SDT and MI strategies maintain respect for patient autonomy
in the context of a thorough risk assessment, thus complying with relevant legal
standards. The authors proposing these interventions do acknowledge the need for
the involuntary hospitalization of patients who cannot be safely treated on an outpatient basis, but only as a last resort [4].
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10.3.4 Collaborative Assessment and Management of Suicidality
(CAMS)
The Collaborative Assessment and Management of Suicidality (CAMS; [27]) is a
conceptual framework that can be applied to suicide risk assessment. Jobes [27]
stressed that CAMS is, like MI, both a philosophy of care and a series of clinical
techniques designed to improve patient quality of life. The CAMS approach holds
that suicidal ideation and behaviors are often sensible and serve a function for the
patient, making it especially applicable to cases of rational suicide; however, these
beliefs are also worrisome and thus call for intervention. Suicide is never endorsed
as a recommended treatment option, and the clinician expresses commitment to the
relevant legal and ethical codes.
As an approach to suicide risk assessment, CAMS is composed of ﬁve steps that
rely heavily on the development of a strong therapeutic alliance between clinician
and patient and uses this alliance to enhance motivation for change [7, 27]. Overall,
it integrates multiple theoretical orientations (i.e., cognitive, psychodynamic,
humanistic, existential, and interpersonal; [28]). Step one is to identify risk for suicide. This can occur through clinical interview or brief self-report measures. The
CAMS approach recommends that clinicians aim to identify suicidal ideation within
the ﬁrst 10 min of the session. Step two involves collaborative assessment. The
patient and clinician complete the Suicide Status Form (SSF) together, often sitting
side by side. The SSF uses both Likert and open-ended questions to assess psychological pain, stress, agitation, hopelessness, self-hate, and overall suicide risk [29].
The SSF provides information speciﬁc to the individual patient’s suicidality. Step
three is collaborative treatment planning. The information learned through completion of the SSF is used to develop a plan that will reduce the potential for self-harm
and ensure safety. The patient must complete a “Crisis Response Plan,” which
involves plans for reducing access to lethal means, and connect the patient to others
[30]. Step four of CAMS involves maintaining the patient on Suicide Status. This
involves on-going monitoring of risk for suicide using patient self-report on the
SSF, and continual evaluation of the treatment plan. Step five involves the resolution
of suicide risk. Once the patient has three consecutive sessions without reporting
suicidal thoughts, feelings, or behaviors, the risk is thought to be resolved.

10.3.5 Structured Assessments
The use of self-report measures could supplement and guide clinical assessments of
suicide risk. In response to the increased risk for suicide faced by older adults and
the fact that the majority of older adults who died by suicide had met with their
primary care providers in the 30 days prior to their death [31–33], Edelstein and
colleagues [34] developed the Reasons For Living—Older Adults Scale (RFL-OA).
Rather than focusing primarily on risk factors (i.e., demographics, clinical variables, and behaviors), they recommended an assessment approach that focuses on
identifying reasons for living. This approach can promote resiliency and provides
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avenues for clinical intervention [35]. The Geriatric Suicide Ideation Scale (GSIS;
[36]) is a shorter self-report measure of suicidal ideation in older adults. Even passing familiarity with these measures can enhance the accuracy of the risk assessments performed by clinicians who have only been trained in traditional suicide risk
assessment.

10.3.6 Medical Decision-Making Capacity
Werth [2] stated that in order for suicide to be rational, the patient must be capable
of making a competent decision. The question of capacity to decide to hasten death
bears strongly on ethical, legal, and treatment decisions a clinician must make, so
clinicians working with older adults at risk for suicide should be familiar with the
guidelines for basic decision-making capacity assessment. Importantly, assessment
of decisional capacity examines the process of decision making rather than the outcome or “rightness” of the decision. Because a patient may make a decision that
does not seem “right” to the clinician, decision-making capacity assessment seeks
to resolve the tension that clinicians face in trying to promote patient autonomy
while simultaneously protecting patients from harm [37, 38].
Decision-making capacity assessments are guided by the prevailing legal standards. Legal scholars have distilled the standards used across jurisdictions into four
major categories [37, 39, 40]. Clinicians should assess a patient’s ability to express
a consistent choice. Clinicians should assess the patient’s ability to understand
information relevant to the decision they are being asked to make. Ability to appreciate the implications of the treatment decision and the impact it will have on his/
her life should be assessed. Finally, the clinician should evaluate the patient’s ability
to rationally manipulate information relevant to the treatment decision, or reason
about the relative risks and beneﬁts of the proposed decision.
When conducting a comprehensive suicide risk assessment, clinicians should be
aware of the cognitive capacities involved in medical decision making. It is important for clinicians to be aware that older adults [41–43] and adults with medical illness (particularly when admitted to the hospital; [44, 45]) are particularly vulnerable
to impaired decisional capacity due to the effects of aging, hospitalization, and/or
medical illness. Use of standardized measures of decision-making capacity can
improve the reliability and validity of capacity assessments. The MacArthur
Competence Assessment Tool for Treatment (MacCAT-T; [46]) and The Aid to
Capacity Evaluation (ACE; [47]) can both be adapted to the decision at hand and
used to improve the quality of clinicians’ assessment of decisional capacity.

10.4

Lessons from Psycho-Oncology

To our knowledge, there are no published studies on the psychological risk factors
that increase risk for rational suicide. Thus, it is necessary to borrow from other
ﬁelds. There are certainly lessons to be learned from “traditional suicide” and the
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role of psychological distress including symptoms of anxiety and depression. There
is no doubt that these symptoms play a role in suicide and thus should be included
in any suicide risk assessment. However, for our purposes, we are conceptualizing
rational suicide as often occurring in the absence of mental illness, so it is necessary
to expand our horizons in attempting to understand relevant psychological risk
factors.
Psycho-oncology developed over the last quarter of the twentieth century. As a
ﬁeld, it has overcome stigma associated with talking about both cancer and mental
health issues and emerged as a discipline committed to studying and treating the
psychosocial and behavioral aspects of cancer [48]. The incidence of death by suicide in patients with cancer is nearly twice that of the general U.S. population [49,
50]. Patients with cancer are often faced with declining health status, physical
symptoms, and uncertainty about the future. This section draws on several existing
reviews of risk factors for suicide in patients with cancer [51–53].
In our work in psycho-oncology, it was not uncommon to meet with patients with
advanced or incurable cancer who expressed signiﬁcant suicidal ideation that was
quite rational. The idea that death is a rational response to current circumstances is
more approachable in this population [5], allowing both researchers and patients to
more candidly explore a topic that otherwise can carry stigma. Research in this area
has focused on redeﬁning and conceptualizing psychological distress associated
with coping with serious health threats.

10.4.1 Desire for Hastened Death
Desire for hastened death (DHD) is thought to be the construct underlying suicidality in medically ill patients. It is characterized by the desire for death to occur faster
or sooner than it would by natural disease progression [54]. DHD ranges in acuity
from a ﬂeeting desire for death to occur quickly to a speciﬁc thought regarding ending one’s life to formulating or enacting a plan for actively hastening death [55].
Death can be hastened through both passive (i.e., nonadherence to life-sustaining
medications) and active measures (i.e., suicide).
DHD is fairly common in patients with terminal cancer. Prevalence estimates
range from 44.5 % of terminally ill cancer patients who reported a ﬂeeting desire for
death, to 25 % with serious thoughts, to 8.5–17 % who reported a more persistent
wish for hastened death [54, 56, 57]. Longitudinal analyses revealed that DHD ﬂuctuates over time, even over the last few weeks of life [58, 59] and is unrelated to
level of pain or functional impairment [60]. Signiﬁcant positive correlations have
been found consistently between DHD and cognitive impairment, low social support, low spiritual well-being, depression, and hopelessness [55, 56, 60–63]. A
study of terminally ill patients with both high DHD and high depression found that
effective treatment for depression also reduced DHD [51, 52]. When assessing
DHD, clinicians recommend assessing fear of pain and anticipated emotional suffering, social or personal factors that may inﬂuence DHD, and direct thoughts about
facilitating one’s death [64, 65]. There are several instruments developed to measure

10

Psychological Issues in Late-Life Suicide

137

DHD. Most notably, Chochinov et al.’s [54] Desire for Death Rating Scale (DDRS)
and Rosenfeld and colleagues’ [64, 65] Schedule of Attitudes toward Hastened
Death (SAHD). Both have been used in research on DHD and could also be incorporated into clinical assessments.
The construct DHD has direct relevance to better understanding rational suicide
in older adults. It may be useful for clinicians to conceptualize desire for hastened
death as a wish for death sooner than it would occur as the result of any process,
including the natural aging process. In fact, there are many similarities between
reasons for DHD and for rational suicide. After conducting a systematic review of
the literature, Hudson and colleagues [55] concluded that patients with advanced
disease often express DHD because of their perceptions of how they may feel in the
future. In a qualitative study of patients receiving palliative care for a terminal illness, Pestinger et al. [66] found that patients expressed DHD because they were
trying to balance time remaining and anticipated agony. They viewed DHD as a
coping strategy for managing emotional and cognitive experiences. This is similar
to many of the reasons older adults express desire for rational suicide.
Conceptualizing rational suicide as a form of DHD has the potential to change
the way clinicians assess and treat older adults who express a seemingly rational
desire to die sooner than might occur through the natural progression of time. By
adopting this approach when working with patients, clinicians may be less likely to
judge the patient’s experience and more likely to build empathy. This provides
opportunity to explore other options and identify areas for intervention.

10.4.2 Hopelessness
Deﬁnitions of the construct of hopelessness differ based on theoretical orientation.
Hopelessness was originally conceptualized as a symptom of depression [67]. Beck
and colleagues [8] deﬁned hopelessness as the presence of negative expectations
and a pessimistic attitude toward the future. From a psychodynamic point of view,
hopelessness is deﬁned as “an inability to retain a good object feeling and to generate self-soothing, self-afﬁrming responses in the face of disappointment” [68]. It
can also be considered a form of anticipatory grief [67]. Hopelessness can also be
viewed as a consequence of helplessness. The hopeless individual is characterized
by his conviction that nothing can turn out well for him [69]. This difﬁculty identifying solutions to unbearable psychological pain can lead hopeless individuals to
consider suicide [70], and hopelessness has, indeed, been found to be a major contributor to suicidality [69].
Within the ﬁeld of psycho-oncology, hopelessness has been identiﬁed as an
important construct inﬂuencing desire for hastened death, suicidal ideation, and
requests for assisted suicide. In fact, a study in patients with advanced cancer found
that depression and hopelessness provided independent, unique contributions to the
prediction of desire for hastened death [56]. In a qualitative study of hope and hopelessness at the end of life, terminally ill patients described hopelessness as a dark
and dangerous state akin to death [71]. Hopelessness ﬁts well into our
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conceptualization of rational suicide because, although hopelessness is a symptom
of depression, it is not in itself a mental illness.
The Beck Hopelessness Scale (BHS; [8]) is considered the gold standard in the
assessment of hopelessness. However, recent critiques of the measure note that it
may not be speciﬁc enough to capture the experience of older adults [72] or medically ill adults [73]. Fry [74] developed the Geriatric Hopelessness Scale (GHS)
speciﬁcally to assess hopelessness in older adults. The Hopelessness Assessment in
Illness (HAI; [73]) was developed to address some of the perceived shortcomings of
the BHS in terminally ill patients (i.e., some of the scale items are simply not true
for terminally ill patients). Given our recommended conceptualization of rational
suicide as a form of desire for hastened death in older adults, the HAI may be an
appropriate measure to use when working with this population.
Hopelessness should always be assessed when conducting a suicide risk assessment with an older adult. It is important not to shy away from assessing hopelessness. Directly asking patients if they feel hopeless and then assessing the strength of
that feeling, and associated cognitions is very useful in determining risk for
suicide.

10.4.3 Burdensomeness, Helplessness, and Loss of Control
Declines in functional ability are inevitable as adults age. This can result in loss of
independence and the need to rely on others for assistance. Loss of control and feelings of helplessness play a role in suicidality in the seriously ill. For example,
patients with cancer who report more concern about loss of autonomy are at higher
risk for DHD [55]. In a study of patients with terminal cancer who died by suicide
while receiving home palliative care services, Filiberti and colleagues [75] highlighted the signiﬁcance of loss of autonomy at the end of life. In their sample, all
ﬁve participants who died by suicide had been concerned about loss of autonomy
and were wary of needing to rely on others. In addition, the majority of participants
(n = 4) cited awareness of a terminal prognosis, hopelessness, fear of suffering, and
worry about becoming a burden on others, as contributing factors. Many of these
characteristics are not unique to terminal illness and are relevant for older adults
facing possible declining health and functional status.
The literature has consistently demonstrated a relationship between being perceived as a burden and risk for death by suicide [76, 77]. Cukrowicz and colleagues
[78] examined the impact of perceived burdensomeness on suicidal ideation in a
community sample of older adults. They found that perceived burdensomeness signiﬁcantly accounted for variance in suicidal ideation after controlling for depressive
symptoms, hopelessness, and functional impairment. In a study of terminally ill
patients who died by assisted suicide in Oregon, Sullivan, Hedberg, and Hopkins
[79] found that 63 % of patients believed that they had become a burden on their
families and caregivers. These, and additional ﬁndings [80, 81], echo Joiner’s [12]
assertion that perceived burdensomeness drastically increases risk for death by
suicide.
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As many of the case studies presented in the other chapters of this book detail,
older adults who express rational suicidal ideation often express concern about
declines in functioning and needing to rely heavily on others. Thus, as a part of the
assessment of psychosocial factors in a comprehensive suicide risk assessment, it is
very important to pay attention to factors related to loss of control, fear of dependency, and perception of burdensomeness. Not only are these factors that place a
patient at higher risk for suicide, but they are also areas that are ripe for intervention.
Connection with social services including home safety evaluations and interventions can help older adults to be and feel safer in their homes. Family and couples
interventions can help to clarify caregiver needs and perceptions of burden.

10.4.4 Social Support
Social support concerns both the extent to which a person feels (and actually is)
cared for and is part of a social network. There are many different sources, or types,
of social support, including emotional, informational, instrumental, and social companionship [82]. Social support has been found to be protective for both emotional
and physical health in patients with cancer [83, 84]. Social isolation and alienation,
or thwarted belongingness, is one of the strongest, most consistent, risk factor for
experiencing suicidal ideation [12]. As noted above, studies have consistently demonstrated a relationship between low levels of social support and high DHD in
patients with cancer [54, 56, 62]. A number of self-report measures have been
developed to assess social support [85–88].
Assessing social support is an important part of a complex suicide risk assessment. Suicidal ideation was signiﬁcantly associated with lower perceived social
support and lower social interaction patterns in older adults [89]. Again, low perceived social support is an easily assessed for risk factor and one that is modiﬁable.
Referrals to group psychotherapy interventions can aid sense of connection to others and reduce social isolation. Interdisciplinary coordination with social work services may also be useful.

10.4.5 Existential Distress
Clinicians should also consider the role of existential issues (i.e., loss of meaning,
purpose, dignity, regret, and unﬁnished business) as it may contribute to higher
levels of DHD and risk of suicide [90]. Existential distress is common in patients
with terminal cancer and is not necessarily consistent with a mental health diagnosis. Existential psychotherapy is purposely antireductionistic and thus cautions clinicians against assigning diagnoses, instead focusing on the patient’s experience.
Yalom [91] conceptualized existential distress as arising from four ultimate concerns: death, freedom, isolation, and meaninglessness. Kissane [92] expanded upon
Yalom’s ultimate concerns and identiﬁed death, meaning, grief, aloneness, freedom,
and dignity as existential challenges faced by terminally ill patients. These concerns
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can result in different forms of existential distress including death anxiety, loss of
control, loneliness, demoralization (combination of hopelessness, loss of meaning,
and desire for hastened death), complicated grief, worthlessness, conﬂict and alienation, and spiritual doubt and despair.
There are several self-report measures that are primarily used for research purposes that address existential issues. The Functional Assessment of Chronic Illness
Therapy-Spiritual Well-Being Scale (FACIT-Sp; [93]) contains Meaning and Peace
subscales in addition to other aspects of spirituality and is used often in studies of
medically ill patients. The Meaning in Life Questionnaire (MLQ; [94]) assesses
presence of meaning and search for meaning in life. Clinicians who are unfamiliar
with assessing existential distress may beneﬁt from becoming familiar with these
measures.
It can be argued that the existential challenges experienced by medically ill
patients are also faced by adults as they age regardless of the presence of a terminal
illness. Due to physical and mental degradation, retirement, empty-nesting, and
death of friends and loved ones, issues of meaning, isolation, aloneness, dignity, etc.
are particularly relevant to older adults. During a suicide risk assessment, when
assessing other relevant constructs, such as hopelessness, clinicians may beneﬁt
from asking patients about the things that give their lives meaning and purpose. This
assessment can also involve assessing spirituality and spiritual suffering.
Incorporating existential issues into a suicide risk assessment will allow the clinician to better understand the source of desire for rational suicide and to identify
potential areas for intervention.

10.5

Practice Guidelines

The goal of this chapter was to highlight the importance of conducting a comprehensive assessment of risk for suicide that is informed by both an understanding of
assessment strategies and relevant psychological issues. It is important that the clinician should ask direct questions, and not shy away from discussing suicidal ideation, intent, and plan. Conducting a thorough assessment does not increase risk for
suicide [95]. Furthermore, we have found in our work in psycho-oncology that a
good assessment can often act as an intervention.
We believe that it may be helpful for clinicians to conceptualize expressions of
rational suicidal ideation as a form of DHD. Hudson and colleagues [96] recommend a two-phase approach to responding to expressed desire for hastened death.
This approach shares many values with the MI, self-determination theory, and
CAMS approaches described earlier in the chapter. The ﬁrst phase involves taking
time to explore the background of the desire for hastened death. The second phase
involves considering broader information and initiating interventions. These
approaches concern the both the spirit and procedures of a suicide risk assessment.
Valuing the patient’s experience and joining, rather than judging, builds a strong
therapeutic relationship and reduces the likelihood of impulsive behavior, providing
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patients with the time and therapeutic space to explore alternatives and receive
intervention.
When thinking about rational suicide assessment, most of the general principles
of suicide risk assessment apply. Traditional suicide risk assessment often focuses
on distress in the form of mental illness or cognitive impairment. Clinicians should
expand upon this when assessing rational suicidal ideation. Once the immediate
safety of the patient has been ensured, the clinician should adopt an attitude of openness and respect. This can be done through the integration of MI, SDT, or CAMS
techniques and will facilitate the development of the therapeutic relationship. We
also believe integrating knowledge from psycho-oncology is beneﬁcial to make sure
that we are not missing other forms of distress. In these cases, Block and Billings
[97] recommend that the clinician conduct a thorough assessment of the following
six areas:
1. Physical suffering: including the assessment of uncontrolled pain as well as the
somatic symptoms of anxiety and depression.
2. Psychological suffering: this combines aspects of traditional suicide assessment
with assessment of hopelessness, desire for hastened death, and anticipatory
grief.
3. Decision-making capacity: this assessment is guided by relevant legal
standards.
4. Social suffering: including assessment of social isolation as well as feelings of
burdensomeness and general social support.
5. Existential/spiritual suffering: this also draws on lessons learned from psychooncology and may incorporate issues of spirituality and meaning in life.
6. Dysfunction in the physician/patient relationship: Clinicians should explore
patient concerns about safety and conﬁdence in the treatment plan.
Although these guidelines were created for working with terminally ill patients
who expressed a wish for euthanasia or assisted suicide, they are particularly applicable for older adults who express a desire for death in the absence of a terminal
illness.
It is important for clinicians to remember that just because a patient expresses a
desire for death that is rational, the patient is not untreatable. Block and Billings
[97] asserted that many terminally ill patients who express a wish for death by suicide or euthanasia are actually asking for assistance in life. This is underscored by
reviewing lessons learned from the Oregon Death with Dignity Act [98], the ﬁrst
law in the United States to permit physicians to write a prescription for lethal drugs
to competent, terminally ill patients. One of the most striking pieces of information
to come out of studies of the ODDA is that, only 541 prescriptions were written in
the ﬁrst 10 years and only 341 were used [99]. Some have argued that the numbers
of patients utilizing the ODDA are low because having the option of physicianassisted death served as a catalyst for improving end-of-life care, including improved
pain control practices and greater integration of palliative care services. In kind,
increasing our understanding of rational suicidal ideation and our level of comfort
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discussing it could similarly serve as a catalyst for improving care to older patients
who are suffering, even in the absence of mental or terminal illness.

10.5.1 Interdisciplinary Intervention
Following a thorough assessment of suicide risk, the clinician is tasked with formulating a plan for intervention. In addition to selecting the most appropriate psychotherapeutic intervention, clinicians must consider interdisciplinary intervention.
Social workers can facilitate connection with community resources. This can result
in improved independence and reduced sense of burdensomeness. They can facilitate connection with social programs that can reduce social isolation and increase
sense of belongingness. Referring patients to physical and occupational therapy
can result in improved physical functioning. These specialists can also conduct
home safety evaluations that can foster a sense of independence and allow patients
to live in a way that is more consistent with their values for longer. Clinicians should
also refer patients to spiritual support services when appropriate. Finally, effective
collaboration with the medical team is crucial. The majority of older adults at risk
for suicide are connected with primary care providers [31–33]. Medical providers
can ensure that physical symptoms are appropriately controlled.

10.6

Conclusion

Assessing older adults who express a desire for hastened death in the absence of
mental illness or terminal disease is a complex process. However, a critical, and
simple, guideline is that conducting a thorough assessment will offer the clinician
the best opportunity to connect with the patient and institute interventions that will
improve quality of life—and if used properly, the assessment itself can function as
an important intervention. Suicide risk assessment should draw on the existing literature and involve an approach that is collaborative and seeks to understand patient
motivation. This allows the patient to maintain responsibility for his/her own life
[5]. We also believe that lessons and tools from psycho-oncology are applicable in
informing assessment of rational suicide. Finally, when conducting suicide risk
assessments, clinicians should actively work to identify avenues of psychological
and interdisciplinary intervention.
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on Suicidal Desire in the Elderly
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11.1

The Case of Ms. A

Ms. A was a 93-year-old lady, a sprightly retired middle-school teacher who presented to the Emergency Room (E.R.) of a local teaching hospital complaining of
dizziness. She reported with much concern that she had fallen twice within the past
month. She used a walker to ambulate. A thorough medical evaluation by the physician in the E.R and a few tests soon followed and ruled out all major medical causes
for her dizziness. She was advised to reduce the dose of her antihypertensive medication and follow up with her primary care doctor. The nurse in the emergency room
went over the discharge plan, when Ms. A casually told her about “the helium
hood” she had purchased. She explained that she planned to execute the “final exit”
someday. She denied thoughts of wanting to hurt herself at the present time but
added that she “will do it my way when I feel it’s about time.” She did not specify a
timeline, adding that it should matter to “no one whether I die at 94 or 96” and that
she would “hate to perish in a nursing home.”
Psychiatry was consulted to evaluate Ms. A in the ER. On evaluation by the psychiatry resident, Ms. A appeared pleasant, well-spoken, neatly dressed, talked about
visiting a local senior center a few times every week. She shared that she had been
widowed for the last 15 years. Her score on the Montreal Cognitive Assessment
scale [1] was 26/30, ruling out significant cognitive impairment. She did not meet
diagnostic criteria for any mood, anxiety, or psychotic disorder. The ER and
Psychiatry physicians discussed her thoughts to end her life, which were not imminent, had an undetermined timeframe, but were accompanied by a specific plan.
Her thoughts were in stark contrast to her overall good physical health and the
absence of overt mental illness. The physicians questioned whether Ms. A was safe
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to be discharged home. They discussed the need to “take away the weapon,” which
in this case was the helium hood in her home. Ms. A insisted that her thoughts were
“rational” and wished to return home.
Are Ms. A’s thoughts to end her life rational? The question of whether suicide in
the absence of a diagnosable mental illness can be rational is increasingly being
encountered. Does the lack of a diagnostic label to describe the state of mind where
suicide appears the best available option reﬂect a ﬂaw in the existing nosology? Or
is this a truly rational phenomenon that we are going to increasingly encounter as
life expectancy continues to increase? Many psychiatric illnesses are associated
with a high risk for suicide. However, many individuals diagnosed with the very
same illnesses never attempt suicide, while others may make multiple attempts.
There is clearly a lot more to individuals than their diagnoses alone to distinguish
suicide attempters from the nonattempters.
When encountering a patient who wishes to die, it is the clinician’s responsibility
to explore with curiosity and kindness the meaning of their life and the purpose that
the act of self-destruction will serve. To echo Karl Menninger, we as a society are
more curious about the motives of murder but willingly and “with astonishing
naiveté” accept simplistic explanations for suicide [2]. The wish to commit suicide
offers a glimpse into a nuanced human mind, and a clinician should offer the direction and space for it to unfold. The chapter is written with this focus. We ﬁrst review
prominent theories of suicide. Following that, we explore what is known about Ms.
A from the perspective of these theories to obtain a deeper understanding of Ms. A’s
suicidal wishes.

11.2

Theories of Suicide: Freud and Beyond

Freud described suicide as an act of “turning against the self.” Aggressive impulses
directed at others are unconsciously displaced onto oneself. He believed that the
aggressive impulses were originally toward an external object, typically a person
with whom the individual has had a conﬂictual relationship. These externally
directed aggressive impulses may not ﬁnd release for a variety of reasons. These
include the external resistance offered by reality, internal resistance in the form of
fear and guilt, and a sense of ambivalence due to conﬂicting positive and negative
feelings towards the object. From this ambivalence, the individual identiﬁes with
and internalizes the object. Once the hated object is introjected, the separation
between the self and the object are lost; the aggressive negative impulses that were
originally externally channeled are now displaced toward oneself. The introjected
hated person can then be destroyed by destroying oneself by suicide [3].
Menninger believed that for suicide to occur there must be three components: the
wish to kill, the wish to be killed, and the wish to die [2]. Each of these has its own
conscious and unconscious motives. The wish to kill component is similar to Freud’s
theory of turning against the self, explained above. Menninger described the wish to
be killed as an extreme form of submission. When one harbors an unconscious wish
to destroy an object, it is perceived intrapsychically as actual destruction. Having
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brought about destruction, the individual feels guilty and is overcome by an intense
urge to atone by punishing oneself. He elucidated this concept with reference to
familial clustering of suicide. Unconscious death wishes are often felt toward family members, especially those toward whom one may have conﬂictual feelings.
When such a person dies suddenly by suicide, one’s unconscious wishes are unexpectedly gratiﬁed. The gratiﬁcation soon gives way to intense guilt which can only
be overcome by destroying oneself. The wish to die was believed by Menninger to
be the realization of the death instinct. He believed that it determined the ultimate
success of a suicide attempt.
Hendrick proposed a concept of suicide which differed from that of Freud in
terms of identiﬁcation with an object and how it contributes to suicide. Freud’s
theory of turning against the self requires that identiﬁcation with an introjected
object take place before aggressive impulses are directed at oneself. To Hendrick,
the identiﬁcation with an object is often the goal of suicide, rather than its mechanism. He described the case of a young woman who had made a suicide attempt by
rolling off a bridge with the intention to drown. With psychoanalysis, the patient
made associations that revealed several aspects of her suicide attempt mirrored her
brother’s death. The shade of blue she wore, the town she drove past, her act of driving “in circles” before jumping off the bridge, and her inclination that her body not
be discovered for at least 2 months after her death were unconsciously linked to her
brother who died in a foreign country in an airplane crash, with the airplane falling
“in circles,” and his body was discovered a few months later. Hendrick went on to
elaborate that the patient’s brother formed an early internal representation of a satisfying object relationship for the patient as she had had a troubled relationship with
her parents. A severe interpersonal crisis that preceded the suicide attempt led her to
disintegrate emotionally, such that identifying herself with her dead brother, by way
of suicide, felt as the only option to feel whole again [4].
Winnicott and Kohut conceptualized suicide as a reaction to narcissistic injuries.
Winnicott believed that suicide was a defense to protect the true self from annihilation. In the absence of a “good-enough” mother who is attuned to the infant’s spontaneous gestures and early needs, the development of the “true self” is hindered.
Instead, the infant builds a “false self,” one that is molded to ﬁt into the external
environment but devoid of the aliveness that characterizes the individual’s “true
self.” When there is an external crisis, it is the “false self” that acts on suicidal urges
in the absence of a developed “true self.” Suicide can be understood as the escape
from a state of being falsely imprisoned (“false self”) when the core (“true self”) is
already dead [5]. Kohut has described that in the absence of the mother’s empathic
attunement to a child’s early needs, the child goes on to develop a fragile sense of
self. During life, he is then in perpetual need of external supports to bolster his selfesteem. When external inﬂuences fail to meet the individual’s narcissistic needs, it
results in a profound sense of disintegration and anguish [6, 7] that may lead to
suicide. These principles are very relevant to those cases of elderly individuals who
have faced multiple losses over a short span of time and across various domains.
These losses can include the loss of relationships, retirement from work, ill-health,
and the loss of youthful attractiveness. If these have maintained the sense of self
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through adulthood, a person with a fragile sense of self may react to these losses
with intolerable distress from which suicide is an escape.
Maltsberger and Buie [8] proposed that suicide was motivated by the desires for
revenge, riddance, and rebirth. Revenge was the unconscious wish of an individual to
inﬂict pain and anguish on others by causing one’s own death. Such individuals reportedly indulged in daydreams of their own funeral and pictured the grief of those around
them. Revenge was also believed to be a part Menninger’s concept of the wish to kill,
mentioned earlier in this chapter. Menninger’s experience with suicidal children suggested that their wish to kill often represented aggression directed at their parents. They
harbored a desire to seek revenge on parents by robbing them of their most prized possession, that is, the child. However, they separated the reality of their own ﬁnality from
this strongly held fantasy of inﬂicting pain on others [2]. Suicide for riddance can
occur in individuals with a fragmented sense of self. Their unconscious self-representation consisted of two subdivisions: “me” who is experienced as helpless and the
“other,” derived from hostile introjects, who is experienced as scornful and alien. In
times of crisis, this fragmentation can become so profound that “me” becomes terriﬁed
of the “other,” seeking to destroy the latter to protect itself. Muskin has described how
this split in the experience of oneself may come into play in medically ill individuals
[9]. Such individuals may feel overwhelmed by the medical, psychosocial, and emotional needs brought about by their illness and the split may be externally discernible in
the form of statements such as “I don’t recognize the person I’ve become.” They wish
for the “sick” part of themselves to be killed, leaving the healthy self to live. Interestingly,
the “me” or “healthy self” seeks to destroy the “other” or “sick self” with the fantasy of
a better state of being after getting rid of the “other.” However, they lack the awareness
that this would result in annihilation of the whole being. Maltsberger and Buie have
elaborated on the desire for rebirth as a fantasy of fusion with a comfort-giving mother
ﬁgure. Individuals deprived of early nourishment from caregivers develop a poor sense
of agency and difﬁculty tolerating separation from a comforting object. Such individuals frequently entertain an illusion of death, which appears to them not as terrifying
isolation but as blissful fusion with a maternal object.
The psychological understanding of suicide would be incomplete without mentioning the work of Schneidman, the father of contemporary suicidology, although
his postulates are not purely psychoanalytic. Schneidman introduced the concept of
“psychache” as a necessary condition for suicide [10]. He described it as an unbearable sense of anguish, a profound frustration about the lack of fulﬁllment of one’s
vital psychological needs. This leads to a perception of constricted choice, such that
suicide appears to be the only way to ameliorate “psychache.” He was of the opinion
that subjective experiences of anguish are often lost in the quest for diagnostic
bracketing and that “suicide is not a psychiatric disorder.” All individuals who commit suicide are anguished, but not necessarily diagnosable with a mental illness. He
believed that depression does not lead to suicide unless it contributed to “psychache” and stated that the latter should be the target for preventing suicide.
The concept of suicide as an escape from the self was proposed by Baechler [11]
and subsequently elucidated by Baumeister [12] as a stepwise phenomenon. The ﬁrst
step is an undesirable situation, resulting from an acute setback, extremely high
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expectations or both. Internalization of the blame for the event then follows. This selfattribution results in a negative view of oneself as worthless, undesirable, and inadequate. Such intensely negative self-perceptions trigger aversive emotions such as
sadness, guilt, and anxiety. The individual seeks to escape from the emotionally aversive state; the ﬁrst step in this process is the state of “cognitive deconstruction.”
Baumeister described this state as being relatively numb, concrete, focused on simple
immediate tasks, and less capable of nuances in thinking and feeling. While this may
succeed in blocking out negative emotions and perceptions, it is marked by numbness
and emptiness rather than positive emotions. This deconstructed state is also disinhibiting for it separates meaning from action. One can therefore imagine that an individual
who remains focused on the immediate steps of suicide as a means of ending painful
emotions, but is unable to evaluate the larger meaning and consequences of death.

11.3

Revisiting the Case of Ms. A

We will now return to Ms. A and, using psychodynamic theories, develop hypotheses to understand her situation at a deeper level.
Ms. A was a 93-year-old lady, a sprightly retired teacher who presented to the Emergency
Room. She had been widowed for the last 15 years and attended a senior center regularly.

Even with the minimal demographic information provided about Ms. A, we are
aware that she has experienced life changes across various domains. She has aged
and experienced at least one signiﬁcant relational loss. Her role as a teacher has
been replaced with spending time with peers of her age group at the senior center. If
her sense of self was previously bolstered by her identity as a teacher, a married
woman, and being physically healthy, then, from the perspective of Kohut, Ms. A
has suffered signiﬁcant narcissistic injuries [6]. Information regarding her early
childhood, the presence or absence of caregivers to soothe her during times of distress, and her sense of self-worth through her adult life would provide useful information to us about how these losses are inﬂuencing her wish to die.
From our knowledge of Erikson’s stages of psychosocial development [13], we
know that Ms. A is probably at the stage when she is reﬂecting on her life and asking
herself “is it ok to have been me?” Her reﬂection comes at a time when she is
bereaved of loved ones she considered close and trusted, when she is no longer performing the role of a teacher, and when she is experiencing physical limitations. The
process of reﬂection at the end of life typically brings to the fore unresolved conﬂicts
from all earlier developmental tasks, namely trust, autonomy, initiative, industry,
identity, intimacy, and generativity. Richman [14] described this re-emergence “in
full force” of problems in earlier developmental tasks as a factor unique to suicide in
the elderly. He believed that the ability of elderly individuals to make rational choices
involving life and death is governed by their life review, during which they look back
at past experiences, process the present, and take stock of what is required for the
future. Ms. A’s suicidal wish reﬂects not only her present circumstances but also her
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previous unresolved developmental conﬂicts. We must support Ms. A in this process
of exploring the deeper, richer aspects of her psyche. Terming her wish as rational or
not based on her immediate circumstances alone is overly simplistic.
Ms. A presented to the ER complaining of dizziness. She reported with concern that she had
fallen twice within the past month. She uses a walker to ambulate.

Ms. A has experienced bodily changes by virtue of her advanced age. What did
her physical self and body mean to a younger Ms. A? How has she adapted to the
changes in her physical vitality over the years? These are important points to ponder. Body love and care have been postulated to result from internalization of positive parental attunement and responsiveness of the caregiver to early needs [15–17].
Orbach has extensively written about the relationship between the physical body
and the inner psyche in determining the sense of self-preservation [17]. His work
describes how negative attitudes toward one’s body, triggered by early physical
abuse or rejection, result in the development of bodily dissociation as a defense.
This increases pain threshold and creates bodily distancing, such that the individual
feels that they have little to lose by way of bodily pleasures if they were to die. King
and Apter have drawn an association between medical illness and bodily appreciation in the case of children with insulin dependent diabetes who, by way of injecting
themselves daily, go on to develop mixed feelings toward their bodies [18].
The elderly experience changes in their bodies, both aesthetically and functionally. This may occur rather precipitously in those who experience a cerebrovascular
stroke, gradually but markedly among those with Parkinson’s disease, and more
subtly in the rest. This need for ongoing adaptation to change is superimposed on
pre-existing positive and negative notions of one’s body. In a case series of elderly
suicidal men, Lindner discusses the feelings of helplessness, envy, and disappointment that were noted in his sample, as their physical well-being decreased and
dependency increased [19]. These feelings were then projected on to the body with
the desire for annihilation. The same paper describes an elderly man who perceives
his son’s inheritance of an eye condition as a personal failure and goes on to experience such intense guilt, that he wishes to destroy not only himself but also his son
who he views intrapsychically as a part of himself.
Ms. A’s death wish must be understood in the context of how changes in her life
have been associated with changes in her body. The evolution of her body image
and her attitude toward her aging body must be understood. Is there any split in the
perception of Ms. A’s healthy and sick parts of herself? Is the part of the patient who
feels dizzy, falls, and relies on a walker integrated with her overall sense of identity
as a person? If the sick parts of Ms. A are viewed intrapsychically as alien, the wish
for suicide to achieve riddance might be at play [8, 9].
Ms. A had been widowed for the last 15 years. She said that it should matter to “no one
whether I die at 94 or 6.”

Suicide has been described in several theories as involving an object, with the
unconscious desire for identiﬁcation, revenge, or rebirth. Schneidman proposed that
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suicide is a dyadic event, such that the “suicidal drama” in the mind always involves
interplay with another, whether it is a signiﬁcant other in the preventive phase or a
survivor−victim after the suicide [10]. Ms. A’s emphasis of the absence of an object
(“should matter to no one”) paradoxically highlights the need for us to understand the
quality of her relationships, including objects of love and hate. We must explore Ms.
A’s relationship with her husband, the manner of his death, her reactions to his death,
and her feelings about outliving him for over a decade. Guilt is a common theme noted
among veterans who expressed self-hatred about surviving war when their close
friends had not [20, 21]. Although grief and depression are talked about frequently in
the context of elderly bereavement, survival guilt is a less well-established but equally
vital theme to be looked for. How do elderly individuals such as Ms. A perceive their
relationship with dead objects? It is not uncommon for individuals to cherish fantasies
of reunion with dead loved ones by way of suicide [20, 22].
Despair has often been the term of choice to indicate the mental state of suicidal
patients. It is marked by loneliness, self-hatred, and the inability to view any human
connection as being signiﬁcant [20, 23, 24]. Ms. A’s strong statement about her
death mattering to no one warrants further discussion on who constitutes “no one”
to her. Such a discussion would give us a deeper understanding of the quality of the
patient’s attachments with objects in their lives, for it is not common to have conﬂictual or even negative feelings toward close family members. Feelings of jealousy
and rage toward physically healthier spouses have been reported [19]. Unconscious
motivation for revenge toward surviving family members must be considered, similar to that observed by Menninger in suicidal children who sought revenge against
their parents by robbing them of their own presence [2]. Richman emphasized the
errors of “treating the patient as a purely biological entity living in a social vacuum”
and called not only for deeper understanding of patients’ relationships but also for
direct involvement of their families as well [14].
Ms. A casually told her nurse about “the helium hood” she had purchased. She explained
that she planned to execute the “final exit” someday.

Ms. A shared details of her death wish with the ER nurse who was reviewing her
discharge papers. Given that the patient was deemed ready for discharge by her physician, it is unlikely that the nurse speciﬁcally inquired about suicidality. Three elements
stand out in this interaction (1) the suicidal thought was reported by Ms. A despite not
being speciﬁcally asked about it, (2) this piece of information was conveyed by an
elderly patient to a young provider, and (3) the interaction evoked signiﬁcant anxiety in
the nurse and physicians in the ER. We must remember that the mention of suicidality,
although casual, unsolicited, and not imminent as in this case, is nonetheless a cry for
help. It could be a real death wish or a proxy for unbearable distress brought forth by
stressors in her life. Ms. A is very possibly asking her nurse and physicians to re-afﬁrm
the value of her life, one that she is beginning to lose sight of in the face of age and illness. As Siegel recommends, as clinicians we should make efforts to bolster self-esteem,
foster acceptance, and preserve attachments, particularly when the patient is compromised by illness or disability [25]. Second, there is the possibility of other unconscious
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motives that caused Ms. A to report her suicidal thoughts to the much younger nurse,
which she knew would evoke intense feelings of anxiety and discomfort in clinical staff.
Negative feelings toward younger, healthier individuals are not uncommon among the
elderly who are grappling with changes in their own vitality and coming to terms with
dependency. Lindner described the case an elderly man who enacted an intense power
struggle with his younger therapist evoking anxiety in the latter [19]. Muskin [9] has
suggested that patients may experience rage at their providers and harbor fantasies of
inﬂicting harm on them, by way of one’s own death. What function was served by Ms.
A’s sharing of her suicidal wish with the nurse? How did she think the nurse would
react? In the case of unconscious motivations such as revenge, Muskin believes that
timely and appropriate psychotherapy will help the patient gain an understanding about
how their positive and negative feelings are intrapsychic creations, and that suicide is
unlikely to have the impact that is unconsciously desired.
She denied thoughts of wanting to hurt herself at the present time but added that she “will
do it my way when I feel it’s about time.”

It is interesting to note that that while Ms. A verbalizes the availability of suicide
as an option, she denies any intention of acting on her suicidal thoughts at the time
of her conversation in the ER. What purpose is being served by the option of suicide
in this elderly individual with a recent but nonfatal illness? Is the suicidal thought a
harbinger of an actual self-injurious attempt? Or is it antithetically a life-sustaining
force? These are questions we must carefully explore with Ms. A. The example of
Kate Cutrer, a character in “The Moviegoer,” who uses suicidal thoughts as a means
to soothe herself brings this conundrum to light [26, 27]: “They all think any minute
I’m going to commit suicide. What a joke. The truth of course is the exact opposite:
suicide is the only thing that keeps me alive. Whenever everything else fails, all I
have to do is consider suicide and in 2 seconds I’m as cheerful as a nitwit.” In the
face of distress, an individual is able to cope with crisis by way of internalized
object representations of early comforting caregivers. When this fails to provide
satisfactory soothing, external measures of comfort in the form of family, friends, or
care providers may help reduce one’s sense of distress. Many elderly individuals are
often bereaved of long-term sources of such external support. We must consider the
possibility that under such circumstances, suicidal fantasies by creating the illusion
of “a way out” provide a sense of control and mastery, preserve cohesion of the
disintegrating ego, and offer comfort. Maltsberger and colleagues describe case histories of individuals who gave up their suicidal reveries only after they were able to
acquire, by way of treatment, more adaptive ways of buttressing their self-esteem
during moments of crisis [27]. However, while Ms. A could be entertaining suicidal
reveries to preserve her sense of mastery in the face of helplessness brought forth by
her advanced age and medical problems, we must be mindful of the possibility that
this could eventually give way to an actual self-injurious attempt. Affective distress
[20, 27], motor agitation [28], and a constricted view of available choices to reduce
distress [10] are important factors to look for, even in individuals for whom suicidal
fantasies have chronically played a life-sustaining role.
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Conclusion

Suicide is always rational, in the moment, to the person making the choice. But does
that truly make it a choice that is well thoughtout, consistent, and devoid of conﬂicts? Menninger believed that suicidal individuals bring about justiﬁcations in
their external reality to satiate their unconscious motivations [2]. Our own review of
several theories of suicide in this chapter has highlighted examples of individuals
who perceived self-harm as appropriate or perhaps even beﬁtting their situation.
However, these individuals did so without conscious awareness of what motivated
those beliefs and that suicide actually amounted to self-annihilation. In Ms. A’s
case, the possibility of suicide could have been a defense against living a life that
she perceived as suboptimal. Human choices are complex and the act of dichotomizing a choice as either being fully rational or as one stemming from a mental
illness would be premature and reductionist. Richman who has extensively worked
and written about suicide in the elderly believed that there is opportunity for free
choice only after conﬂicts are resolved, individual wishes are given the opportunity
to be processed, and important relationships are cohesive, all of which can be done
in an appropriate therapeutic setting [14]. We live in an environment where there is
considerable stigma around seeking psychiatric help. While life expectancy has
increased, ageism persists. Under these circumstances, dichotomizing suicide as
simply rational or pathological would further limit the willingness of an elderly
individual who is considering suicide to seek treatment and explore these wishes.
We must explore an expression of a death wish with curiosity, compassion, and
clinical depth before making premature pronouncements of a psychiatric diagnosis.
As our understanding of an individual becomes deeper and richer, the element of
rationality, or the lack of it, is likely to clarify itself, not only for the clinician but
also to the individual for whom suicide feels like the best available choice.
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12.1

Introduction

Suicidality is one of the most challenging issues in clinical work. Often, it demands
greater urgency than other targets of intervention, and it involves more speciﬁc legal
and ethical obligations. Patient death by suicide is one of the most stressful, distressing occurrences for clinicians, in part because it feels like one has failed one’s
patient by not taking sufﬁcient clinical or environmental steps to prevent their death
[1]. In a profession where attending to and repairing ruptures is a key piece of the
work, suicide can represent a substantial rupture, and we do not have an opportunity
to repair it. The case of rational suicide is additionally complicated: the burden and
challenges of more “traditional” suicidality are present, as well as the ethical challenge of how to best serve a patient for whom continued life may be reasonably
considered to be very burdensome while staying true to one’s own professional and
personal values.
Clinicians typically work to reduce suicidality and prevent suicidal behavior.
Clinicians may feel strongly that a hastened death is morally wrong, based on faulty
logic, or otherwise something to be prevented. Alternatively, when patients, particularly those who are older, terminally ill, or in signiﬁcant pain, express a reasonable
wish to die, we may feel pulled to join with them and may even feel that hastening
their death is the ethical thing to do given difﬁcult current circumstances.
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In this chapter, we take the view that an individual is responsible for their own
life, and that it is valuable to explore a range of alternatives before choosing death
because it is irreversible. Cultural, philosophical, and legal views of suicidality
inﬂuence providers’ obligations and approaches to care, and these are often based
on a framework that considers hastened death to always be harmful and the provider’s responsibility to always be preventing death. However, openly exploring
patients’ and one’s own values around life and death is likely to improve patient
outcomes, such as reduced distress and increased existential coherence, and to
reduce the emotional burden on providers by emphasizing patients’ responsibility
for their own lives [2]. Furthermore, clinical discussion of suicidality with patients
actually helps to reduce the likelihood of death by suicide [3]. This open, direct
approach underpins the clinical approaches reviewed and recommended here.
To be considered rational, the desire for death typically must occur in the context
of a predictably unremittingly hopeless situation [4]. This can refer to an individual
who is currently in distress with a low likelihood of relief (e.g., end-stage renal
disease, chronic pain, treatment-resistant severe persistent mental illness, cerebral
palsy), one who expects signiﬁcant physical or mental decline that would be associated with distress and compromised personal integrity (e.g., early diagnosis of
Huntington’s disease or dementia), or one diagnosed with a terminal condition (e.g.,
advanced cancer). The nature of an individual’s physical condition has often inﬂuenced the terminology used to refer to their wish for death, as has the involvement
of a third party. We believe that there is signiﬁcant conceptual overlap between
many of these related terms, including rational suicide, hastened death, physicianassisted death, physician-assisted suicide, euthanasia, preemptive suicide, withdrawal/refusal of treatment, early death, and palliative/terminal sedation. “Rational
suicide” can serve as an umbrella term to refer to many of the situations encompassed by these terms; however, we also use “hastened death” and “desire for hastened death” in this chapter. “Hastened death” is useful in that it does not connote a
means by which death is caused, reﬂects the existential truth that all humans die,
and does not carry the stigma and medico-legal baggage of “suicide” [4]. Although
there are some conceptual differences between all these terms and situations that
can affect ethical and legal considerations, the clinical goal and approach remains
largely the same.
Psychotherapy with older adults considering rational suicide is still fundamentally psychotherapy and, as such, has a foundation of providing and exploring new
perspectives, ideas, and skills. The clinician’s goal is to understand what pieces of
the individual’s life are causing distress, help the individual to understand this in a
way that feels actionable, and to help the individual develop strategies for improving the balance between distressing and rewarding aspects of their life. Rational
suicidality often represents an effort to relieve distress or to establish some sense of
control over an uncertain, potentially prolonged and unpleasant end-of-life process;
therefore, clinical intervention can seek to relieve distress, develop patients’ tolerance to temporary exacerbations of mood or physical symptoms, coordinate care to
reduce logistical burdens, and provide information to reduce uncertainty about
prognosis or the dying process [5].
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Treatment of depressive symptoms has decreased desire for hastened death and
led to individuals expressing a greater preference for life-saving and -sustaining
treatments, though depression treatment does not appear to wholly resolve suicidality or to universally lead to a preference for more aggressive treatment [6–8]. This
suggests that desire for hastened death is unique from depression, and an individual’s experience of pain, hopelessness, and desire to die should be considered as
potentially valid, even in the presence of psychiatric symptoms [9]. With all individuals, an assessment of the rationality of suicidality should establish that their
current state does not represent an acute exacerbation of distress and that the individual has a good understanding of their current situation, prognosis, treatment and
behavior options, and the nature of death.
We agree with Leeman [10] that, having established a rational basis for suicide, providers should not be obligated to interfere with an individual’s effort to
hasten their own death; however, because death is ﬁnal, efforts should be made
to ameliorate any changeable factors that are inﬂuencing the individual’s decision to die. We believe the broad goal of clinical work is to maximize positive
and minimize negative experiences. In the large majority of cases, we do not
think that death best accomplishes this goal, so clinicians should ﬁrst aim to
delay patients’ deaths and engage them in a process of ﬁnding ways to improve
their quality of life.
In this chapter, we discuss a number of therapeutic approaches relevant to
addressing rational suicidality in older adults. Where possible, we draw directly
from literature addressing rational suicide or related concepts (e.g., desire for
hastened death) in older adults; however, research in this area has been relatively
limited [11]. We also review and draw recommendations from approaches
designed to directly reduce suicidal ideation and behavior, to manage symptoms
often associated with suicidality such as depression and anxiety, and to improve
quality of life in older adults. Other relevant populations were considered to be
individuals with chronic medical conditions, individuals with life-threatening illnesses (e.g., cancer, HIV/AIDS), and individuals at high risk of suicide (e.g., military veterans, individuals with borderline personality disorder). Finally, we also
acknowledge the personal toll involved in this work and emphasize the importance of self-care and reﬂection.

12.2

Motivational Interviewing

We begin with Motivational Interviewing (MI; [12]) because it underpins much of
the assessment and intervention techniques described in this chapter. Its foundation
is in supporting patients’ autonomy and developing motivation to change a behavior
by acknowledging and exploring ambivalence around the decision to change. This
is important in discussing desire for death because medical and mental health providers often avoid asking patients speciﬁc questions about suicidality or acknowledging that suicide is an option out of fear that doing so will increase the patient’s
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likelihood of committing suicide. This belief is not accurate. Talking about suicide
with patients does not increase their likelihood of attempting suicide [3]. In fact, the
MI model suggests that a therapist providing a rationale for the undesired outcome
(death) elicits more change talk from patients in the direction of the desired outcome (life; [13]).
The spirit of motivational interviewing is based on collaboration with the patient
(rather than confrontation), evocation of strategies and motivation for change from
the patient (rather than education by the clinician), and support of the patient’s
autonomy (rather than the clinician’s authority; see [12]). In early treatment, the
emphasis of therapy is on building motivation to change; an individual must feel
that the change is important for them, that they are capable of making the change,
and that it is currently a priority for them. This is accomplished by expressing empathy, particularly around a patient’s ambivalence about a change; developing discrepancy between their current and desired situations; rolling with resistance to change,
in which one actively avoids argumentativeness or defensiveness in the face of
patients voicing low motivation to change; and supporting self-efficacy as patients
identify and pursue strategies for change.
The techniques MI uses toward these ends include open-ended questions, afﬁrmations, reﬂections, and summaries. Change talk, or statements made by a patient
indicating greater dissatisfaction with their current situation and motivation to
change, is often elicited with scaling questions (e.g., “From 0 to 10, how ready are
you to change? Why did you choose X and not [a lower number]?”), as well as questions and reﬂections about extremes (e.g., “What are you most concerned about if
you don’t change?”, “Continuing to live like this is the most important thing to you
right now”). Resistance can be more difﬁcult to respond to than change talk, and MI
encourages clinicians to avoid the pull to try to “ﬁx” the problem or barrier patients
identify. For instance, when a patient states that a suggestion “doesn’t work,” a clinician could roll with that resistance by saying “Tell me about when you’ve tried it
before,” “It’s really frustrating to keep trying to make changes and have it not work
the way you were hoping,” or “Great! We already have data about that. What other
ideas would you like to try?”
Motivational Interviewing has been adapted for speciﬁc use with individuals
expressing suicidal ideation (Motivational Interviewing for Suicidal Ideation;
MI-SI; [13]). MI-SI identiﬁes suicidal ideation and behavior as a detrimental health
behavior to target. MI can also be speciﬁcally applied to restricting means for suicide, with an emphasis not only on identifying reasons for living, but also on reasons to engage in means restriction [14]. Integration of MI with cognitive-behavioral
therapy (CBT) for suicide prevention to enhance engagement in treatment has also
been proposed given the challenges of attrition from treatment in suicidal populations [15]. MI has additionally been integrated with the CAMS-SSF-III suicide
assessment and prevention protocol in an emergency department setting [16], attesting to its usability in acute settings and compatibility with established institutional
procedures.

12

Impact of Psychotherapy on Rational Suicide

12.2.1

163

Empirical Research

A small pilot study demonstrated that MI-SI was well tolerated in a psychiatric
inpatient population of military veterans, and participants had signiﬁcant reductions
in suicidal ideation both immediately after the very brief (1–2 sessions) intervention
and 60 days later [17]. MI-SI was also well tolerated by patients presenting to a
psychiatric emergency department and reporting high levels of suicidal ideation,
and the clinicians interviewing these patients indicated they found MI-SI to be helpful and feasible with this acute population and brief setting [15].
Motivational Interviewing has been successfully used as a pretreatment or
adjunct treatment for anxiety, depression, and other mental health issues to enhance
motivation to engage in treatment and to increase treatment efﬁcacy [18, 19]. Metaanalyses have found signiﬁcant effects of MI on a broad range of health behaviors
and improvement in overall well-being, including in primary care and chronic medical condition patients [20–22]. The magnitude of these effects has been small to
moderate, consistent with other effective psychological interventions despite usually having a briefer duration [20], often as little as one session [22]. Importantly,
MI was found to increase motivation and engagement in treatment, and the effects
on behavior and well-being appear to be durable, with effects maintained for at least
a year [20].
With older adults, MI has been effectively applied to a number of health behaviors, including diabetes management, physical activity, and smoking cessation [23].
There is some indication that older adults may even beneﬁt more from MI than
younger individuals [20]. This may be due to the open, patient-centered nature of
MI, which could appeal to older adults, who often are reluctant to engage with mental health services. Along with acknowledging this reluctance, clinicians using MI
with older adults should incorporate adaptations used with other therapies in older
adults, including ﬂexibility in logistics, collaboration with healthcare providers and
other helpers, slower pace, and reiteration of material to aid in encoding [24].

12.2.2 Application to Rational Suicide
Applied to rational suicide, it is important to note that even if the clinician has an
opinion on what the outcome should be for the patient (e.g., psychiatric hospitalization to reduce risk of death by suicide, more aggressive medical treatment to prolong life), an MI-adherent approach would still emphasize the patient being the
agent of decision-making and implementation of any plans. With rational suicide,
this could entail empathizing with decreased or anticipated declines in physical
functioning, and ongoing physical or emotional distress. The clinician could help
the patient to clarify values and explore beneﬁts and costs of choosing to live or die
to develop discrepancy. Individuals who have lost some autonomy due to physical
limitations and requirements of medical care may resist change in an effort to maintain autonomy; it would be important that clinicians roll with this resistance—
acknowledging the validity of reluctance to change and avoiding “ﬁxing”
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responses—to reassure the patient that the choice and the change are their own. For
many patients experiencing rational suicidality, a signiﬁcant concern is the loss of
self-efﬁcacy in later and end-of-life phases. Emphasizing the patient’s self-efﬁcacy
in making a choice about living or dying could be very therapeutic and enhance the
patient’s conﬁdence about being able to lead a life worth living and, therefore, their
motivation to do so.
Rational suicidality differs from “traditional” suicidality primarily in the context
in which the thoughts occur (e.g., shorter expected lifespan, greater debility), and it
is in elucidating these complex factors inﬂuencing an individual’s motivations to
live and to die that MI seems especially applicable. Furthermore, rational suicide
involves personal and cultural values, and a MI stance can assist clinicians in
remaining curious and validating of the patient’s values, even when they may differ
from the clinician’s. With early empirical support for the applicability of MI to suicide prevention and evidence that MI can facilitate health behavior change in older
adults, it seems reasonable that clinicians apply the spirit and some of the techniques of MI to their work with older adults expressing rational suicidality, at least
as a pretreatment or adjunct to other strategies.

12.3

Safety Planning

One of the ﬁrst tasks working with an older adult expressing a desire to die is to
collaboratively develop a robust safety plan. Such a plan typically aims to reduce
access to means for suicide; identiﬁes triggers to increased suicidal ideation; and
plans for how to how to adjust environmental, behavioral, and cognitive circumstances to reduce the likelihood of a suicide attempt (e.g., [25]). This can increase
patient safety and essentially buy time for further psychotherapy interventions. A
safety plan should not be confused with a no-suicide contract, in which a patient is
asked to verbally or in writing commit to not attempting suicide. These contracts are
generally not effective at preventing suicidal behavior, can be detrimental to clinical
dynamics and future risk assessment, and can place clinicians in a murky area with
regard to their legal and ethical obligations to an individual they believe is at risk of
harm to themselves [26, 27].
Whereas a no-suicide contract is focused on what not to do, a safety plan provides patients with information about what to do in a crisis [28]. This ensures
patients feel they have the resources to successfully assume responsibility for their
life. Safety plans are often presented as a component of a broader therapeutic
approach but have also been described as stand-alone approaches to risk and crisis
management [25, 29]. Safety planning identiﬁes triggers to suicidal ideation and
behavior, internal coping strategies, social circumstances (speciﬁc people or places)
that can serve as distractions and improve mood, and individuals who can be appropriately supportive when the patient discloses they are having suicidal thoughts.
Professional resources, such as therapists, crisis hotlines, and emergency rooms, are
also identiﬁed. Finally, the clinician and patient plan for restricting access to
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potential means for suicide, especially more lethal means such as ﬁrearms. This
process should be collaborative and involve preemptive problem solving to ensure
that the strategies and resources identiﬁed can reasonably be accessed at a time of
crisis. Documenting this process can demonstrate that clinicians have met the standard of care for individuals expressing suicidal ideation [26, 29].

12.3.1

Empirical Research

Research on safety planning itself is limited, but broader interventions incorporating safety planning have demonstrated efﬁcacy at reducing suicidal ideation and
behavior. Speciﬁcally, Cognitive Behavior Therapy-Suicide Prevention (CBT-SP;
[30]) and Dialectical Behavior Therapy (DBT; [31]) use safety planning as part of
their protocol, and they will be discussed further later in this chapter. Means restriction is also an important part of safety planning. At a population level, means
restriction is especially useful with common and very lethal means of committing
suicide, such as ﬁrearms in the United States, and are considered part of best practices for suicide prevention [32, 33].

12.3.2 Application to Rational Suicide
Applied to rational suicide in older adults, safety planning would maintain its core
features. In identifying triggers to greater desire to die, clinicians should particularly attend to potential changes in physical functioning, medical status, and social
dynamics. Development of internal coping strategies can draw from the therapeutic
approaches discussed in this chapter. In older adults, especially those dealing with
the physical and logistical burdens of signiﬁcant medical issues, identifying sources
of social support that can be readily accessed at a time of crisis can be challenging.
Creativity and acceptance of less-than-ideal solutions is important. Role playing
with patients around disclosure of their desire to die to their social supports can also
help older patients navigate changing relationships, such as needing their adult child
to function more as a peer to provide support. Coordination with home care and
medical providers is critical to ensure that multiple sources of information about an
older adult’s functioning are available and that the individual is able to access crisis
services at all times and in all settings. Collaboration with medical providers is also
important to restricting means for suicide; speciﬁcally, it is important to determine
how adherent the patient has been to their prescriptions and whether they may have
a surplus of available medications.
Safety planning is an important part of basic clinical care and represents a component of clinicians’ medicolegal duties. That suicidal ideation may seem rational
does not necessarily absolve clinicians of these responsibilities. Collaboratively
implemented, safety planning can begin the process of establishing a sound therapeutic alliance and important targets for therapy to improve patients’ quality of life.
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Cognitive-Behavioral Therapy

Many of the strategies identiﬁed in safety planning processes are drawn from
cognitive-behavioral therapy (CBT), and many of the other approaches to
addressing rational suicidality in older adults discussed here have their foundations in CBT. There are a number of approaches to CBT (e.g., [34]) that share a
worldview that formulates human experience in terms of the interaction between
one’s cognitions, behaviors, emotions, and physical state. Cognitive and behavioral domains are seen as the most modiﬁable and are most often targeted in
therapy. Although it is more directive than traditional insight- or dynamic-oriented therapies, CBT is best used ﬂexibly and should be based on a patient’s
own experience, reﬂecting the context in which the patient ﬁnds themselves,
including personal history, relationship dynamics, and life goals. It focuses on
developing concrete skills through homework patients complete between sessions. Many of the skills are also used in other therapies, so we brieﬂy review
these interventions here.
Behavioral interventions seek to identify behaviors associated with mood states
and to increase patients’ engagement in rewarding activities relative to activities
associated with low mood. Depending on patients’ complaints, relaxation strategies, sleep hygiene, physical activity, diet, and adherence to medical recommendations may also be targets for reducing physical vulnerabilities to unhelpful cognitive
and behavioral patterns.
The cognitive strategies in CBT largely rely on use of thought records, in which
patients record a situation that triggered a notable emotional response for them
(usually depressive or anxious mood), the thoughts associated with that situation
(especially those relating to their sense of self), and their emotional response. The
clinician then collaborates with the patient to identify patterns of distorted thinking
(e.g., catastrophizing, all-or-none, “shoulds”) that may be leading to more distress
or maladaptive behavior. These distorted thoughts are then challenged by examining
the evidence for and against the thought, viewing the situation in a different context
(e.g., if it had happened to a friend instead of yourself), and evaluating the helpfulness of the thought. A more realistic, proportionate, balanced alternative thought is
generated, and the patient evaluates how this new thought impacts their emotional
experience. With practice, patients are able to internalize this process and note their
tendencies so they can choose to think more adaptive alternative thoughts in the
moment without having to write out this whole process.

12.4.1

Empirical Research

Meta-analyses have found CBT for older adults efﬁcacious at reducing depression and anxiety, with generally moderate-to-large effect sizes that were larger
than other treatments [35–37]. The effectiveness of CBT has also been demonstrated with older adults of minority ethnicities in nonstandard delivery
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environments [38], especially when patients are able to increase their satisfaction
with their social support [39]. Older adults with cognitive deﬁcits have also beneﬁtted from CBT in terms of improvements in mood and disability [40, 41].
Importantly for individuals facing a signiﬁcant stressor such as a terminal medical condition, CBT has shown some efﬁcacy in facilitating meaning-making
among highly educated depressed older adults [42]. In individuals with cancer,
CBT interventions have been found to be beneﬁcial for both psychological wellbeing and physical health, including longer cancer-free survival following treatment and longer duration of life [43]. Among individuals who had attempted
suicide necessitating hospitalization, a course of cognitive therapy reduced the
likelihood of subsequent suicide attempt over 18 months by approximately 50 %
compared to treatment as usual [44].

12.4.2 Application to Rational Suicide
Adaptations of CBT to reduce depression and suicidality in older adults have incorporated behavioral activation, cognitive restructuring, increased social engagement,
and safety planning that includes identiﬁcation of protective factors [45], and these
approaches are likely applicable to older adults expressing rational suicidality. In
this population, it is especially important to be creative in developing behavioral
strategies to reﬂect any physical limitations. Finding modiﬁed versions of pleasant
activities (e.g., watching a movie at home instead of in the theater, calling a friend
instead of driving to visit them, walking for 5 min rather than an hour) and relaxation strategies can foster self-efﬁcacy and hope in individuals who may have
become discouraged because they have been unable to fully engage in desired activities [46]. Clinicians may also be more successful emphasizing evaluating the helpfulness of automatic thoughts rather than their accuracy. Because these individuals
may, indeed, have a shorter time remaining or impending debility, their concerns
about death, declines in physical functioning and autonomy, and unresolved relationship and existential issues may be realistic. Coordination with medical providers is important to appropriately differentiate between realistic and unrealistic
worries [46].
Cognitive and behavioral strategies dovetail well with the pragmatic, skillsoriented nature of foundational safety planning recommended here for work with
older adults expressing rational suicidality. Furthermore, there is broad evidence
that CBT can reduce suicidality and predisposing mood states in older adults,
suggesting that it would help individuals improve their quality of life, avoid
impulsive behavior to hasten death, and better understand the potential for distress to respond to intervention. It is effective with diverse patient populations,
which is important when working with a group as heterogeneous as older adults.
It may also be valuable for clinicians to approach work with older adults as
requiring speciﬁc cultural competence to appropriately respond to generational
and cohort effects [47].
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Dialectical Behavior Therapy

Dialectical Behavior Therapy (DBT; [31]) was originally developed to reduce selfdirected violence in individuals with borderline personality disorder by developing
emotional awareness, emotion regulation skills, and adaptive interpersonal skills.
The dialectical approach seeks to acknowledge and balance the complex, changing,
and sometimes even contradictory nature of existence. In this view, seemingly
mutually exclusive things can be simultaneously true; an individual can be kind and
mean, the world can be random and predictable, and a relationship can be supportive and maladaptive. In session, DBT therapists tolerate this tension and help
patients to apply such an approach to their lives. Patients are seen as both doing their
best and able to do better; they are stuck and always changing; the therapist understands the patient’s experience and can learn more. In understanding truth as always
changing and amenable to exploration, patients are able to ﬁnd hope rather than feel
discouraged or desperate in the face of immutable truths, buffer themselves from
impulsive or habitual behavior, take an active and mindful role in life choices, and
develop of an integrated sense of self.
In its traditional application, DBT entails individual therapy focused ﬁrst on
addressing self-harm and other therapy-interfering behaviors, then on developing
this integrated sense of self and more adaptive interactions with the world by using
coping skills. Therapists are available on call 24/7 to help patients manage crises,
often by reinforcing use of coping skills. These skills are taught in structured group
classes and are what many practitioners think of as “DBT.” DBT skills are focused
on developing the capacity for improved emotion regulation—which DBT conceptualizes as the core deﬁcit underlying borderline personality disorder and its characteristic self-harm behavior—and interpersonal functioning.
Core Mindfulness skills taught include taking an observational stance toward
experiences, often by describing that experience; participating fully in an experience and engaging in one experience at a time (one-mindfully); remaining nonjudgmental toward experiences and actions; and choosing behaviors based on
their effectiveness rather than on value judgments (e.g., fair, deserved, right,
good). Interpersonal Effectiveness skills include communication strategies for
making requests and expressing wants; declining requests and maintaining selfrespect; and maintaining relationships with empathetic, nontransactional interactions. Emotion Regulation skills include developing emotional awareness and
understanding of the function of emotions, nonjudgmental acceptance of emotions, and intentional engagement in activities that prompt more positive emotions or do not perpetuate maladaptive cycles, as by engaging in opposite action
(e.g., scheduling an activity with a friend when feeling like staying home by
oneself). Distress Tolerance skills include distraction with behavioral activation; grounding focused on use of pleasant stimuli; use of relaxation and imagery; mindful engagement in activities; and focusing on values, goals, and
spirituality to understand the distress and one’s choice to tolerate it as part of a
larger whole, as validation of one’s values, and as motivation to move toward a
life more worth living.
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Empirical Research

DBT has produced signiﬁcant reductions in suicidal behavior in randomized clinical trials [48], and these effects have led to its dissemination and adaptation for a
number of populations and settings outside of borderline personality disorder and
specialty mental health services. Of particular note, DBT has demonstrated efﬁcacy
in reducing depressive symptoms in older adults beyond the effect of antidepressant
medication alone [49, 50]. Standard DBT is a very intensive treatment, involving
multiple therapeutic contacts per week and lasting for at least 1 year. However, even
a single DBT skills session has led to decreased suicidal ideation 1 month later [51].
The skills component of DBT appears to be especially effective at reducing depressive symptoms and reducing use of self-directed violence [52].

12.5.2 Application to Rational Suicide
One of the assumptions of DBT is that patients’ lives are currently unbearable as
they are being lived; essentially, it posits that suicidality is a rational response to
current distress, but that it also represents an irrational understanding of one’s current situation as unchanging and unchangeable. Clearly, this has direct application
to an older adult population expressing rational suicidality in the face of a real or
anticipated shortened lifespan, decreased physical functioning, and physical and
mental pain. In this population, mindfulness skills facilitate patients engaging more
fully in activities, especially those that are meaningful to them, and practicing nonjudgmental acceptance of life circumstances. Dialectical Behavior Therapy has
shown unique effectiveness in reducing suicidal behavior in individuals known for
being treatment-resistant and to be at high risk of suicide and has been successfully
applied very brieﬂy and with older adults. The dialectical approach is also well
suited to work with rational suicide. It acknowledges the challenges facing individuals with a shortened lifespan, pain, and physical limitations while also giving voice
to the individual’s goals, values, and beliefs that can be bases for developing a more
enjoyable life. Older adults expressing rational suicidality are not likely to be able
to engage in the full DBT program, which is long and intensive, so the brief use of
some of its component parts, including mindfulness and emotion regulation skills
and DBT-oriented individual therapy, will likely be more feasible.

12.6

Mindfulness and Acceptance

Along with DBT, other therapies hold mindfulness skills as important to limiting
the effect of distress on one’s experience and facilitating values-based, adaptive
behavior. The most researched of these therapies are Mindfulness-Based Stress
Reduction (MBSR; [53]), Mindfulness-Based Cognitive Therapy (MBCT; [54]),
and Acceptance and Commitment Therapy (ACT; [55]). These approaches teach
skills to selectively attend to certain aspects of experience and, in so doing,
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understand them as merely parts of our experience, as modiﬁable, and as not inherently meaningful. Distress, therefore, does not deﬁne all of our experience, can be
selectively ignored, and does not even necessarily have to be distressing. For
instance, one may feel sad some of the time or even concurrently with more pleasant
feelings; one can give more attention to those more pleasant experiences; and one
can reframe the experience of sadness to imply resilience to difﬁcult circumstances,
evidence of strongly valuing something not immediately present, or even as a natural ebb and ﬂow after a period of happiness.
Mindfulness is taught in MBSR and MBCT; primarily through mindfulness
meditation and gentle yoga [53, 54]. These meditation practices involve both concentrative and receptive meditation, in which one intentionally draws attention to a
particular experience (e.g., breath) or maintains nonjudgmental awareness of experiences (e.g., thoughts, emotions, sounds), respectively [56]. Techniques used
include body scans, guided imagery, multisensory exploration of a stimulus (e.g., a
raisin), and seated and walking meditation. Both therapies entail 8 weeks of 2–3 h
group sessions and one full-day retreat, with MBCT differentiated from MBSR by
its focus on negative mood states and inclusion of psychoeducation on typical patterns of cognitive distortions.
Acceptance and Commitment Therapy uses a combination of cognitive, behavioral, and mindfulness approaches in furtherance of values-based actions. Patients
come to decrease associations between their internal experiences and their identities, allowing them greater ﬂexibility in how they deﬁne themselves and pursue their
values. From an ACT perspective, the socially-driven use of inherently judgmental
language (e.g., “negative” emotions) contributes to individuals struggling, and inevitably failing, to avoid internal states. This struggle and failure leads to suffering,
which cyclically perpetuates experiential avoidance, decreased engagement in valued activities, and distress. Along with meditation, ACT uses metaphors and imagery to develop an observational stance toward internal experience, exercises such as
repeating a word over and over until its meaning is separated from its sound for the
patient, thought records, values clariﬁcation, and goal setting [55].
Suicidality can be conceptualized as the ultimate expression of experiential
avoidance, and mindfulness-based therapy can serve to reduce this avoidance by
fostering increased contact with the present, psychological acceptance, cognitive
diffusion, and understanding of the self as context. Those in contact with the present
are less likely to ruminate on past hurts and to engage with a vision of the future
based on an unending extrapolation of current distress. Greater acceptance of current distress allows one to refocus energy on pursuit of longer term, values-based
goals rather than on short-term avoidance of pain. By taking an observational stance
toward internal states, thoughts, emotions, and behavior are less fused and one can
begin to understand oneself as being a self separate from the content of temporary
circumstances [57]. Mindfulness is proposed to help manage suicidality by teaching
the skill of purposefully attending to the present moment, rather than following a
mindless “autopilot” mode; that leaves one susceptible to over-interpreting external
and internal stimuli as indicating that one’s circumstance is unbearable and
unchangeable [58]. Outside of frank suicidality, mindfulness-based therapy has
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been put forward as a therapeutic framework that can address the depressive, anxious, existential, and spiritual concerns associated with advanced cancer to improve
quality of life for individuals with potentially short remaining lifespans [59].

12.6.1

Empirical Research

Meta-analyses have found that MBSR has a small, potentially underestimated effect
on depression, anxiety, and overall psychological well-being among individuals
with chronic medical conditions [60] and a moderate effect on mental and physical
health outcomes, including depression and pain, in broader participant pools [61,
62]. Additionally, development of mindfulness skills has been associated with
increased spirituality and posttraumatic growth among cancer patients [63].
Mindfulness-based therapy has generally been found to be feasible with and acceptable to older adults, and it has produced improvements in a number of domains,
including mood, anxiety, and pain; however, it is not clear that mindfulness-based
approaches are signiﬁcantly more effective than other active therapies [64]. In contrast, Wetherell and colleagues [65] found that older adults were more likely to have
reductions in pain with ACT than with CBT, the opposite pattern of younger adults,
suggesting that mindfulness-based approaches may be especially well suited to
older adults.
Clinical trials of MBCT have produced decreases in suicidal ideation, greater
memory speciﬁcity for past suicidal crises, and increased speciﬁcity about life goals
[66–69]. These effects all reduce risk of suicidal behavior, including by allowing
individuals to better recognize suicidal prodromes and be more effective in problem
solving during future crises. Similarly, a large effectiveness evaluation found that
ACT was effective at reducing depressive symptoms and suicidal ideation among
veterans in outpatient therapy and speciﬁcally implicated mindfulness and experiential acceptance in these improvements [70]. Patients who received mindfulness
training in a randomized controlled trial of MBCT were less susceptible to suicidality; in the face of increased depressive symptoms [71]. The emphasis in mindfulness on remaining in contact with distressing emotions and developing skills to
remain present and grounded may be uniquely helpful compared to strictly cognitive interventions for individuals whose personal histories are associated with dissociative or avoidant stress responses [72]. Though this ﬁnding was related to
childhood abuse experiences, older adults experiencing a trauma that could result in
dissociation and avoidance, such as diagnosis of a life-limiting illness, might similarly beneﬁt from these skills.

12.6.2 Application to Rational Suicide
Applying mindfulness-based therapy to rational suicide would likely need little
adaptation other than the modiﬁcations described for older adults generally, such as
decreasing the duration of sessions and use of body positions that are more
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comfortable for older adults (e.g., sitting rather than lying meditation). For individuals with medical conditions that are limiting physical functionality and life
duration, the emphasis of mindfulness-based therapies on nonjudgmental acceptance rather than “ﬁxing” would likely ﬁt well, and the development of speciﬁc
skills could increase their usefulness in a more medicalized setting. Clinicians
should note that it is likely unrealistic to expect older adults with a desire for hastened death to complete the full 30+ hours of training involved in MBSR or MBCT;
however, this does not suggest that these patients cannot beneﬁt from briefer mindfulness training. Mindfulness and acceptance-based approaches are also consistent
with theories of successful aging that encourage dynamic reprioritization of activities and values to reﬂect current circumstances and abilities [47].
Older adults expressing rational suicidality could beneﬁt from such an approach,
wherein more valued experiences can be selectively attended to and pursued despite
circumstances that may shorten one’s life or otherwise change one’s worldview or
ability to pursue activities.

12.7

Existential Therapies

Existential therapies aim to develop individuals’ sense of meaning, dignity, spiritual
engagement, and perceived ability to cope with the existential distress, especially
around “boundary” situations such as end-of-life processes. In particular, they consider existential issues including loss of autonomy and dignity, feeling burdensome
to others, loss of meaning, regret about life experiences and relationships, and hopelessness [73]. Experiences that challenge our assumptions that the world is fair,
understandable, and controllable and that we are generally safe and essentially
immortal produce existential distress. Avoidant, rigid coping with these experiences
leads to greater distress and psychopathology, whereas ﬂexible, accepting coping
allows one to more fully pursue one’s values. Existential therapies share many techniques with other approaches, such as use of genuine empathy and reﬂection on the
therapy process, but are set apart by their explicit discussion of the hard existential
truths that cause existential distress, such as mortality, responsibility, and uncontrollability [74].

12.7.1

Empirical Research

Meaning-Centered Group Psychotherapy [75] is centered around exploring the
work of Viktor Frankl [76] with patients to identify sources of meaning in the context of a life-limiting or -threatening illness. The intervention is time limited and
can be applied in group or individual [77, 78] formats. In contrast to many other
existential therapies, such as Supportive-Expressive Group Therapy (SEGT; [79]),
MCGP is considered a structured, educational intervention. A meta-analysis has
found MCGP to have moderate-to-large effect sizes on psychological well-being,
sense of purpose in life, and self-efﬁcacy and found that MCGP tended to be more
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effective than supportive expressive and other existential therapies [80]. A recent
randomized controlled trial conﬁrmed the results of the meta-analysis. Compared to
an active support group for cancer, MCGP had a moderate effect on a range of psychosocial variables, including decreased desire for hastened death, decreased
depression, increased quality of life, and increased spiritual well-being [81].
Dignity Therapy [82] is a brief narrative intervention consisting of an interview
with the patient about their life, values, relationships, and wishes for their death.
This interview is transcribed by the therapist and presented to the patient as a generativity document, usually with the intention of the patient sharing it with family or
others close to them. Research has been mixed with regard to the effects of Dignity
Therapy on distress and other symptom measures. Some studies have found it to be
associated with reductions in depression and anxiety [82, 83], whereas others have
found no effect on outcomes such as distress, depression, hopefulness, or quality of
life [84–88].
Reminiscence and life review, which take a similar narrative approach to exploring important life events and themes, have been found to have moderate effects on
psychological well-being in older adults [89]. These effects seem to be maintained,
at least to some extent, for 3 years following the intervention [90]. Notably, it also
seems feasible to incorporate existential or spiritual content into other therapy
approaches. For instance, Psycho-Spiritual Integrative Therapy (PSIT) uses a small
group modality to teach mindfulness, acceptance, and other cognitive coping skills
and integrates broad, individual sources of spiritual support and values clariﬁcation
to guide values-oriented behavior to increase quality of life and adjustment to life
changes, including cancer diagnosis and treatment [91].

12.7.2 Application to Rational Suicide
Existential therapy directly addresses one of the factors associated with rational
suicidality: existential distress. However, existential therapies are generally concerned with individuals who do not want to die, and in fact may have a strong fear
of death, so some modiﬁcations may need to be made to address the desire for hastened death in older adults. To begin with, it is important to engage in risk assessment and safety planning, as well as to validate the individual’s feelings of
hopelessness, helplessness, and purposelessness rather than too quickly focusing on
meaning-making. The subsequent emphasis on meaning-making in existential therapy can make the idea of acceptance of difﬁcult circumstances more palatable.
Though many of the manualized existential therapies involve many hours of clinical
contact, they provide speciﬁc prompts (e.g., “What are your most important accomplishments, and what do you feel most proud of?”) that can be helpful for clinicians
to begin to incorporate existential themes into their work when a full course of a
speciﬁc therapy is not indicated due to the patient’s physical or logistical
limitations.
Existential distress is often a core component of why we might consider suicidality to be rational. Essentially, when a person is no longer able to live in a way that
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gives pleasure or purpose the way they have experienced them before, we consider
it reasonable that they would no longer want to live at all. Existential therapy names
this distress, normalizes it, and seeks to mobilize patients to ﬁnd value in continued
existence. An approach drawing from MCGP, which has directly shown decreased
desire for hastened death in older adults, is likely to be beneﬁcial.

12.8

Psychodynamic Therapy

Modern psychodynamic therapies retain some aspects of psychoanalytic therapy
but tend to be more time-limited and focused on speciﬁc presenting issues. They
share a view of pathology as based in interpersonal relationship patterns and emphasize within-session change to a greater extent than the more skills- and homeworkoriented CBT-based interventions. Psychodynamic therapies have been less
manualized than CBT-based treatment, which has made research on these approaches
more difﬁcult, but some manualized approaches include Time-Limited Dynamic
Psychotherapy (TLDP; [92, 93]), Interpersonal Therapy (IPT; [94]), SupportiveExpressive Psychotherapy [95], and Pragmatic Psychodynamic Psychotherapy
[96]. We should note that the developers of IPT do not consider it a psychodynamic
approach; however, its focus on interpersonal dynamics and role transitions, as well
as the lower level of directiveness involved in its practice, closely align with a psychodynamic approach for the purposes of this review.
Generally, these approaches formulate cases as involving cyclical patterns of
maladaptive behavior, expectations of others, experiences, and internalized views
of the self [97]. Therapy involves interventions that exist on a spectrum from supportive of the patient and focused on developing rapport to expressive of the therapist’s interpretations and challenges to the patient to adopt a new perspective or
change behavior. Because interpersonal patterns are assumed to be reﬂected in the
patient’s relationship with the therapist, the therapeutic relationship is used to
develop the patient’s insight into these patterns; provide opportunities to practice
new interaction styles; and to give novel, therapeutic interpersonal experiences.

12.8.1

Empirical Research

Short-term psychodynamic psychotherapy has been shown to be effective in treating depression, including in older adults [98–100]. Efﬁcacy has also been demonstrated in medical populations, with TLDP producing signiﬁcant decreases in
distress in a sample of HIV+ men who have sex with men [101]. Large multisite,
randomized controlled trials have used IPT in primary care settings and found that
it, with or without concurrent antidepressant medication use, was effective at reducing depression and suicidal ideation in older adults [102, 103]. Those older adults
receiving IPT and/or antidepressant medication were also less likely to die over the
course of 5 years [104]. A small, 16-session, trial of an adapted form of IPT for older
adults at risk of suicide showed reductions in suicidal ideation and depressive
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symptoms. These adaptations entailed focusing exploration of interpersonal processes on those interactions that involved suicidal thoughts or behavior, along with
the addition of pragmatic safety planning for imminent suicide risk and increased
access to the therapist, as in DBT [105].

12.8.2 Application to Rational Suicide
The relational focus of psychodynamic approaches is applicable for addressing
rational suicidality, targeting issues such as feeling like a burden to family members,
seeking resolution to relationship problems, and managing life and role transitions
(i.e., receiving care from others, taking a “patient” role, dying). In practice, dynamic
therapy for rational suicidality would develop a conceptualization of how the desire
for hastened death is precipitated and perpetuated by interpersonal interactions. The
clinician would work with the patient to provide corrective experiences in and out
of therapy. Our experiences suggest that patient-therapy match is especially important with psychodynamic approaches. Although many patients appreciate exploration of personal history and a relational focus, others ﬁnd such approaches to be too
“touchy-feely,” for them to successfully engage with treatment. Therefore, we
encourage clinicians to present the conceptualization and treatment model they propose to use to check for patient agreement.

12.9

Interdisciplinary Collaboration

Most older adults expressing a rational suicidality are involved with a number of
medical providers to address physical issues and community and government agencies to address tangible resource deﬁcits. They may also have family, friends, and
caregivers signiﬁcantly involved in their care and their day-to-day lives. For interventions to be maximally effective, clinicians will need to not only understand the
complexity of these systems and challenges for patients in navigating the systems
and coordinating between all involved, but also to collaborate with patients’ providers and caregivers to work toward psychosocial treatment goals.
Collaboration with patients’ other providers is important, ﬁrst, to provide clinicians with accurate information about the patients’ physical status, experience
through treatment, and likely prognosis. Lacking this information increases the burden on the patient to inform the clinician about their medical course and reduces the
time available for psychosocial intervention. Collaborating with other providers
also provides the opportunity to open lines of communication that may have been
closed due to medical providers and patients’ shared discomfort addressing end-oflife issues. For instance, interviews with older dialysis patients and dialysis providers indicated that there is often inadequate communication about goals and
expectations for treatment and a tendency to defer to patients’ passive assent to
ongoing treatment rather than fostering active choice of treatment [106].
Coordinating with patients’ multiple providers may also alleviate a contributor to
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desire for hastened death: frustration with perceived unresponsiveness of the healthcare system and difﬁculty navigating it [5].
An interdisciplinary approach to treatment of suicidality in older adults not only
produces a more patient-speciﬁc treatment plan but also increases available psychosocial resources. A systematic review of intervention studies to reduce suicide in
older adults found that depression-focused care coordination in primary care, community depression screening and education, and telephonic and in-person counseling reduced depressive symptoms, reduced suicidality, and improved overall
functioning [107]. Interventions to increase patients’ level of social support, such as
engagement in community activities, are recommended as means to improve psychological well-being in older adults with life-limiting illness [108].

12.10 Practice Guidelines
In many ways, this discussion of the effect of psychotherapy on rational suicidality
falls into the same “Dodo Bird problem” as much research on psychotherapy effectiveness: it is difﬁcult to demonstrate that one approach to therapy is especially
more effective than others. However, we believe some recommendations can be
made.

12.10.1 Prevent Impulsive Behavior
Clinicians have an obligation to prevent impulsive suicidal behavior; this is true
with “traditional” suicidality and with rational suicide. This is best accomplished
through thoughtful assessment of the factors contributing to an individual’s desire
for hastened death, factors associated with a motivation to continue living, and the
immediacy of the risk that the individual might harm themselves. Such an assessment lays the foundation for collaborating with the patient to develop a safety plan,
usually involving use of internal coping strategies, distraction, environmental situations that reduce vulnerability to suicidal behavior, a range of types of social support, and professional and crisis supports as needed. This process is well described
and manualized as the standalone Safety Planning Intervention [25]. The desire for
hastened death tends to ﬂuctuate [109], and useable safety planning can help patients
avoid impulsive, irreversible behavior at a time of acutely exacerbated suicidality.

12.10.2 Nonjudgmentally Explore Suicidality and Values
Providers are often uncomfortable engaging in discussions of suicidality as an
option for coping with distress for fear that doing so will increase the likelihood that
a patient will engage in suicidal behavior. When providers encounter older adults
expressing a rational desire for hastened death, they are often part of the individual’s
medical treatment team, making it even more difﬁcult to validate what could be
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seen as the patient “quitting” on treatment that could extend their life. However, it
is possible to validate the distress underlying this suicidality without necessarily
agreeing that a hastened death is a good solution. This reﬂects a Motivational
Interviewing [12] approach. In fact, by speaking to the desire for a hastened death,
clinicians may elicit more endorsement of a desire to live from patients, and this
approach will have the dual beneﬁt of also increasing patients’ sense of being understood by the provider.

12.10.3 Cognitive-Behavioral and Mindfulness Skills Can
Be Helpful
Among older adults, CBT and mindfulness-based approaches have been shown to
be effective at reducing depression, anxiety, pain, and suicidality. Broadly, these
approaches seem to work by increasing individuals’ meta-awareness, facilitating
more intentional thought and behavior rather than reinforcing patterns associated
with distress and debility, and clarifying life goals and values. Furthermore, by fostering speciﬁc skills, these approaches can increase older adults’ sense of selfefﬁcacy and demonstrate the possibility of change, providing evidence against the
hopelessness and helplessness often associated with desire for hastened death.
Though many of the studies described earlier involved relatively intensive treatment
(i.e., at least weekly for at least 60 min for several weeks), there is also evidence that
these approaches can be successfully adapted into shorter sessions and briefer (even
single) session formats, which increase their feasibility working with older adults
who may have physical, logistical, or motivational limitations on their ability to
engage in more in-depth therapy.

12.10.4 Existential Concerns are Important
Rational suicide is often differentiated from “traditional” suicide by the circumstances in which an individual ﬁnds themselves—usually with a signiﬁcant change
in current or expected functioning. This external stressor, be it a terminal medical
condition, amputation, or brain disease, comes with a challenge to one’s identity
and, therefore, an existential pressure to change who we are. Suicide represents a
change in terms of one’s biological state, whereas many of the options that might
follow from psychotherapy are changes in one’s psychological, behavioral, or
social state. The most direct research on the effect of psychotherapy on rational
suicidality involves a therapy speciﬁcally aimed at addressing existential issues–
Meaning-Centered Group Psychotherapy [75]. It has found that working with
patients expressing a desire for hastened death to clarify and redeﬁne their sense
of meaning in life decreased suicidality. These existential themes can be incorporated into other therapeutic approaches and will likely be important for clinicians
seeking to connect with aspects of a patient’s distress outside of just
symptomatology.
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12.10.5 Collaboration with Patients’ Systems Is Critical
Without good communication with a patient’s medical team, clinicians cannot adequately understand the rationality of expressed suicidality, the feasibility of behavioral strategies, the reasonableness of distressing cognitions, or the nature of
existential challenges facing a patient. For older adults with physical or cognitive
limitations, strategies to improve mood and manage risk will also be much more
likely to be implemented if clinicians involve patients’ family, caregivers, friends,
neighbors, and other sources of support. Coordination with other providers and
increased interpersonal contact in and of itself may be an effective intervention to
reduce rational suicidality, based on ﬁndings in primary care practices [102, 110].

12.10.6

Some Things Are Not Recommended

As mentioned earlier, no-suicide contracts are not recommended due to the lack of
demonstrated efﬁcacy and their potential negative clinical and medicolegal implications. Additionally, interventions that have not yet shown efﬁcacy for reduction of
suicidality or desire for hastened death, such as Dignity Therapy, SupportiveExpressive Group Therapy, or Time-Limited Dynamic Psychotherapy, are not recommended as stand-alone treatments, especially with acutely suicidal individuals.
These and other approaches may be helpful in addressing existential concerns and
mood disturbance when an individual is more psychologically stable, ultimately
reducing the incidence or severity of suicidality; however, clinicians should be prepared to use treatments that more directly address the contributors to suicidal ideation and develop older adults’ capacity to manage this distress if their suicidality
becomes more prominent.

12.10.7 Be Mindful of Own Values
End-of-life situations elicit responses from clinicians based on our own values and
health beliefs, and self-awareness around those biases will help clinicians work
within the patient’s perspective and engage in appropriate self-care. Even in the case
of arguably strictly rational suicide, one may feel that there is something wrong or
mistaken about an individual’s decision to die, such that it is very difﬁcult to identify a plausible scenario in which suicide feels truly rational, particularly outside the
context of a clear terminal condition and old age [111]. However, many patients
considering hastened death do not consider actions toward that end, such as withdrawal of hemodialysis, to be suicide [112], emphasizing the importance of clinicians questioning their assumptions and judgments placed on patients’ decisions.
Importantly, our own cultural judgments likely play a role in this evaluation of a
patient making a “mistake.” Such cultural inﬂuences might include shame about
having failed as a society to provide sufﬁciently rewarding circumstances for the
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individual to continue living or fear at the idea that, in fact, we are mistaken in our
appraisal that our own life is worth continuing. Clinicians may have values, including those based in religious tradition, that reﬂect the idea that hastened death is
always morally wrong. We may have had personal experiences with individuals
choosing to prolong or shorten life that inﬂuence our sense of what the “right” decision is for a patient. As clinicians, our desire to be effective in our work, even in the
context of a terminal illness or other difﬁcult situation, may lead us to direct therapy
in a certain direction.
We do not advocate for clinicians being opinionless in therapy with adults
expressing rational suicidality, nor for clinicians to disregard their values. Rather,
we encourage clinicians to reﬂect on their values and responses to patients both in
and out of session. Seek consultation when necessary. Be genuine, and embrace the
opportunity to explore a challenging but necessary aspect of existence. In our experience, patients appreciate the opportunity to discuss their thoughts about death and
to receive frank opinions from an informed provider. Actively engaging in a reﬂective process will also help clinicians engage in appropriate self-care and prevent
burnout.

12.11 Conclusions
Desire for hastened death is a common but not universal experience in the context
of existentially challenging situations, such as life-limiting illness or anticipated
physical decline. This suicidality can be seen as rational given the physical and
logistical burdens associated with such conditions, and it is not necessarily the product of mood disturbance. However, rational suicidality often responds to treatment
for depression, including psychotherapy. A number of psychotherapeutic approaches
show promise for reducing rational suicidality, with direct evidence currently available for Meaning-Centered Group Psychotherapy [75]. Clinicians working with
patients expressing the desire for hastened death should use risk assessment and
safety planning approaches similar to those used in “traditional” suicide, and subsequent interventions should take a nonjudgmental stance, such as that in Motivational
Interviewing. Skills-based therapy approaches can be especially helpful in reducing
more acute suicidality, and approaches that incorporate mindfulness and acceptance
skills can help reduce the risk of recurrence of suicidality. Acknowledgement and
exploration of existential issues is valuable in demonstrating empathy, ﬁnding
meaning in a difﬁcult situation, and helping clinicians remain cognizant of the personal and professional challenges involved in this work.
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13.1

Introduction

Grade 4 glioblastoma is a diagnosis that no one ever wants to receive. It is an aggressive malignancy that portends seizures, cognitive deﬁcits, and likely death. Beyond
its physical sequelae, however, people with terminal brain cancer may face loneliness, role transition and loss, and increasing dependence on others. Loss of control
of bodily functions, dependence on others for basic care, and loss of autonomy are
often described in our culture as a loss of dignity. During an interview before her
death, one of several that made her famous as an advocate for physician-assisted
death, Brittany Maynard explained, “The worst thing that could happen to me is that
I wait too long because I’m trying to seize each day but that I somehow have the
autonomy taken away from me because of my disease” [1]. Faced with such prospects, Maynard moved from California to Oregon, where assisted suicide was legal
at the time, and died in November 2014 after ingesting a lethal dose of
barbiturates.
Brittany Maynard’s strong desire to avoid further debility was evident in her
articulate defense of her desire for assisted suicide. She was already experiencing
troubling seizures and other neurologic deﬁcits, but her fear that her autonomy
would be “taken away from me because of my disease” was for her an even greater
concern. This aligns with the ﬁndings of studies reporting that autonomy, functional
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status, burdensomeness to others, “pointless suffering,” and loss of dignity provide
signiﬁcant motivation for patients to seek assisted suicide, sometimes to a greater
degree than physical pain itself [2, 3].
The concepts of autonomy, dignity, rationality, and suffering inevitably accompany any discussion of assisted suicide, and are well debated in the literature of
medicine and bioethics. But these are not uniquely medical concepts; they are rather
concepts that touch on the deepest questions about what it means to be a human
being, and to live well. They reach to the core of the meaning of human life, and as
such, they are concepts that are engaged by religious and spiritual traditions as well
as by clinicians and bioethicists. In this chapter, we will reﬂect on the inﬂuence that
religion and spirituality might have on decisions about rational suicide. To illustrate
how clinicians might engage patients in conversations about religion and spirituality, we start by introducing a well-known instrument for spiritual assessment in the
clinical setting, the FICA Spiritual History Tool [4]. We then review evidence that
religious belief and practice may affect patient decision-making related to rational
suicide, and offer an extended engagement of assisted suicide from within the context of Christianity, which remains the self-identiﬁed religious tradition of over
70 % of the American population. We then conclude with brief recommendations
for clinicians around engaging patients in conversations about religion and spirituality in relation to rational suicide.

13.2

Engaging Religion and Spirituality: The FICA Spiritual
History Tool

Although there are multiple ways that clinicians might approach conversations
about religion and spirituality, the FICA Spiritual History Tool, developed by
Christina Puchalski at George Washington University, offers a straightforward and
reasonable form of engagement [4]. The FICA Spiritual History Tool is designed
not as a closed-ended checklist but as a framework within which to invite patients
into deeper conversation about religion and spirituality as it relates to their health
and medical care. Further resources related to the tool, including an online training
module, can be found at www.gwish.org. The tool consists of questions in four categories [4]:
1. Faith, Belief, and Meaning. Clinicians might begin a conversation by asking
broad questions such as, “Do you consider yourself spiritual or religious? Do
you have spiritual beliefs, values, or practices that help you cope with stress?
What gives your life meaning?”
2. Importance and Inﬂuence. Clinicians might follow these ﬁrst questions by asking, “What importance does your faith or belief have in your life? Have your
beliefs inﬂuenced you in how you handle stress? Do you have speciﬁc beliefs
that might inﬂuence your health care decisions? If so, are you willing to share
those with your health care team?”
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3. Community. Depending on answers to the ﬁrst items, clinicians might ask, “Are
you part of a spiritual or religious community? Is this of support to you and how?
Is there a group of people you really love or who are important to you?”
4. Address/Action in Care. Clinicians might then ask, “How should I address these
issues in your health care?”

13.3

Religion, Spirituality, and Rational Suicide, with Focus
on Christianity

There is some evidence for an inverse correlation between spirituality and religiosity and the desire for rational suicide. For instance, in a study comparing 55
Oregonians requesting physician-assisted death with 39 other individuals with
advanced disease, Smith et al. documented that low self-reported spirituality was
the strongest predictor of pursuit of physician-assisted death [5]. In a 1994 survey
of 500 residents in Detroit, self-identiﬁcation as black and “very religious” were
both associated with lower odds of supporting euthanasia or physician-assisted suicide, as well as diminished interest in personally pursuing those options [6]. In
another study of 893 caregivers of terminally ill patients, self-identiﬁcation as “very
religious” was associated with a lower odds of supporting euthanasia or physicianassisted suicide [7]. Burdette et al. suggest that religious service attendance may be
more predictive of opposition to physician-assisted suicide than self-reported religious afﬁliation [8]. In a survey of U.S. physicians, Curlin et al. documented that
physicians who reported high levels of intrinsic religiosity were 4.2 times more
likely to object to physician-assisted suicide than physicians who reported low levels of intrinsic religiosity [9].
Consistent with these empirical ﬁndings, many but not all major religious traditions discourage suicide and, in some cases, actively oppose physician-assisted suicide. Curlin et al. [9] documented that Jewish physicians were less likely to object
to physician-assisted suicide and terminal sedation than Catholic, Protestant, and
Muslim physicians, and Hindu physicians were more likely to object to terminal
sedation. Although attitudes of individual Jews toward assisted suicide is variable,
most Jewish rabbis and teachers oppose assisted suicide [10]. Among the three
Abrahamic traditions, Islam maintains perhaps the strongest and most consistent
objection to suicide; unlike either the Hebrew Bible or the Christian New Testament,
the Qur’an explicitly prohibits suicide (Qur’an, sura 4, ayat 29). And this discouragement of assisted suicide is common to most, but not all, Christian traditions.
Sociologically speaking, there is no single “Christian tradition”; within the
United States, rather, there exists a wide diversity of Christian communities that
agree on some things and disagree, sometimes unpredictably and contentiously, on
many others. Some Americans who identify as Christian support the legalization of
assisted suicide, and many others do not. Despite this, however, there is remarkable
consistency in the ofﬁcial teachings of Christian churches and communities in the
United States that assisted suicide is inconsistent with faithful Christian life. At the
time of this writing, among prominent Christian bodies in the United States, only
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the Unitarian Universalist Association has unequivocally endorsed support for the
legalization of assisted suicide [11]. In order to assist clinicians working with selfidentiﬁed Christian patients to understand their context, therefore, we will focus
most of our attention on two ways that people speaking from a Christian theological
viewpoint seek to challenge the increasingly prevalent narrative about rational suicide that emerges from organizations such as Compassion and Choices and that was
exempliﬁed in the public discussion about Brittany Maynard’s death. First, we will
describe work that argues that “rationality” is itself a contested concept that carries
with it particular philosophical and theological presuppositions; it is not clear, in the
view of some Christian thinkers, that any act that results in one’s own death can be
“rational.” Second, we will show that this philosophical debate about rationality
reﬂects only a small part of historical Christian reﬂection on suicide. A more fully
theological Christian response to assisted suicide would focus not on rationality per
se but on how humans belong to and with each other in community, and how humans
belong to God. In this account, the most important thing about humans is not that
humans are “rational” but that humans are loved and claimed by God, belonging to
God and to God’s people, and that vulnerability is not an exception but is the norm
and rule of human life. The proper response to vulnerability, in this account, is not
the assertion of autonomy nor or technological escape, but rather a community of
solidarity, support, and hope.

13.4

Historical Christian Perspectives on Suicide

Christian opinion on suicide has not been unanimous, either today or in ages past.
The lack of consensus proceeds, in part, from the fact that neither the Hebrew Bible/
Old Testament nor the New Testament explicitly condemn the act of suicide. Some
texts in the New Testament—particularly Paul’s comment in his letter to the
Philippians that “for me, living is Christ and dying is gain” and that “my desire is to
depart and to be with Christ, for that is far better” (Phil. 1:21,23, NRSV) even suggest that Christians might welcome death as a gateway to union with God (though
in this text, Paul indicates his desire to remain alive for the sake of his followers).
This, coupled with sporadic Roman imperial persecution of early Christians, blurred
the line between martyrdom and suicide, particularly when martyrs chose death
over a forced recantation or violation of their faith.
Despite this lack of overt condemnation in Christian scripture, early Christian
writers condemned suicide as incompatible with Christian teaching, in contrast to
contemporary Stoic ﬁgures like Seneca (~4 BCE-65 CE) who were generally supportive of suicide as a way to avoid the dependence and vulnerability of illness and
old age [12]. Clement of Alexandria, writing in the second century CE, viewed
suicide with disdain (in contrast with martyrdom, of which he approved) [13].
Christian prohibition of suicide in any form, particularly in the Latin West, hardened as a result of the inﬂuential work of Augustine of Hippo (354–430 CE), who
equated suicide with killing and denounced suicide as part of a broader Christian
(and Jewish) commandment not to kill an innocent person who belongs to God [14].
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In the medieval period, drawing on Augustine’s teaching, the Church systematically
condemned suicide and at times condoned regrettable practices that contributed to
the stigmatization of suicide, such as refusing to allow persons who completed suicide to be buried within city walls [13].
Even before the modern era, Christian condemnation of suicide was not uniform.
In his treatise Biathanatos (1608), for example, Anglican priest and poet John
Donne (1572–1631) defended suicide on the grounds that Jesus’s self-giving death
on the cross was suicide. If Jesus committed suicide, Donne argued, then it could
not be a condemnable act [15]. Such overt Christian defenses of suicide were rare
until the modern era. But just as it is possible to trace the inﬂuence of Christian
thought in modern arguments against rational suicide, it is also possible to trace the
inﬂuence of Christian thought in modern arguments for assisted suicide, in ways
that were not clearly foreseen. For instance, theologian Gerald McKenny has argued
that the Protestant Reformation, and particularly the thought of Reformation-era
British polymath Francis Bacon (1561–1626), led to a powerful conception of the
role of technology in relation to the body that continues to inﬂuence modern
approaches to biomedicine. Early Protestant thinkers, in McKenny’s account,
understood the material world—including the material of the human body—not as
static “creation” to be contemplated but rather as manipulable nature to be used for
human ends and purposes. Furthermore, early Protestants insisted that the highest
good of Christian life was not monastic contemplation but, rather, the love of one’s
neighbor, as evidenced by the reduction of his or her suffering. These two afﬁrmations—that “nature” is given to humans for use and that relief of suffering is a foremost good—gave rise to what McKenny terms the “Baconian project” to use science
“to relieve the human condition of subjection to the whims of fortune or the bonds
of natural necessity” [16]. This commitment to use technology to relieve suffering
continues to be felt powerfully within modern biomedicine, and perhaps especially
in modern defenses of assisted suicide.

13.5

Contemporary Christian Perspectives on Suicide

The rare Christian bodies that have ofﬁcially endorsed the legalization of assisted
suicide have generally grounded this in compassion for those who suffer, and respect
for the individual as an autonomous moral agent [17]. But even among Christian
bodies that continue to condemn suicide, most attempt to balance this teaching with
compassion for individuals who struggle with suicidal thoughts, with support for
bereaved families, and with acknowledgement of the complex mental health challenges that many people face. The Catechism of the Catholic Church, for example,
forbids suicide, holding that it is contrary to love of self, love of others, and love of
God [18]. Cooperation with suicide is also forbidden. However, psychological disturbances (as well as “grave fear of hardship, suffering, or torture”) may reduce
one’s moral culpability. The Catholic Church now provides encouragement to those
that would despair of the salvation of persons who have committed suicide, as “God
can provide the opportunity for salutary repentance.” The Greek and Russian
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Orthodox Churches also condemn suicide but make similar allowances for those
who may have had impaired agency at the time of their death.
With the earlier noted exceptions, most Protestant bodies—including the
Evangelical Lutheran Church in America, the Episcopal Church, the Southern
Baptist Convention, the United Methodist Church, the Presbyterian Church in
America, and the Assemblies of God—stand against the permissibility of suicide
and assisted suicide [17, 19]. Their reasons for opposition vary. For example, while
the Southern Baptist Convention views suicide as murder (following Augustine),
the United Methodist Church only recognizes that “suicide is not the way life should
end,” but avoids outright condemnation of the one who commits suicide [20].
As noted earlier, however, ofﬁcial church teaching only imperfectly reﬂects the
attitudes of these churches’ adherents. A 2013 Pew Research Center survey revealed
that 61 % of white mainline Protestants, 55 % of white Catholics, 33 % of Hispanic
Catholics, 30 % of white evangelical Protestants, and 22 % of black Protestants
approved of “laws to allow doctor-assisted suicide for terminally ill patients” [21].
The survey determined that this support was qualiﬁed: a right to suicide garnered
the most support when respondents considered a patient who was in great pain with
no hope of recovery, while being an “extremely heavy burden on family” received
the least support for warranting that right. Clearly, many oppose the ofﬁcial doctrines of their own denominations in these matters, which is important information
for clinicians to keep in mind as these issues are addressed with patients.

13.6

Two Affirmations Behind Modern Christian Objections
to Rational Suicide

Why do most Christian bodies continue to object to rational suicide? To be sure, not
all Christian opposition to assisted suicide is driven by theory: many Christians no
doubt carry forward unarticulated stigma against suicide that has accrued over centuries of Western history. Others afﬁrm Augustine’s simple and juridical teaching
that suicide is a form of murder. But here we consider two afﬁrmations that underlie
many modern Christian arguments against assisted suicide: ﬁrst, that “autonomy”
and “rationality” are modern constructions that are unsustainable apart from a theological context; and second, that individuals belong not to themselves alone, but to
God and to the community of which they are a part.

13.6.1 Affirmation 1: “Autonomy” and “Rationality” Are Modern
Constructions
Modern bioethics is dominated by individualist, intellectualist, and procedural
accounts of rationality and autonomy. An individual (it is nearly always, in contemporary discussion, an individual) is “rational” if his or her convictions, desires, or
actions are well justiﬁed [22]. “Autonomy,” furthermore, is a presumptive good that
is to be accorded to every “rational” individual. Autonomy and rationality are
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symbiotic with each other: rationality names the potential of an individual to deliberatively guide his or her action, and autonomy confers the right to actually direct
one’s action in this way.
The afﬁrmation of the truth-discerning capacity of the human intellect and the
right of self-determination according to the dictates of conscience are woven deeply
into Christian history and teaching. But this teaching was historically framed within
a larger theological context: for thirteenth-century theologian Thomas Aquinas
(~1225–1274), for example, one was “rational” to the extent that one aligned one’s
mind and one’s life according to God’s ratio or ordering of the world, and the individual could reliably direct his or her action only insofar as this alignment with
God’s ratio was maintained ([23], IaIIae q. 91 a. 2 resp.). When the intellect conforms to the divine ratio, the intellect is a reliable discerner of truth, and can discern
what forms of action are good and appropriate. Over time, the individual becomes
able to discern what is good, even apart from the command of external rule or law;
in this way, individuals habituated in virtue can become autonomous (“self-ruling”),
in that they can discern what is good apart from the constraint of external law [24].
On the other hand, when the intellect departs from the contours of this divine ratio,
it errs and becomes unreliable and “irrational,” and the capacity for autonomy, even
if one’s action is guided by deliberation and “reason,” is eroded.
“Autonomy” as a norm in medical decision-making has received much scrutiny
and criticism. Safranek has recognized that an act cannot be said to be good (or bad)
by merely understanding it to be autonomous [25]. He argues that while autonomy
may be necessary to discern the moral nature of a given act, it is not sufﬁcient. Some
other criteria must be used to condemn or commend the act. If such criteria are
required, then once articulated and enforced, these criteria would ultimately subvert
the autonomy of those individuals with a competing understanding of the good. If
this is the case, though, autonomy alone cannot provide substantive grounding for
normative claims about the permissibility of rational suicide. Though Safranek is
not writing within a theological context, his argument resonates within Christian
reﬂection on moral agency: in Christian thought, the fact that an action is selfdirected does not mean that it is morally salutary. Though not limited to Protestant
Christianity, this sentiment is clearly expressed by the sixteenth-century Protestant
reformer John Calvin (1509–1564):
The pagans say that true glory consists in an upright conscience. Now, this is true, but it is
not the whole truth. Since all men are blinded by too much self- love, we are not to be satisﬁed with our own judgment of our deeds. We must keep in mind what Paul says elsewhere:
that even though he is not aware of anything [wrong] in him, he is not therefore justiﬁed [26].

13.6.2 Affirmation 2: Vulnerability Is Normative, and Christians
Belong to God and to Each Other
The second Christian objection to assisted suicide goes beyond abstract consideration of the concepts of rationality and autonomy, and toward an account of human
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dignity that is conferred by God and centered in community and belonging, and not
in capacities. In modern debates about rational suicide, “dignity” often connotes
autonomy and control, such that to preserve one’s “dignity” or to live or die with
“dignity” entails that one remains capable of directing the course of one’s life and
managing bodily vulnerability. Terminal, degenerative illness inevitably threatens
dignity conceived in this way. This conception of dignity as the capacity for selfregulation and self-control resonates with ancient Stoic philosophy [12]. But
Christian (and Jewish and Islamic) tradition offers a different account of human
dignity that has historically stood alongside, and sometimes in the place of, capacitybased accounts of dignity. Within Christianity, humans possess incomparable dignity because humans were created by God, in God’s image (Gen. 1:27); because
God loves humans; and furthermore (and speciﬁc to Christianity), because God
united Godself to human nature in the person of Jesus in order to invite all of humanity into God’s life. Human dignity is conferred by God in creation, and is in no way
dependent on capacities or enacted excellences. It was this new conception of dignity that allowed Christians in the late Roman empire to look at people who were
sick, poor, and ostracized—those rendered invisible within the capacity-based valuations of Roman culture—and to see them as humans bearing God’s image, worthy
of care and concern [27].
By grounding human dignity in God’s love rather than on capacities for selfdetermination and self-control, early Christians were able to understand vulnerability in a new way, relative to the dominant values of ancient Rome. Vulnerability and
ﬁnitude were not threats to dignity, but rather simply the norm of human life, proof
that humans are ﬁnite creatures and not themselves gods. The apostle Paul, arguably
the most important biblical writer for the subsequent development of Christian
thought, seemed to celebrate his own limitations of body, his “thorn in the ﬂesh,” by
writing, “I will boast all the more gladly of my weaknesses, so that the power of
Christ may dwell in me. Therefore I am content with weaknesses, insults, hardships,
persecutions, and calamities for the sake of Christ; for whenever I am weak, then I
am strong” (2 Cor 12:9, NRSV).
Neither the New Testament nor subsequent Christian teaching generally celebrates illness as a positive good: Christians are repeatedly commanded to pray for
healing (James 5:16) and to seek appropriate medical treatment [27]. But physical
illness and vulnerability is regarded as an opportunity to be reminded of one’s
dependence on God and—importantly—on others. Paul tells early Christians that
they are united in an interdependent body: “you are the body of Christ and individually members of it” (1 Cor 12:27, NRSV). Individual members of the body, Paul
states, are to bear with those that are weak, to suffer together with other members
who suffer, and to “clothe with greater honor” those members that seem less honorable. To be a Christian, in other words, is not to be self-sufﬁcient and autonomous,
but rather to be loved and claimed by God, and to belong to God and to the body of
Christ, the church. Moral agency is valued, but not for its own sake; instead, it is to
be used to love God and one’s neighbor. Individuals do not belong to themselves,
but rather to God and to each other [28]. Joel Shuman and Brian Volck, writing
about Christian engagement with modern medicine, draw upon this Christian
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celebration of community and interdependence when they note that if Christians
were to understand themselves as part of a gathered people (i.e., the Church), they
would realize they “never go to the doctor alone” [29]. Nor are medical decisions
simply a matter of autonomous personal values, but are rather a matter for collective, communal discernment.
Christians who have been formed to afﬁrm vulnerability, dependence, and mutual
belonging will resist the conclusion that if one loses signiﬁcant agency and independence, life may become not worth living. Contrary to modern arguments that dependence may create a duty to die in order to keep from being a burden on others [30],
Christian teaching recognizes that we are, all of us, already burdens to those who
love us (Gal. 6:2). For that matter, Christians are told not only to be burdened by
friends and family, but even by strangers and enemies, for Christians are called to
love all (Matt. 5:44), and love encompasses the bearing of burdens. In this light,
many Christians may object to any cultural milieu that devalues or viliﬁes
dependence.

13.7

Two Christian Objections to Rational Suicide

How might these two Christian afﬁrmations, one about the nature and role of “rationality” and the other about the ground of human dignity and the normativity of
dependence and vulnerability, affect deliberation about the ethics of rational suicide? These afﬁrmations, we suggest, lead to the speciﬁc critiques that suicide (1)
addresses suffering by eliminating the sufferer, thereby reﬂecting an inadequate
imagination for how suffering might be borne and (2) diminishes the role of community in bearing the burdens, and vulnerability, of those who suffer.

13.7.1 Objection 1. Suicide Addresses Suffering by Eliminating
the Sufferer
Suffering has been variably conceived by different sources. Eric Cassell, the most
prominent theorist of suffering within modern bioethics, has claimed that suffering
occurs when an “impending destruction of the person is perceived” [31]. Cassell
argues that suffering is not synonymous with mere physical pain: persons are most
fully understood as more than biological, and have mental, spiritual, and social
dimensions. Writing from a Catholic Christian perspective, Daniel Sulmasy agrees
with Cassell that suffering is linked with the nature of being human, and reﬂects that
suffering is linked with the universal human experience of ﬁnitude [32]. In the view
of these two writers and many others, suffering should not be reduced to pain, and
suffering requires more than technical medical intervention to relieve.
Relief of unbearable suffering is often cited as a common reason for pursuing
physician-assisted suicide [33]. Rational suicide, in the view of some defenders, is
an appropriate response not only to unremitting pain but also to existential threats
such as loss of autonomy. Underlying this view, however, is the assumption that
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suffering is such a threat to human ﬂourishing and dignity that it should be ameliorated by any course of action that is freely chosen by the sufferer.
Christian tradition is quite varied about the meaning and role of suffering in
human life. Many biblical texts seem to support a connection between personal
suffering and sin, either of an individual (1 Sam. 12) or of a people (Jer. 11),
though Jesus warned his disciples not to make this a general rule, insisting that
in the case of a man blind from birth, “Neither this man nor his parents sinned;
he was born blind so that God’s works might be revealed in him” (Jn. 9:3,
NRSV). More notable than consistent explanation for suffering, however, is the
frequency and intensity with which suffering is engaged in the Bible. Suffering
appears in nearly every biblical book, and several biblical texts, including the
books of Job, Jeremiah, Lamentations, and many of the Psalms, can be read as
extended commentaries on suffering, emerging from the context of signiﬁcant
trauma and political violence. The Psalmist, for example, laments to God that
“all day long my disgrace is before me, and shame has covered my face” (Ps.
44:15), asks God how long God will wait before bringing justice (Ps. 13; Ps.
74:10–11), and remarks mournfully upon the transience of human life (Ps.
90:3–6). Job, afﬂicted with the loss of social status, family, health, and livelihood, laments, “let the day perish in which I was born, … let gloom and deep
darkness claim it … because it did not shut the doors of my mother’s womb and
hide trouble from my eyes” (Job 3:1,5,10). The prophet Jeremiah, anticipating
and witnessing the destruction of Jerusalem and its holy places, cries, “My joy
is gone, grief is upon me, my heart is sick” (Jer. 8:18). These raw biblical portraits of suffering refuse to paint over suffering with trite maxims or seemingly
easy solutions. There is no attempt to hide suffering, to pretend that God has
already done something that God clearly has not yet done, or to forcefully reconcile God’s benevolence with the existence of suffering.
The Christian New Testament both continues and develops the biblical lament
tradition. Jesus claims and carries forward the form of Jewish lament by reciting
Psalm 22 from the cross: “My God, my God, why have you forsaken me?” (Matt.
27:46), and in so doing, “makes the human cry of lament his own cry” [34].
Reﬂecting on the cruciﬁxion, death, and resurrection of Jesus, early Christian teachers encouraged Christians to locate their own suffering within Christ’s suffering,
and in so doing, to know both that God was present to them in their suffering (2 Cor.
1:3–7) and that God, while not necessarily the author of suffering, could use suffering for God’s glory (2 Cor. 12:6–10, 1 Pt. 4:12–16). Furthermore, early Christians
were taught that suffering is to be borne not individually, but in the community of
the Church, which is Christ’s body (1 Cor. 12:26) and which shares in Christ’s sufferings. The relief of suffering after the foundation of the Church occurs always in
community with God and with others.
Present-day Christian teachers and theologians adopt a wide variety of approaches
to suffering. Some, like the late Pope John Paul II, encourage Christians to locate
their suffering within Christ’s suffering, and thereby to experience their own suffering as redemptive [35]. Others, aware of the way that portraying suffering as a good
has coincided with the inﬂiction of suffering on others, strongly reject any doctrine
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of redemptive suffering and instead focus on God’s presence and solidarity with the
sufferer as she resists evil [36]. Others emphasize the ongoing relevance of the biblical lament tradition [34]. But all of these approaches regard suffering, however
unjust and unwanted, as an invitation into more meaningful relationship with God
and with community, as God—working in and through community—cares for the
sufferer, shares the pain of the sufferer, and grants courage and grace for the bearing
of suffering.
This understanding of suffering as an opportunity for solidarity and for more
meaningful relationship with God and community contrasts starkly with any
response to suffering that encourages suicide in the name of “care.” There may be
no easy solution for the one who suffers, just as there was no easy solution for Jesus
as he prayed to avoid his own suffering (Lk. 22:42), but that does not mean that the
one who suffers will be abandoned. The goal of Christian response to suffering is
not to eliminate suffering by eliminating the sufferer, but rather to respect the dignity of a sufferer as a good and interdependent creature, loved by God and joined to
a community, whose suffering should never be borne alone; as physician and theologian Margaret Mohrmann comments, “to acknowledge a sufferer in all her anguish
is to begin the process of restoring her to full personhood” [37]. Suicide, because it
leads to complete alienation from community, renders this sort of communal care
impossible.

13.7.2 Objection 2. Suicide Diminishes the Role of Community
in Bearing the Burdens, and Vulnerability, of Those Who
Suffer
This concern about responding to suffering by eliminating the sufferer is closely
tied to a second objection grounded in the character of human community relative to the individual. In order to grasp this distinction, let us brieﬂy consider
two types of commonly-encountered communities in modern western culture.
The ﬁrst type we may call “instrumental communities.” Instrumental communities are primarily voluntary associations of individuals who cooperate in the
pursuit of shared goods. Corporations and universities are examples of instrumental communities. Instrumental communities survive as long as they deliver
value to their individual members. If this is the case, then withdrawing from a
community when it no longer serves one’s purposes—or, conversely, shunning
a member of the community who no longer contributes to the good of the
whole—is defensible.
Conversely, within “noninstrumental communities,” individuals are related to
their communities not primarily as contributors or beneﬁciaries, but simply as members who belong to the community, and who need not justify this membership by
any indicator of utility. Noninstrumental communities exist even in liberal western
societies that privilege instrumental communities, but are often considered “private”
rather than “public.” Families—at least many families—are examples of noninstrumental communities. There is no threat, in noninstrumental communities, that
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nonproductive or vulnerable individuals will be expelled, because their relationship
to the community is not predicated on ability or productivity but simply on belonging, as members, to the whole. In these sorts of communities, suicide is not a relief
(of the burden of a nonproductive member), but rather a deep loss of a member who
belongs to the whole, and whose absence diminishes the whole. It is this communitarian logic that led Thomas Aquinas, following Aristotle, to argue that “every part,
as such, belongs to the whole. Now every man is part of the community, and so, as
such, he belongs to the community. Hence by killing himself he injures the community” ([23]. IIaIIae q. 64 a. 5 resp.).
We may then ask the question: is human community itself—not this-or-that organization, but rather humanity as a whole—best understood as an instrumental or as
a noninstrumental community? Is it appropriate for an individual to separate permanently from human community when it no longer serves one’s purposes? Conversely,
is it appropriate for society as a whole to cast off nonproductive members, in order
to better serve the good of the whole? If humanity is regarded as an instrumental
community, the answer would be “yes.” But Christian teachers have traditionally
answered “no.”
Because Christian tradition grounds human dignity in God’s creative love and
not in capacities, and because Christians are knit together not only in human community but in the community of the church, Christian tradition is suspicious of any
account of human community that forces its members to justify their existence
instrumentally, or that measures the worth of members by any metric of productivity
or capacity. Such accounts frequently, even if unintentionally, devalue persons with
disability, as do Sinnott-Armstrong and Miller, who in their analysis of what makes
killing wrong, argue that it is not the explicit loss of life that constitutes moral harm,
but rather universal and irreversible disability [38]. In this view, if someone is universally and irreversibly disabled (e.g., in a persistent vegetative state), no further
harm can be done to them by killing them.
Proponents of assisted suicide may argue that freely available assisted suicide
does not force anyone to justify their ongoing existence, and in no way threatens
those who are vulnerable and/or who live with disability, because assisted suicide
does not restrict choice but rather expands it. For someone who is suffering, or who
is worried about being a burden on their loved ones in the context of a prolonged
illness, assisted suicide provides an additional alternative that can be declined, for
religious or other reasons. But there is a burden associated with this new “choice.”
If one of us were invited by the dean of our medical school to join her for dinner, we
would have newfound “choice” to share a meal with her—but because of her invitation, we would no longer have the freedom to pursue alternative dinner plans without informing our dean that we had done so, or at least that we were unable to join
her [34, 39]. Analogously, the widespread legal availability of amniocentesis and
abortion has given expecting parents the freedom to avoid the birth of children with
trisomy 21 (Down syndrome) in almost all circumstances—and indeed over 90 % of
fetuses with Down syndrome are terminated prior to birth. But this new choice
means that all expecting parents must now justify to themselves (and perhaps to
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others also) why they would bring a child with Down syndrome to term, given the
signiﬁcant emotional, ﬁnancial, and lifestyle implications of this decision. Many
Christians (and disability advocates) believe that over time, legalized assisted suicide will have the same effect with respect to certain forms of disability and end-oflife suffering. Trained over a lifetime to fear suffering and to avoid “being a burden,”
individuals facing disability and decline will increasingly be forced to justify to
themselves (and perhaps to others also) why they would remain burdens to their
communities.
Because Christians recognize that humans are valuable not because of any particular ability or capacity they may have, because Christians afﬁrm that God has
created humans for belonging, and because Christians are taught to pay special
attention to the needs of those who are weak and vulnerable, traditional Christian
teaching rejects any social practice, including assisted suicide, that requires people
who are vulnerable to justify their ongoing existence. Rather, Christians are
encouraged to regard disability and vulnerability as an opportunity for a community to provide care, support, and encouragement, even when simple solutions are
unavailable. This alternative vision of community emerged in press coverage
related to Brittany Maynard’s death in the voice of Kara Tippetts, who spoke of her
own experience with life-threatening breast cancer from a speciﬁcally Christian
perspective. Tippetts, who died in 2015 after multiple failed cancer treatments,
became well-known through her book in which she reﬂected upon her suffering, as
well as through a letter she wrote to Brittany Maynard imploring her to reconsider
the decision to pursue assisted suicide [40]. Tippetts’ account was not only of her
own experience; she also documented the experiences of her children, husband,
and church, testifying to the fact that her life was inseparable from theirs. However,
it was not only the experience of grief that they shared. Meditating upon the fact
that she could no longer muster the strength to drive a car, she wrote, “All the driving my body can no longer do will now be captured by my community, my loves,
my people. And there will be other strengths that will languish, and my people will
press into love and provide us the needed strength and support to manage that new
edge” [41].
Kara Tippetts’ story of how her faith (shared with her family and local community) interacts with her diagnosis, prognosis, and dying is tightly interwoven with
her Christian identity. Christians are taught that the church exists in part to provide
opportunities to serve and be served, helping and loving each person therein, recognizing that each member possesses unique qualities that are suited to serve others
(1 Cor. 12:14–27). Suicide, even in the context of great suffering, alienates the sufferer from this organic community, depriving each other of the opportunity to walk
together through “the valley of the shadow of death” (Ps. 23:4, KJV), that feared
valley in which lifetimes of aspiration and pretense dissolve, and in which human
fear, vulnerability, and beauty is starkly exposed. Christians are taught not to seek
this valley but neither to avoid or to fear it, for they are not alone: God is there with
them, as are others. And God will carry them through that valley, into a life that is
beyond death.
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Conclusions: Practical Recommendations for Clinicians

In this chapter we have presented the FICA Spiritual History Tool as a way to
engage patients regarding religion and spirituality, have brieﬂy reviewed evidence
suggesting that religion and spirituality affects patient decision-making regarding
rational suicide, and then have presented an extensive engagement of rational suicide from the perspective of Christian tradition. We conclude with four recommendations for how clinicians might engage patients in conversation about how religion
and spirituality affect patient decisions around rational suicide. These recommendations apply to patients from all religious traditions and none (i.e., not just Christians).
1. Explore religion and spirituality in an open-ended way. In a diverse and pluralistic world, even religious leaders and scholars may not be aware of the many
forms of spiritual and religious expression in any community. Open-ended FICA
questions like “Do you have spiritual beliefs, values, or practices that help you
cope with stress?” invite patients to describe their religious commitments and
afﬁliations on their own terms.
2. Explore patients’ relationship to their formative religious traditions, and how
this relationship affects their judgments about assisted suicide. Knowing about
patients’ spirituality and religious afﬁliation is helpful, but more relevant for
discussions of assisted suicide or “death with dignity” is the quality of patients’
relationship with these formative traditions. A self-identiﬁed Catholic Christian
who attends mass twice yearly and who is deeply angry with the Catholic Church
over sexual abuse by priests may approach church teaching about assisted suicide very differently than a self-identiﬁed Catholic Christian who ﬁnds deep
peace and joy in Catholic teaching and practice. Clinicians, perhaps with assistance from healthcare chaplains and clergy, can explore these relationships in
detail, even when a patient’s dominant account of these relationships is one of
estrangement and disaffection.
3. Explore the role of religious and spiritual practices. Many religious traditions
offer practices, rituals, and resources that can be of great support to those who
are suffering. For Christians, for example, practices such as praying the psalms
of lament (e.g., Psalm 13, Psalm 88), receiving the (Catholic) Sacrament of the
Sick, praying the rosary, and participation in liturgies of healing can be sustaining in times of prolonged illness and vulnerability.
4. Explore the role of community, and connect patients to their communities if
appropriate. As described in detail earlier, “religion” (as opposed to “spirituality”) is rarely done alone; highly religious individuals may be embedded in communities capable of offering substantial physical and emotional support in times
of vulnerability and need. For patients who are amenable, encouraging connection with these communities can be deeply healing and may well reduce the
perceived isolation and fear of “being a burden” that lies behind many decisions
for assisted suicide. Encouraging patients to be in contact with religious leaders,
if appropriate, can facilitate communal connection and support.
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14.1

Introduction

Whether suicide might be considered rational in any circumstance is a matter of
debate and beyond the scope of the present chapter. It is acknowledged, however,
that some individuals may express the desire to end their lives in the absence of
obvious and diagnosable mental health conditions. Such “rational” suicidality may
be concentrated among the elderly and driven by a sense of hopelessness about a
future that promises little beyond pain, isolation, decline, and ultimate demise
(as discussed in this text). The purpose of this chapter is to explore the potential
utility of classic psychedelics in reversing this view of a future marked by suffering
and devoid of meaning.

14.2

Sociopolitical History of Classic Psychedelics

Classic psychedelics, also known as classic hallucinogens and entheogens, can
occasion mystical-type experiences and primarily act as agonists on serotonin 2A
(5HT2A) brain receptors [1]. Among the most notable of these substances are
dimethyltryptamine (DMT), widespread in the plant kingdom and the chief psychoactive component of the South American admixture known as ayahuasca; lysergic

P.S. Hendricks, Ph.D. (*)
Department of Health Behavior, School of Public Health, University of Alabama at
Birmingham, 1665 University Boulevard, Birmingham, AL 35233, USA
e-mail: phendricks@uab.edu
C.S. Grob, M.D.
Department of Psychiatry, David Geffen School of Medicine at UCLA,
University of California Los Angeles School of Medicine,
10833 Le Conte Avenue, Los Angeles, CA 90095, USA
e-mail: cgrob@labiomed.org
© Springer International Publishing Switzerland 2017
R.E. McCue, M. Balasubramaniam (eds.), Rational Suicide in the Elderly,
DOI 10.1007/978-3-319-32672-6_14

203

204

P.S. Hendricks and C.S. Grob

acid diethylamide (LSD), derived from the ergot fungus; psilocybin, the primary
psychoactive constituent of Psilocybe and other mushroom genera; and mescaline,
the primary psychoactive constituent of peyote and other cacti. Classic psychedelics
have been used across multiple cultures for millennia, typically in highly ritualized
sacramental and healing contexts, and may be among the first psychoactive substances used by human beings [2–6]. Indeed, classic psychedelic use within ritualized settings in prehistoric cultures was often regarded as a means of communication
with the afterworld. From the indigenous use in many regions of the Americas of
various mescaline-containing cacti, to indigenous Central American sacramental
employment of psilocybin mushrooms, to the Amazonian plant decoction ayahuasca, the name of which is derived from the Quechua language of the Central
Andes of South America and translates as “Vine of the Soul” or “Vine of the Dead,”
these powerful psychoactive substances allowed the native peoples from distant
times and distant lands to address the great existential challenges of death and
dying. Whereas much of this ancient knowledge has been lost over time with the
relentless and worldwide extinction of native cultures, the potential value of these
sacramental medicines has attracted growing interest among modern anthropologists, ethnobotanists, natural product chemists, and medical scientists.
Following the discovery of LSD by Albert Hofmann in 1943, the scientific community of the 1950s through the early 1970s responded prolifically, producing thousands of manuscripts that suggested classic psychedelics might potentiate
psychotherapeutic effectiveness for a range of clinical conditions [3, 4, 7, 8]. Also
during this time, the United States Army and Central Intelligence Agency explored
the possibility of weaponizing classic psychedelics, administering the substances to
persons without their knowledge or consent, but met with limited success [9].
Burgeoning recreational use of classic psychedelics attracted significant sensationalized media coverage, as did the reckless advocacy of former Harvard University
professor Timothy Leary. Such coverage contributed to the concern that classic psychedelics were fueling the countercultural revolution of the late 1960s, which was
viewed as a serious threat to the national security by then-president Richard Nixon
[9, 10]. Accordingly, a series of regulatory barriers including placing the most
prominent classic psychedelics into Schedule I of the Controlled Substances Act of
1970 (designated as having a high potential for abuse, no currently accepted medical use, and a lack of accepted safety under medical supervision) and the withdrawal
of federal funding rendered human research with classic psychedelics essentially
defunct.
The moratorium on classic psychedelic research appears to have been sociopolitically motivated, but was it empirically justified? Gable [11, 12], in two extensive
reviews of the literature, concluded that LSD and psilocybin—along with cannabis—carry the lowest risks of dependence and lethality among 20 abused substances. In a report published in The Lancet, Nutt et al. [13] instructed an expert
panel to score 20 abused substances according to the harms they pose to the individual and others, with a maximum total score of 100 points. Alcohol (score = 72),
heroin (score = 55), and crack cocaine (score = 54) were deemed most harmful,
whereas LSD (score = 7) and psilocybin (score = 6) were deemed least harmful.
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Thus, the medical or scientific rationale for the de facto ban on classic psychedelics
appears to have been poorly informed. This conclusion is made more obvious bearing in mind that virtually every other major class of abused substance has therapeutic applications (e.g., opiates as analgesics, cocaine as a local anesthetic, depressants
as anxiolytics). Professor David Nutt, former Chair of the United Kingdom’s
Advisory Council on the Misuse of Drugs, commented that the justification for banning classic psychedelics was “unquestionably one of the most effective pieces of
disinformation in the history of mankind” [14].

14.3

Empirical Findings with Classic Psychedelics:
Implications for Rational Suicide

Where does this leave us today? Despite the passage of time, the older data on
the potential utility of classic psychedelics remains persuasive. Scientific interest
in these substances has persisted, and as a consequence classic psychedelic
research has experienced a modest renaissance over the past two and a half
decades. This research is preliminary in nature, but suggests classic psychedelics
could mitigate rational suicide risk in the elderly. In a milestone study marking
the return of human experimental research with classic psychedelics, Griffiths
et al. [15] evaluated the acute and longer term effects of a single dose of psilocybin relative to methylphenidate among 36 healthy adult hallucinogen-naïve volunteers using a double-blind between-group crossover design. Results confirmed
that psilocybin can occasion mystical-type experiences characterized by a sense
of unity/oneness, transcendence of time and space, bliss, sacredness, and introspection/insight. No serious adverse events were reported. Two months after psilocybin administration, 12 % of volunteers rated their psilocybin experience as
the single most meaningful personal experience of their lives (including experiences such as the birth of a child) with 55 % rating their psilocybin experience
among the top five most meaningful personal experiences. In addition, 33 % of
volunteers rated their psilocybin experience as the single most meaningful spiritual experience of their lives, with 38 % rating their psilocybin experience among
the top five most meaningful spiritual experiences. Psilocybin also produced significant self-reported improvements in positive attitudes about life and/or self,
positive mood, altruistic/social effects, and positive behavior corroborated by
community observers. These effects were sustained at 14-month follow-up [16]
and overall findings were replicated in a subsequent study of dose-related effects
[17]. It is possible, therefore, that a single administration of a classic psychedelic
such as psilocybin may promote the enduring view that life is worth living.
Significantly, these studies have demonstrated that the optimal utilization of a
classic psychedelic treatment model may reliably and predictably facilitate psychospiritual experiences. The implications of these findings are promising, particularly given the observations of early researchers in the 1960s who identified
that terminal cancer patients administered a classic psychedelic in a research
setting were more likely to achieve sustained reductions in anxiety, improved
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mood, and enhanced overall quality of life in the future if during the course of
what was often their only treatment session they experienced a psychospiritual
epiphany or mystical level of consciousness [18, 19].
Additional research with obvious relevance to rational suicide in the elderly has
been conducted among individuals with end-of-life distress. This represented one
of more promising lines of work during the initial wave of classic psychedelic
research, with findings suggesting profound and sustained improvements in existential anxiety, despair, isolation, and the management of pain (e.g., [20, 21]).
More recently, Grob et al. [22] tested the potential efficacy of a single moderate
dose of psilocybin among 12 adults with advanced-stage cancer and reactive anxiety using a double-blind placebo-controlled crossover design. Psilocybin was associated with significantly reduced anxiety 1 and 3 months posttreatment and
significantly reduced depression 6 months posttreatment. In a similar study, Gasser
et al. [23] evaluated the potential efficacy of a single dose of LSD among 12 individuals with anxiety associated with life-threatening disease using an open-label
crossover design. LSD produced significant reductions in anxiety that were sustained at 12-month follow-up. In both studies, no serious adverse events were
reported. These results suggest that a single administration under optimal conditions of a classic psychedelic may alleviate feelings of desolation that may underlie
rational suicide in the elderly.
Although substance misuse may not be linked with rational suicide in the elderly
per se, it is otherwise robustly associated with suicide in general [24]. For this reason, the antiaddictive effects of classic psychedelics are briefly discussed here (for
reviews, see [25, 26]). A meta-analysis of six randomized controlled trials of treatment for alcohol dependence conducted between 1966 and 1970 found that a single
dose of LSD reduced the likelihood of alcohol misuse relative to comparison conditions (OR = 1.96; [27]). A recent single-arm trial of smoking cessation (N = 15)
involving as many as three administrations of psilocybin yielded abstinence rates of
80 %, compared with abstinence rates of 25 % or less for the most intensive of typical smoking cessation treatments [28]. Furthermore, a recent single-arm trial of
treatment for alcohol dependence (N = 10) involving up to two administrations of
psilocybin produced robust reductions in drinking sustained through 9-month follow-up [29]. An observational study of ayahuasca-assisted therapy for addiction
among 12 individuals found that participating in up to 2 ayahuasca retreats was
associated with reductions in alcohol, tobacco, and cocaine use [30]. As in the
aforementioned studies on healthy volunteers and individuals with end-of-life distress, no serious adverse events were reported in these contemporary investigations
of addiction treatment. Finally, naturalistic hallucinogen use, which is likely
accounted for primarily by the use of classic psychedelics, predicted a reduced likelihood of recidivism among over 25,000 individuals under community corrections
supervision with a history of problematic substance use behavior [31]. Considering
that the antiaddictive effects of classic psychedelics may be mediated by improved
regulation of negative affect (e.g., [26]), these findings may relate to rational suicide
in the elderly insofar that rational suicide in the elderly involves at least some affective disturbance.
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A number of additional findings warrant brief review here. In two recent
open-label trials of ayahuasca among hospitalized in patients with recurrent
Major Depressive Disorder, a single administration of ayahuasca was associated
with rapid and enduring reductions in depressive symptoms [32, 33]. These
findings may have relevance to rational suicide in the elderly to the extent that
rational suicide in the elderly may be characterized by depressive symptoms
including hopelessness and anhedonia. Classic psychedelics may boost spirituality [26], which can be defined as “the experience of transcendent dimension
that gives meaning to existence, and the capacity to experience the sacred” [34].
Spirituality has been shown to protect against suicidality in general, and may
also protect against rational suicide in the elderly via religious coping, social
support, or other mechanisms [35–37]. In addition, the use of classic psychedelics is associated with increased mindfulness, or moment-to-moment awareness
(e.g., [30, 38]), which may be a key determinant of flourishing, or optimal mental health (e.g., [39]). It may be that classic psychedelics protect against rational
suicide in the elderly by fostering the perception that every moment is a gift.
Finally, the default mode network (DMN), a network of brain regions most
active during rest, shows aberrant connectivity (e.g., hyperactivity and hyperconnectivity) among those with psychopathology, which may undergird the
cognitive fixedness (i.e., rumination and rigid pessimism) characteristic of several mental health conditions [40, 41]. Classic psychedelics may ultimately normalize the DMN, producing the subjective experience of “mind expansion”
commonly espoused by those who have used classic psychedelics (e.g., [40]).
Consistent with this notion, a single dose of psilocybin increased personality
openness 14 months after administration [42]. Openness may protect against
suicide in general among the elderly [43], and may protect against rational suicide specifically in this population through openness to alternative or creative
problem-solving. In other words, classic psychedelics may open one’s mind to
nonsuicide solutions to the problem of suffering.
Only one study has directly examined whether classic psychedelics might
prevent suicide. Hendricks et al. [44] tested the relationships of classic psychedelic use with suicidal ideation, suicidal planning, and suicide attempt among
over 190,000 adult respondents pooled from years 2008 through 2012 of the
National Survey on Drug Use and Health, an annual survey of the United States
Department of Health and Human Services. Controlling for a range of potential
confounding factors, the authors found that having ever used a classic psychedelic was associated with a 14 % reduced likelihood of past year suicidal thinking, a 29 % reduced likelihood of past year suicidal planning, and a 36 %
reduced likelihood of suicide attempt. Consistent with the literature on suicide
risk factors, lifetime illicit use of other drugs was by and large associated with
an increased likelihood of these outcomes. Whether these results generalize to
rational suicide in the elderly is not known, but the extraordinarily large sample
suggests generality to the population of those at risk for any suicidality. Hence,
for reasons described earlier, classic psychedelics may protect against rational
suicide in the elderly.
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Conclusion

Dating back to the 1960s, and corroborated with recent studies, the controlled
administration of classic psychedelics to carefully selected subjects approaching the
end of life has been demonstrated to evoke a renewed sense of purpose and meaning, leading to higher quality of life and reduced psychopathology in their remaining time [45]. While the advent of the modern hospice movement and field of
palliative medicine have made notable advances in ameliorating physical suffering,
effectively addressing the existential crises of alienation, isolation, and meaninglessness in the dying has remained a more intransigent problem. In the state of
Oregon, where assisted suicide has been legal for most of the last two decades,
nonphysical causes of suffering, including persistent existential suffering, have
been identified as critical factors in terminally ill people who choose to end their
lives [46]. Similar issues are faced by the elderly, even in the absence of imminent
life threatening illness. With the growing years and cumulative loss, particularly the
inevitable erosion of the sense of self identified with a more vibrant stage of life, the
elderly often lose their capacity to retain an ongoing sense of meaning and purpose.
The administration of classic psychedelics only one or two times under carefully
monitored conditions appears to offer a safe and nontoxic treatment model that may
potentially facilitate the experience of profound altered states of consciousness that
have the capacity to imbue the individual with greater clarity, expanded worldview,
and renewed perspective on life remaining. This sustained amelioration of existential suffering persists long after the direct pharmacologic action of the drug [17, 22].
Finally, the development of such an existential medicine model and its application
for individuals in our society approaching the end of life, whether they be elderly or
not, may achieve a salutary effect on those (and in the end all) of us preparing to
make the inevitable passage at the end of life, as well as to the world left behind.
Of course, whether classic psychedelics do in fact prevent rational suicidality in
the elderly is an empirical question that merits future study. Although research with
classic psychedelics remains a challenge (see [47]), scientific interest in this longneglected field continues to grow, and psilocybin may soon be a candidate for
approved medical use in the United States [48]. Interested scientists are therefore
encouraged to familiarize themselves with published safety guidelines [49]. With
time, the broader clinical applications of classic psychedelics will be illuminated. It
is hoped that these substances will contribute to the alleviation of suffering associated with the range of mental health conditions, and perhaps for the aging, a peaceful reconciliation with their mortality.
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The ﬁrst question raised by the idea of rational suicide in the elderly is whether the
mere fact of advanced age places such suicide in a different category from all or any
other rational suicide. It is true that those factors which, prima facie, appear to render suicide rational, such as painful, intractable, and incurable illness that destroys
the quality of life, may be more common in old age than in other period of life, but
there is no such factor that occurs only in old age. Respiratory failure, for example,
often occurs much earlier in life than in old age and entails a horrible and longdrawn-out death that precludes any activity that makes life pleasurable or worthwhile. Loneliness and loss are more frequent in old age than at other ages no doubt,
but are certainly not conﬁned to it. Rational suicide in the elderly, then, is not so
much a matter of nosology as of epidemiology.
We must also decide who the elderly are. This has changed in my clinical lifetime, in the course of which geriatricians have come to treat older and older age
groups. Patients are now referred to geriatricians 10 or even 15 years later in their
life than when I qualiﬁed (in 1974). This is for at least two reasons. First, the number of persons aged 65 or over has increased both absolutely and relatively in all
Western societies. In Britain, the number of people aged 65 or more increased by
47 % between 1974 and 2014, and proportionately from just under 13 % of the total
population to just under 18 %.1 In British hospitals, 68 % of all emergency bed days
are now taken by those over the age of 65.2

1

http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-ukDOUBLEHYPHENengland-and-walesDOUBLEHYPHENscotland-and-northern-ireland/mid-2014/sty-ageing-of-the-uk-population.html
2
http://www.kingsfund.org.uk/sites/ﬁles/kf/ﬁeld/ﬁeld_publication_ﬁle/older-people-and-emergency-bed-use-aug-2012.pdf
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In addition, the process of ageing seems to have slowed. The other day I was
doing some research on a minor writer called Max Plowman who died in 1941 aged
57. In his last letter, sent four days before his death, he wrote in reference to his lack
of energy (and the peptic ulcer from which he had suffered grievously for at least 14
years, itself something almost inconceivable nowadays), ‘the machine is not designed
to be kept speeded up as one nears 60.’3 Clearly he considered 60 to be old age.
The Young Visiters, which Daisy Ashford wrote when she was 9 years old, begins with
the memorable words, ‘Mr Salteena was an elderly man of 42…’4 (At the time, male life
expectancy at birth was 52.5 years, though it was considerably higher at age 42). It is a
matter of common experience that, when one looks at photographs of people of bygone
years, those who would now be considered middle-aged look aged and wore out.
My father referred to his next-door neighbour, aged 79, as ‘the old man’, when
he himself was 81, and would have been horriﬁed himself to be considered old. Dr
McCue has alerted us to the existence of what might be called the ﬁrst generation of
geriatric adolescents, of people who would once have been considered elderly but
who refuse to acknowledge that they are no longer young and who continue to live
as if they were still young: a development that has both positive and negative aspects
or effects. Their refusal to acknowledge the depredations of time preserves an active
attitude to life, to the beneﬁt of both physical health and mental well-being; but the
denial of inevitable decline magniﬁes its personal signiﬁcance when it comes. If one
of the causes of supposedly rational suicide in the elderly is the loss of meaning in
life, as is suggested by Prof Varelius, we may expect more such suicide among the
elderly, even as their situation, considered ‘objectively’ improves, since such meaning consists more and more the maintenance of a youthful way of life.
Whether the increase in life expectancy over the last century and a quarter will continue is a matter of speculation; obesity and the consequent type II diabetes have been
advanced as reasons why life expectancy may lessen in the near future. If life expectancy does continue to rise, however, those whom we now consider elderly will not be
considered elderly in years to come. But, like suffering, old age cannot be evaded forever. However it may be deﬁned, very few of us will avoid it. At least some among us
will have to face the horrible question of whether we would be better off dead.
If suicide is ever rational, it can be so only as an instance of rational action in
general. But when is action rational? Hume maintained that ‘reason is, and ought
only to be, the slave of the passions, and can never pretend to any other ofﬁce than
to serve and obey them’5: that is to say the kingdom of ends is beyond the reach of
reason. You cannot argue me out of, or refute, my professed purpose in living by
pointing to any facts, though it is possible to point out contradictions between my
actual behaviour and my professed reasons for living. Motives and ends are not so
much rational or irrational, on Hume’s view, as arational: for what cannot be ratio3

Bridge into the Future: Letters of Max Plowman, Andrew Dakers, 1944, p.770.
It was ﬁrst published in 1919.
5
David Hume, A Treatise of Human Nature. There is a slight contradiction, or at least redundancy,
in this passage. If reason can only be the slave of the passions, there is no sense in which it ought
to be so, since moral judgements attach only to what might be different as a result of choice.
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nal cannot be irrational. A motive is only irrational on his account if it conﬂicts with
another motive higher up in the hierarchy of motives, there being an ultimate motive
(for otherwise there would be an inﬁnite regress of motives).
From the psychiatrist’s point of view, this is inadequate for a number of reasons.
People may genuinely desire six impossible things before breakfast—or, indeed, for
the duration of their lives. I may make the heavyweight boxing championship of the
world the purpose of my existence, but it is impossible for a number of reasons: I
am 66 years of age, I have never boxed in my life, and I am not a heavyweight. It
surely would not be stretching the normal sense of the word ‘rational’ to claim that
my ambition did not fulﬁl the criteria of its application. And yet the impossible
pursuit may be perfectly consistent with a happy and fulﬁlled life.
We all know, moreover, that motives (passions) are not ﬁxed, are often in contradiction to one another while simultaneously and sincerely held, and can be opaque
to the person who has them. It is not necessary to believe in the full panoply of
Freudian constructs to know that the human mind is not a mechanism for grinding
out the logical conclusions to syllogisms, or endowed with invariable selfknowledge. To take only one example, from literature: Shakespeare’s King Lear.
Lear says to Gloucester:
Thou rascal beadle, hold thy bloody hand!
Why dost thou lash that whore? Strip thine own back.
Thou hotly lusts to use her in that kind.
For which thou whip’st her.
And Shakespeare must have assumed that the audience would understand and
recognise the phenomenon here described: that motives are often complex and
opaque to those who have them.
Anyone who examines his own life will surely ﬁnd that what gives and gave it meaning changes. The things that seemed all-important at one time—the sine qua non of
meaningful existence—no longer seem so 20 years on. I had a taste for dangerous adventure in exotic parts when I was young that I no longer have. The prospect of a journey that
would once have ﬁlled me with excited anticipation now ﬁlls me with gloom.
This is one of the ethical difﬁculties of advanced directives: one cannot know
how one will feel in certain circumstances until one is actually in them. Many people suppose that tetraplegia would sap the will to live completely and give rise,
almost automatically, to a desire to die; but ‘refusal or request for removal of lifesustaining treatment [of tetraplegics]… is, fortunately, an infrequent occurrence…’6
In the original concept of the Quality-Adjusted Life-Years, the life of the tetraplegic
was regarded as having a negative or minus value: in the opinion of those who
developed the instrument, he would have been better off dead.
The mutability of our passions is recognised by everyone. Even the most fervent
advocates of euthanasia or physician-assisted suicide believe that the desire to die
should be constant and durable for some deﬁned period before it is complied with,
and not just a matter of whim or petulant reaction to current circumstances. But it is
not always irrational to satisfy short-lived or ﬂeeting desires: when one is thirsty one
6

Subharwal, Sunil, Essentials of Spinal Cord Medicine, Demos Medicine, 2014, p. 396.
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drinks and when hungry one eats. These desires can become overpowering and their
satisfaction more important, for a time, than all other considerations whatsoever,
and it is not irrational that they should do so, for their satisfaction is the precondition
of all other possible desires, of life itself.
There is usually not one thing alone that gives meaning to life, or makes life
pleasurable. Some very real pleasures are nevertheless dispensable: for example
(and I speak only for myself), while I like good food and take great pleasure from
it, I would not be unduly disturbed if I were told that I could never eat anything
again but cheese sandwiches. However, an inability to read or write would, I suspect
(though, in the light of the example of tetraplegics cited above, I cannot be certain),
severely sap my desire to live. Everyone is different in what he would ﬁnd intolerable and what would render his life meaningless.
Nevertheless, we have an intuitive grasp of a condition so terrible that many
people, at least, would not wish to continue to live with it. Such a condition would
render all possible sources of pleasure or meaning impossible; though even here it
important to remember that religious faith, if sufﬁciently strong, can make all experience meaningful and even bearable. Once reads with astonishment the account of
Philip II of Spain’s appalling and painful last illness, probably worse than any death
experienced today except by wilful torture, and the equanimity with which he
accepted it because of his certainty of salvation in the after-life.7
If a rational action is one which brings about a desired end and which is founded
on a true appreciation of the facts of the sublunary situation, for example that one is
terminally ill, that there is no possibility of cure and that there is a likelihood of continued or increased suffering (as against, for example, a nihilistic delusion), then suicide can surely be a rational act. Indeed, this is implicitly recognised by those who
have investigated the prevalence of pre-existing mental disorder among complete suicide by, for example, the method of psychological autopsy. None of them has found a
disorder rate of 100 % among suicides; they have found that a percentage of healthy
or sane people who have committed suicide, albeit a small percentage of the total of
suicides. For example, a famous study found that 93 % of 100 successive completed
suicides were psychiatrically ill, but seven per cent were not.8 It is surely likely that
some or most of these seven per cent were both sane and rational (though, since sanity
and rationality are not the same thing, it is possible that there were some sane but
irrational suicides).9 From the philosophical point of view—whether rational suicide
is possible—it is sufﬁcient to prove that there is, or has ever been, a single case.
It has been argued philosophically that suicide is never, and can never be, rational. This is because death is an evil incommensurable with any other, the evil of
evils, as it were; and also because, for suicide to be rational, the state of being alive
7

See From Madrid to Purgatory, Carlos M. N. Eire, Cambridge University Press, 1995.
A Hundred Cases of Suicide: Clinical Aspects, Barraclough B., Bunch J., Nelson B., Sainsbury P.,
Brit J. Psych., 1974, 125, 335–73.
9
Nor does it follow that the suicide of someone who is mentally unwell is necessarily irrational. He
may be correctly informed as to his prognosis and the likelihood of his continuing unassuageable
suffering.
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must be compared with that of being dead. Since we know only the state of being
alive, and nothing of the state of being dead, we can never make a valid comparison,
and therefore suicide can never be rational.10
There are, as always, philosophical objections to this philosophical objection. It
is true that when I say that ‘I would be better off dead’, I seem to imply that I will
continue to have a ghostly existence after my death that I will deem to be preferable
to my existence before it: that I will continue to have a personal identity. But death
(assuming there to be no after-life) is the extinction of personal identity, not its continuation in attenuated form.11 And from the purely intuitive point of view, it is
surely plausible that there are states of existence so horrible than non-existence
would be preferable to them. It would be a person of very ﬁrm principle but very
limited imagination who would tax the inmate of a Nazi extermination camp with
irrationality for having run into the electriﬁed fence to kill himself on the grounds
that death is an evil incommensurable with any other.
One of the reasons, I suspect, that we have been so keen to medicalise suicide
and reduce rational suicide to a minimum, if admitting its existence at all, is that we
have a strong prejudice that we ought to prevent suicide wherever we ﬁnd it. To
make suicide the product of illness gives us both the locus standi and the duty to do
so. Once the person who is ill is made well, he will no longer want to kill himself;
indeed, loss of suicide ideation is one of the criteria of his recovery. We therefore
subconsciously make use of a false syllogism:
We cannot stand by and watch a person kill himself.
We have a right to prevent him only if his desire to kill himself is the product of
illness.
Therefore, his desire to kill himself is the product of illness.
When, however, we turn to the reasons why the elderly do want to kill themselves,
or be assisted to die, we ﬁnd that medical reasons, while present, are not sufﬁcient
reasons. There is no simple correlation between illness and the desire to die, no oneto-one relationship with any medical cause of suffering and the wish for death. The
analogy with chronic pain stands out in which suffering is more proportional to psychosocial factors than to the presence of physical lesions.12 Over time pain intensity
becomes linked less with nociception and more with emotional and psychosocial
factors. Suffering may be as related to the meaning of pain as to its intensity.
As Dr Cheung makes clear in this volume, the decision by the elderly to request
either physician-assisted suicide or euthanasia (where such is permitted by the law)
is not the result of having followed a simple algorithm that is valid for all people in
all places at all times. Where comparable surveys have been done, the results have
10

See, for example, Philip E Devine, The Ethics of Homicide, Cornell University Press, Ithaca,
1978.
11
In my experience of parasuicides, many imagine attending their own funerals by a kind of disembodied hovering above them, watching with pleasure the guilt and grief of those who drove
them to it.
12
Ballantyne J and Sullivan M, Intensity of chronic pain—the wrong metric, N Engl J Med 373;22,
2098–9, 2015.

216

A.M. Daniels

been different, in part perhaps because of national differences. How are we to interpret the fact that euthanasia is up to 29 times as common in the Netherlands as is
physician-assisted suicide in the states of Oregon, Washington, and Montana? Is
unbearability of life up to 29 times more frequent in the Netherlands than in those
states, and if so why? Does it mean that palliative care in the Netherlands is poor
and moreover is given no incentive to improve, or that the elderly are more despised
there than in the three states? Does it take more courage to ask for death at the hands
of a doctor than to ask simply for the means to kill oneself? Having asked for the
means to kill themselves, do people pull back at the last minute, as those who survive having thrown themselves from high places are said to regret having done so
halfway down? Is it that euthanasia having been available for longer in the
Netherlands than has physician-assisted suicide been available in the three states, it
is more present in the minds of the population as a possibility, and therefore more
commonly asked for? Does the supply create the demand, and if so does it represent
a moral advance or a retrogression, given that the conditions in which a person’s life
may become meaningless can easily be produced by those around him?13
If it is the case that the desire for suicide at the end (or any other time) of life is
powerfully inﬂuenced by social and psychological factors, even once the more obvious forms of psychiatric disturbance have been ruled out, how is the doctor to take
them into account in his assessment of whether the patient’s desire for suicide is
rational or not, and whether he should try to prevent, ignore, or assist that suicide?
Again, as Dr Cheung’s article makes clear, there are no dilemmas unique to the
treatment of elderly patients that may not arise in patients of other ages. If one reads
the Dutch criteria for the legal granting of euthanasia, namely that:
1. The patient’s request should be voluntary and well considered.
2. The patient’s suffering should be unbearable and without prospect of
improvement.
3. The patient should be informed about his situation and prospects.
4. There are no reasonable alternatives.
5. Another, independent physician should be consulted.
6. The termination of life should be performed with due medical care and attention.
It is obvious that there is no reference whatsoever to the age of the applicant.
However, the dilemmas of rational suicide, caused by among other things the irreducible subjectivity of unbearability, are more likely, for obvious empirical reasons,
to occur in the practice of geriatricians.
Even if we accept that rational suicide exists, the question remains whether it is
morally right or permissible. It is well known that the motives for suicide are often
13

I was once on a train in Germany with a German doctor in her 60s as my fellow-passenger in the
compartment. The subject of euthanasia came up. ‘What would the world say’, she asked me, ‘if
what was going on in the Netherlands was going on in Germany?’ Although not an argument in
logic, it was certainly a powerful rhetorical question. It brought home the importance not only of
considering individual cases, but the historical context in which they occur.
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mixed, and include revenge. They can also be altruistic, though sometimes mistakenly so. A person may consider himself a burden to his loved ones, though not considered by them to be such; it is certainly not irrational for him to consider himself a
burden, however, because it is true that they have much to do in order to look after
him. His suicide, intended altruistically, will then be a cause of lasting grief and guilt.
In his essay on suicide, Hume14 dismissed one of the common arguments against
the permissibility of suicide, namely that it was against natural law. Suicide, argued
Hume, could only be committed in accordance with the laws that governed the universe; therefore, it could not be counted an act against natural law. This, it seems to
me, is an argument that does not work, or works too well; for if accepted, it means
that any possible act, rapine and murder for example, cannot be against natural law.
Another argument in favour of the permissibility of suicide is that humans may
dispose of their lives as they see ﬁt; it is their right to do so. By proponents of this
argument, men’s lives are seen as their property, but this argument fails on two
grounds: ﬁrst that their life is not their property, for they are not distinguishable
from their lives; and second, even if their lives were their property, their possession
would not necessarily confer unlimited sovereignty over them. I, and no one else,
am the owner of my house; but I may not burn it down.
We are social creatures, unless we are long-term anchorites in the desert, and therefore we owe a duty to our fellow-beings; we cannot, in morality, refer only to our own
desires in making our decisions. But Hume disposed of this argument in his Essay. The
beneﬁt society derives from our continued existence may be trivial by comparison with
our continued suffering. We cannot demand huge sacriﬁces of individuals in order to
produce triﬂing beneﬁts to ourselves. Besides, on the utilitarian argument, suicide may
not only be permissible, but obligatory, inasmuch as our continued existence may actually detract from or lessen the sum of human well-being. In an ever-richer world of
simultaneously rationed resources, it is important to mention this: old people may easily be bullied into believing that their own deaths are ethically desirable.
In practice, physicians of the elderly are more likely to encounter the argument
that an easeful death is a human right, and to encounter old people who claim that
right for themselves. Personally, I do not think that this argument holds because it
entails a duty of someone to comply with it, and I do not think there can be a medical duty to kill on request. But a right that can never be enforced is not a right.
That does not end the matter; however, it merely demonstrates that ethical questions cannot be reduced to a matter of competing rights and duties. It seems to me
obvious that it is sometimes better—kinder, more decent, digniﬁed, compassionate—to bring an end to human suffering than to let it continue. It is difﬁcult, though,
to legislate for such matters as kindness and decency, or to lay down precise rules as
to when such clemency can, or cannot, be exercised. We are forever trying to catch
the mists of human existence in the butterﬂy nets of our concepts; we demand categorical answers where there are only matters of degree. Nowhere is this more in
evidence than in the anxiety-generating question of rational suicide in the elderly.

14
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