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Abstract

Background: Literature shows that middle-aged and older adults sometimes experience a wish to die. Reasons for
these wishes may be complex and involve multiple factors. One important question is to what extent people with a
wish to die have medically classifiable conditions.

Aim: (1) Estimate the prevalence of a current wish to die among middle-aged and older adults in The Netherlands;
(2) explore which factors within domains of vulnerability (physical, cognitive, social and psychological) are associated
with a current wish to die; (3) assess how many middle-aged and older adults with a current wish to die do not have a
medically classifiable condition and/or an accumulation of age-related health problems.

Methods: Data of 2015/16 from the Longitudinal Aging Study Amsterdam were used for this cross-sectional study
(1563 Dutch middle-aged and older adults aged between 57 and 99 years), obtained through structured medical
interviews and self-reported questionnaires. Three experienced physicians assessed whether the participants with a
current wish to die could be classified as having a medically classifiable condition and/or an accumulation of age-
related health problems.

Results: N =62 participants (4.0%) had a current wish to die. Having a current wish to die was associated with multi-
ple characteristics across four domains of vulnerability, among which: self-perceived health, problems with memory,
self-perceived quality of life and meaningfulness of life. Fifty-four participants with a current wish to die were assessed
with having a medically classifiable condition, of which one was also assessed with having an accumulation of age-
related health problems. Six people were assessed to have neither, and for two people it was unclear.

Conclusion: A small minority of middle-aged and older adults in the Netherlands have a current wish to die. Most of
them can be classified with a medical condition and one person with an accumulation of age-related health prob-
lems. Furthermore, the findings show that having a current wish to die is multi-faceted. There is still a need for more
knowledge, such as insight in to what extent suffering stemming from the medical classifiable disease contributes to
the development of the wish to die.
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two studies including also middle-aged adults have been
performed. A study in 2005 using data of the fifth wave
of Longitudinal Aging Study Amsterdam (LASA) found
that of a representative group of Dutch middle-aged and
older adults aged between 58 and 98 years 3.4% had a
current wish to die [6]. A more recent Dutch study, spe-
cifically looking at a persistent death wish in the absence
of severe illness, reported a prevalence of 1.25% among
middle-aged and older adults aged 55 years and older
[7]. More than half of these people had an active wish to
die [7]. Van Wijngaarden et al. [7] reported that almost
90% of middle-aged and older adults with an active wish
to die considered ending their live in the past year and
a minority even made plans regarding their death wish.
Dutch qualitative studies pointed out that participants
with a strong wish to die often had no plans to end their
lives in the short term [8, 9]. Moreover, participants also
mentioned having reasons to live besides having a wish to
die, for example having (grand)children and being part of
their lives [8].

It is known that wishes to die among middle-aged and
older adults are associated with several vulnerability fac-
tors such as loneliness, age, medical status, depression,
self-reported health, a small social network, falls, and
serious financial problems [1, 3-7, 10, 11]. Empirical
studies that describe the characteristics of people with
wishes to die are important for improving understand-
ing of the context in which they arise. Multiple domains
of vulnerability can be distinguished in middle-aged and
older adults: e.g. physical, cognitive, social and psycho-
logical vulnerability [12]. The aforementioned studies
have identified factors associated with having a wish to
die in many of these domains. However, most of these
studies were able to include limited sets of factors, while
it is known that death wishes in older adults develop in
complex contexts and often implicate a broad range of
factors [5]. It is currently unknown which factors are the
most important within the four domains of vulnerability
for having a wish to die.

Since the legalization of euthanasia and physician-
assisted suicide (EAS) in the Netherlands in 2002, a social
and ethical debate is ongoing concerning to what extent
the current law can cover the situation of older adults
with a so-called completed life [13], a state in which the
value and meaning of life are reduced in such a way that
the person will choose death over life [14]. A physician
will not be prosecuted for performing EAS if all six cri-
teria of due care (Box 1) are met and he/she reports the
euthanasia to the Regional Euthanasia Review Com-
mittee [14]. The euthanasia act does not require a life-
threatening condition or limited life expectation [14].
Therefore, besides terminally ill patients, EAS can also be
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received by patients with psychiatric disorders, dementia
or an accumulation of age-related health problems (such
as visual impairment, hearing impairment, osteoporosis,
arthrosis, balance disorders, and cognitive decline) [14—
16]. However, according to the case law and legislative
history, unbearable suffering must stem from a medically
classifiable (somatic or psychiatric) condition [14]. Older
adults who experience a completed life are currently not
eligible for euthanasia if their suffering does not stem
from a medically classifiable condition [14]. Important in
the debate about completed life is therefore how often it
occurs that the feeling of a completed life is not related
to a medically classifiable condition, such as age-related
health problems [13]. Committee Schnabel, a Commit-
tee of Wise People introduced by the Dutch government
to research the legal possibilities and the social dilem-
mas of EAS for people with an experienced completed
life, expected the group of older adults who experience
a completed life and without having a medically classifi-
able condition to be small [17]. Although several studies
examined the wish to die among middle-aged and older
adults, most of the studies did not make a distinction
between healthy middle-aged and older adults and mid-
dle-aged and older adults who are (severely) ill [17, 18].

Box 1. Statutory due care criteria for euthanasia

and physician assisted suicide (EAS) according to

the Dutch euthanasia Act™:

1. The patient's request is voluntary and well-
considered,

2. The patient is suffering unbearably and
without prospect of improvement;

3. The patient iswell informed by the physician
about one’s own situation;

4. There is no reasonable alternative available;

S. At least one otherindependent physician
must see the patient and must assessthe
compliance to statutory due care criterig;

6. The termination of life on request is due
medical care.

Therefore, this study explores the prevalence and char-
acteristics of middle-aged and older adults aged between
57 and 99 years with a wish to die using data of the eighth
wave of the LASA cohort, similar to the study in 2005[6].
We investigated three research questions: What percent-
age of middle-aged and older adults have a current wish
to die? Which domains of vulnerability and what charac-
teristics are associated with a current wish to die? And
how many middle-aged and older adults with a current
wish to die do not have a medically classifiable condition
and/or an accumulation of age-related health problems?
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Methods

Design

A cross-sectional study was conducted using data from
the Longitudinal Aging Study Amsterdam (LASA). LASA
studies the physical, emotional, cognitive, and social
functioning of a nationally representative sample of mid-
dle-aged and older adults in the Netherlands. The sam-
ple was drawn from three culturally distinct geographic
regions in the Netherlands (secular, protestant, and cath-
olic), namely from the cities of Zwolle, Oss and Amster-
dam and surrounding rural areas [19, 20]. In LASA, the
oldest old and men were oversampled [19]. In 1992/93,
baseline measurement took place among 3107 partici-
pants, aged between 55 and 85 years. Follow-up meas-
urements of the LASA study have been conducted about
every 3 years using different methods: general interviews,
medical interviews and self-administered questionnaires
[19, 20]. Sampling and data collection of the LASA study
have been described in detail elsewhere [19].

This study is based on LASA data of 2015/16 (wave 8),
response rate of 79.5%, where questions about wishes to
die were included in the self-administered questionnaire
[21]. An important reason for respondents to not fill in
the questionnaire is inability; the questionnaire was more
often not completed by people who are older and have
more diseases [19].

Sample

The sample for the current study consisted of 1608 mid-
dle-aged and older adults aged 57-99 years who com-
pleted the self-administered questionnaire. Forty-five
participants were excluded from the analysis because
of missing values on the dependent variable, hence the
total study population consisted of 1563 participants
aged>57. 53.6% of the total study population were
female and the highest proportion had an age between 65
and 75 (41.5%).

Measurement instruments

Dependent variable

To come to the dependent variable of a current wish to
die, four questions in the questionnaire are relevant. Two
questions, derived from the Paykel suicide scale: ‘Have
you ever felt like life was not worth living?” and ‘Have you
ever wished you were dead, for instance, that you could
go to sleep and not wake up?’ (yes; no; don’t know) [22].
Two other questions, derived from The Scale of Suicide
Ideation (SSI), were about feelings towards living and
feelings towards dying: “What were your feelings toward
living/dying the past week? Did you wish to live/die, and
how strong was this wish? (moderate to strong wish;
weak wish; no wish) [23]. All four questions were com-
bined into a dependent variable with five categories: (1)
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has never had death thoughts or wishes; (2) has at some
point experienced death thoughts and/or wishes; (3) had
only a weak wish to live in the past week, but no wish to
die in the past week; (4) had no wish to live in the past
week and/or a weak wish to die in the past week; (5) had
a moderate to strong wish to die in the past week. For the
analyses we merged the last three categories into one,
because of a limited number of participants in three of
the categories. This was possible as literature shows that
middle-aged and older adults can experience a balance
in feelings towards living and dying [8, 9]. Thus the cat-
egories of the dependent variable were: (1) has never had
death thoughts or wishes; (2) has at some point experi-
enced death thoughts and/or wishes; (3) and has a cur-
rent wish to die or a weak wish to live (hereafter: current
wish to die). An additional file shows the recoding of the
four questions into the dependent variable (see Addi-
tional file 1). As mentioned before, data regarding wishes
to die were collected through the self-administered ques-
tionnaire. However, all participants have had contact with
interviewers of LASA, who are alert to signs of physical
or psychological distress of participants and report when
they believe that a participant needs to be checked, but
only after participants give consent for doing so.

Independent variables

Various characteristics were included as independent
variables [21]. These characteristics include demograph-
ics (sex, age, marital status, level of attained education,
level of urbanization, housing) and characteristics that
we categorized into four domains of vulnerability [12]:
(1) physical vulnerability (number of chronic diseases,
incontinence, pain, hearing and visual impairment, diz-
ziness, number of activities with some difficulty or worse,
balance, whether or not help was received with personal
care, sufficiency of received help, health problems limit
normal activities, self-perceived health), (2) cognitive
vulnerability (MMSE score, problems with memory),
(3) social vulnerability (loneliness, network size, health
problems limit social activities, self-perceived quality of
life, financial problems, conflict with other persons(s), ill-
ness of partner or spouse, death of sons, daughters and/
or grandchildren) and (4) psychological vulnerability
(depressive symptoms, depression past year, anxiety, self-
esteem, perceived self-efficacy, mastery, lately satisfied
with life and meaningfulness of life). An additional file
shows all characteristics in more detail (see Additional
file 2).

Medically classifiable condition and accumulation

of age-related health problems

Three SCEN (Support and Consultation on Euthana-
sia in the Netherlands) physicians, of whom one was
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retired, were asked to assess which participants with
a current wish to die did not have a medically clas-
sifiable condition. SCEN physicians are independent
expert doctors who can be consulted by another phy-
sician for support when receiving an EAS request of a
patient, and to assess the compliance to statutory due
care criteria [14]. Besides being a SCEN physician,
one of the approached physicians was an elderly care
physician and the other two were general practition-
ers. A confidentiality statement was signed by all three
SCEN physicians, to protect the privacy of LASA par-
ticipants. All cases with a current wish to die were
anonymously described regarding their physical
and mental health, functional limitations, and self-
perceived health, using information from the LASA
measurements. The case descriptions were sent to the
SCEN physicians either per mail or per post together
with an explanation of the described characteristics
regarding their measurement method. An additional
file shows an example of a fictitious case description
(see Additional file 3), for which parts of different
cases were aggregated. Based on the information pro-
vided, the physicians independently assessed whether
or not a person had one (or more) medically classifi-
able condition(s) and whether or not someone had an
accumulation of age-related health problems. SCEN
physicians were chosen, because they are used to
making such assessments as part of their work. Differ-
ences in judgement between the three physicians were
discussed in a meeting to gain consensus.

Analysis

IBM SPSS version 22 (IBM Analytics) was used to
carry out the statistical analyses. Descriptive statistics
were used to describe the study population and the
prevalence of a current wish to die among the study
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population. The prevalence estimates were weighted
to the total Dutch population aged between 57 and
99 years (n=4,726,351) [19]; all death wish preva-
lences per 5 years of age were multiplied with the
prevalences of the total Dutch population per 5 years
of age [24]. Bivariate analyses, using a chi square
test and an analysis of variance (ANOVA), were per-
formed with the three categories of the dependent
variable to identify factors associated with a wish to
die. Multivariate logistic regression analyses were
done between the first group (has never had death
thoughts or wishes) and the third group (has a current
wish to die). All variables associated with a current
wish to die (p value <0.05) were entered in multivari-
able models per category (demographics; physical vul-
nerability; cognitive vulnerability; social vulnerability;
psychological vulnerability), using a manual back-
ward elimination with a p value of<0.05. All models
were corrected for age; correcting for sex as well had
an negligible effect on the associations. Balance was
analysed using only the first two categories (no bal-
ance disorder and balance disorder). In the multivari-
able analyses, depressive symptoms according to the
CES-D score and depression according to the diag-
nostic CIDI interview were combined because of mul-
ticollinearity. This variable was categorized into three
categories [25]. Descriptive statistics were also used
to assess how many participants with a current wish
to die did not suffer from a medically classifiable con-
dition and/or an accumulation of age-related health
problems.

Results

Prevalence of a current wish to die

Table 1 shows that about 84% of the participants never
have had death thoughts or wishes and 12.1% of the

Table 1 Unweighted and weighted prevalence of death thoughts and wishes to die

n Unweighted Weighted
% %

Has never had death thoughts or wishes 1312 83.9 83.1
Has at some point experienced death thoughts and/or wishes, but had no wish to diein the 189 121 13.0

past week and a moderate to strong wish to live in the past week
Current wish to die or a weak wish to live 62 4.0 40

Had only a weak wish to live in the past week, but no wish to die in the past week 15 1.0 1.0

Had no wish to live in the past week and/or a weak wish to die in the past week 36 2.3 2.2

Had a moderate to strong wish to die in the past week® 11 0.7 08
Total 1563 100.0 100.1

2 Weighted percentage for the total Dutch middle-aged and older population (n=4,726,351)

b3 participants reported having no wish to live, 5 participants reported having a weak wish to live, and 3 participants reported having a moderate to strong wish to

live in the past week
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participants reported that they have at some point expe-
rienced death thoughts and/or wishes, but they did not
have a wish to die in the past week. The remaining 4%
(weighted and unweighted) of the participants (n=62)
had a current wish to die or a weak wish to live. People
with a current wish to die were on average more often
female (64.5% compared to 52.3% and 58.7%) and more
often aged 85 years or older (22.6% compared to 7.3% and
6.9%). The characteristics of the study sample are pro-
vided in Table 2.

Characteristics associated with a current wish to die
Table 2 shows the results of the univariate analyses.
Characteristics for which there was insufficient statis-
tical evidence for an association with the dependent
variable (p value >0.05) were: sex, level of education,
visual impairment and illness of partner or spouse. In
some respects, people who have at some point expe-
rienced death thoughts or wishes and people who
had a current wish to die were similar. Both groups
consisted of relatively many divorced people (13.8-
14.5% compared to 6.9%), relatively many people who
received personal care (5.8-6.5% compared to 2.7%),
and many people who had a conflict with another per-
son (16.4-19.3% compared to 9.5%) in comparison
with people who never had death thoughts or wishes.
In most factors a gradient was present across the three
groups, for example: having a depression (never: 0.9%;
at some point: 6.5%; current: 17.5%); having an anxi-
ety disorder (never: 1.7%; at some point: 4.8%; cur-
rent: 18.0%); and having little/no meaningfulness of
life (never: 1.8%; at some point; 7.5%; current: 21.0%).
The factors that differed most between the three
groups were: loneliness (never: 22.3%; at some point:
34.9%; current: 71%), depressive symptoms accord-
ing to the CES-D (never: 7.9%; at some point: 22.8%;
current: 50.8%), a fair to poor self-perceived health
(never: 12.8%; at some point: 27.8%; current: 55.7%),
widowhood (never: 16.4%; at some point: 17.5%; cur-
rent: 35.5%) and an MMSE score between 10 and 26
(never: 16.9%; at some point: 11.1%; current: 33.9%).
In the multivariable analyses, many factors, within
all four domains of vulnerability, were related to hav-
ing a current wish to die (Table 3). In the category of
demographics, being divorced [OR 3.55 (1.61-7.84)]
and being widowed [OR 2.82 (1.46-5.45)] were associ-
ated with having a current wish to die. In the domain
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of physical vulnerability, self-perceived health was
strongly associated with having a current wish to die
[OR 9.07 (3.76-21.86)]. Other associated physical
characteristics were having much difficulty to hear/
not able to hear [OR 2.89 (1.13-7.36)] and feeling
dizzy [OR 2.05 (1.04-4.04)]. In the domain of cogni-
tive vulnerability, problems with memory were asso-
ciated with having a current wish to die [OR 2.82
(1.68-4.75)]. Within the domain of social vulnerabil-
ity, having a rather/very poor self-perceived quality
of life was strongly associated with having a current
wish to die [OR 14.15 (4.64—43.12)]. Other associated
characteristics within this domain were having a low
network size of 0-12 persons [OR 2.45 (1.03-5.81)],
feeling lonely [OR 4.65 (2.39-9.04)], and having health
problems that limit social activities sometimes [OR
2.21 (1.05-4.69)]. In the domain of psychological vul-
nerability, having a little to no meaningfulness of life
was strongly associated with a current wish to die
[OR 24.61 (7.39-81.89)]. Other associated psychologi-
cal characteristics were having a moderate amount of
meaningfulness of life [OR 8.34 (3.36-20.75)], having
a major depressive disorder [OR 8.28 (2.63-26.04)],
being (very) dissatisfied with life [OR 5.88 (2.11-
16.36)], being not dissatisfied/satisfied with life [OR
3.47 (1.69-7.10)] and having a subclinical depression
[OR 2.34 (1.12-4.88)].

Medically classifiable and age-related health problems
Table 4 shows the results of all participants with a current
wish to die assessed by three SCEN physicians on having
a medically classifiable condition and an accumulation
of age-related health problems. The SCEN physicians ini-
tially assessed 18 cases differently on having a medically
classifiable condition and 18 cases differently on having
an accumulation of age-related health problems. Consen-
sus on these cases was reached after discussion, which was
related to how to operationalize and classify the two terms
regarding the available information (see details in Box 2).
Fifty-four of the 62 cases were assessed with having a medi-
cally classifiable condition. Of these 54 cases, a majority
did not have an accumulation of age-related health prob-
lems (n=47) according to the judgement of the SCEN
physicians. Six out of 62 cases (9.7%) neither had a medi-
cally classifiable condition nor had an accumulation of age-
related health problems according to the judgement of the
SCEN physicians.
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Table 2 Characteristics of middle-aged and older adults who have never had death thoughts or wishes, who have at some point
experienced death thoughts or wishes and who have a current wish to die or a weak wish to live ordered per domain of vulnerability

Characteristics per domain of vulnerability Total Never death Has had death Current wish* p value
thoughts or wishes  thoughts or wishes
(n=1563) (n=1312) (n=189) (n=62)
%/ (SD) %/ (SD) %/ (SD) %/ (SD)
Demographics
Sex 0.053
Male 464 47.7 413 355
Female 536 523 58.7 64.5
Age® <0.001
<65 years 276 264 38.1 21.0
65t0 <75 415 42.5 370 339
7510 <85 23.1 239 180 226
> 85 years 79 73 6.9 226
Marital status® <0.001
Never married 74 6.0 16.9 8.1
Married and registered partnership 67.2 70.7 519 419
Divorced 8.1 6.9 138 14.5
Widowhood 17.3 164 17.5 355
Level of attained education 0.107
Low 328 337 249 387
Middle 38.5 383 413 323
High 287 28.0 339 29.0
Level of urbanization® 0.029
Sparsely populated (< 1000) 449 464 388 339
Densely populated (> 1000) 549 536 61.2 66.1
Housing®? 0.007
Independent living 994 99.5 99.5 95.2
Dependent living (residential or nursing home 06 0.5 0.5 4.8
Physical vulnerability
Number of chronic diseases (out of 7)¢ 0.020
0 diseases 24.6 259 185 14.5
1 disease 39.1 39.1 40.2 355
> 2 diseases 36.3 350 413 50.0
Incontinence®” 0.027
No 94.0 96.2 935 90.3
Yes 43 38 6.5 9.7
Pain® <0001
No pain [5] 67.2 719 536 41.9
Some pain (6-7) 17.7 17.2 213 258
Many pain (>7) 132 109 251 323
Hearing impairment®? 0.011
No impairment 66.3 70.0 616 61.7
Some difficulty 26.0 26.0 335 26.7
Much difficulty/not able to hear 43 4.0 49 11.7
Visual impairment*d 0.294
No impairment 853 90.1 86.7 85.0
Some difficulty 7.5 74 10.5 10.0
Much difficulty/not able to see 2.5 2.5 28 50

Dizziness*? <0.001
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Table 2 (continued)
Characteristics per domain of vulnerability Total Never death Has had death Current wish* p value
thoughts or wishes  thoughts or wishes
(n=1563) (n=1312) (n=189) (n=62)
%/ (SD) %/ (SD) %/ (SD) %/ (SD)
No 874 91.9 84.3 75.0
Yes 93 8.1 15.7 250
Number of activities with some difficulty or worse (out of 7)° <0.001
0 activities 47.0 49.5 38.2 20.0
1 activity 21.7 214 220 283
> 2 activities 313 29.1 39.8 51.7
Balance®? <0.001
No balance disorder 84.8 89.0 836 727
Balance disorder 104 96 14.8 255
Refused/not able to 14 14 16 1.8
Whether or not help was received with personal care® 0.023
No 96.8 973 94.2 935
Yes 32 27 58 6.5
Sufficiency of received help*?¢ <0001
Sufficient 91.6 93.1 89.3 790
In between sufficient/insufficient 58 55 53 14.5
Insufficient 20 14 53 6.5
Health problems limit normal activities*® <0.001
No 60.8 63.5 48.7 419
Yes, slightly 29.5 28.1 344 435
Yes, severely 96 83 16.9 14.5
Self-perceived health? <0.001
Very good to excellent 29.2 317 214 11.5
Good 534 555 50.8 328
Fair to poor 16.1 128 27.8 55.7
Cognitive vulnerability
MMSE score® <0001
>27 83.0 83.1 88.9 66.1
10-26 16.9 16.9 1.1 339
Problems with memory® <0001
No 66.0 69.0 534 435
Yes 338 31.0 46.6 56.5
Social vulnerability
Loneliness® <0.001
Not lonely (0-2) 74.2 77.7 65.1 29.0
Lonely (3-11) 258 223 349 71.0
Network size® <0.001
0-12 346 332 357 63.6
13-20 305 31.1 286 218
21-70 349 357 357 14.5
Health problems limit social activities*? <0.001
Little/none of the time 76.3 80.6 61.5 393
Some of the time 18.2 15.9 283 377
Most/all of the time 5.0 34 10.2 230
Self-perceived quality of life*>d <0.001
Rather/very good 84.6 89.1 722 355
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Table 2 (continued)
Characteristics per domain of vulnerability Total Never death Has had death Current wish* p value
thoughts or wishes  thoughts or wishes
(n=1563) (n=1312) (n=189) (n=62)
%/ (SD) %/ (SD) %/ (SD) %/ (SD)
Neither poor nor good 126 9.5 24.1 452
Rather/very poor 24 1.5 3.7 194
Financial problems?®®4 <0.001
No 974 98.3 939 89.1
Yes 26 1.7 6.1 10.9
Conflict with other person(s)b <0.001
No 89.1 90.5 80.7 83.6
Yes 109 95 193 164
lliness of partner or spouse®’ 0.558
No 819 824 782 815
Yes 18.1 17.6 218 18.5
Death of sons, daughters and/or grandchildren®df 0.037
No 98.6 98.8 98.7 94.1
Yes 14 12 13 59
Psychological vulnerability
Depressive symptomsb <0.001
Normal (< 16) 88.5 92.1 77.2 49.2
Depressive symptoms (> 16) 114 79 228 50.8
Depression past year**? <0001
No depression 96.9 99.1 93.5 82.5
Depression 2.2 09 6.5 175
Anxiety*?d <0.001
Normal (<7) 923 94.8 84.1 65.6
Suggestive for anxiety disorder (8-10) 4.9 35 11.1 164
Anxiety disorder (> 10) 2.7 1.7 4.8 18.0
Self-esteem? 15.6 (2.1) 15.3(3.6) 14.1 (4.2) 11.5(5.5) <0.001
Perceived self-efficacy 440 (5.6) 443 (5.5) 433 (5.6) 40.0 (5.9) <0.001
Mastery 24.7 (4.1) 25.1(4.0) 233(4.2) 21.6(4.2) <0.001
Lately satisfied with life*” <0.001
(Very) satisfied 83.7 88.2 70.7 387
Not dissatisfied/satisfied 12.3 94 223 452
(Very) dissatisfied 35 24 6.9 16.1
Meaningfulness of life*? <0001
Very much to an extreme amount 624 67.7 439 1.3
A moderate amount 34.0 305 48.7 67.7
A little to not at all 32 1.8 75 210

n, number of participants; y, mean; SD, standard deviation; * current wish to die or a weak wish to live

2 Minimum expected count between 1 and 6
P Less than 5% missing values

€ Minimum expected count less than 1

9 Fisher-Freeman—-Halton Exact Test was used

€ Chronic diseases: chronic non-specific lung disease, cardiac disease, peripheral arterial disease, diabetes mellitus, cerebrovascular accident or stroke, osteoarthritis

and rheumatoid arthritis, cancer

f Above 5% missing values; illness of partner/spouse: 28.9% and death of sons, daughters and/or grandchildren: 11.5%

9 Kruskal-Wallis test was used
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Table 3 Logistic regression analyses of variables associated with having a current wish to die or a weak wish to live compared to has
never had death thoughts or wishes, per domain of vulnerability

Logistic regression analysis n=1374

Odds ratio? 95% ClI p value

Demographics
Marital status

Never married 2.149 0.797-5.791 0.131

Married and registered partnership Ref

Divorced 3.554 1.612-7.837 0.002

Widowhood 2819 1.459-5.447 0.002
Domain 1. Physical vulnerability
Hearing impairment

No impairment Ref

Some difficulty 0.953 0.497-1.828 0.884

Much difficulty/not able to hear 2.885 1.131-7.356 0.027
Self-perceived health

Very good to excellent Ref

Good 1.440 0.593-3.493 0421

Fair to poor 9.065 3.759-21.861 <0.001
Dizziness

No Ref

Yes 2.052 1.044-4.034 0.037
Domain 2. Cognitive vulnerability
Problems with memory

No Ref

Yes 2.821 1.675-4.752 <0.001
Domain 3. Social vulnerability
Self-perceived quality of life

Rather/very good Ref

Neither poor nor good 5307 2.539-11.095 <0.001

Rather/very poor 14.150 4.644-43.118 <0.001
Network size

21-70 Ref

13-20 1427 0.542-3.757 0472

0-12 2450 1.033-5.813 0.042
Loneliness

Not lonely Ref

Lonely 4.646 2.387-9.042 <0.001
Health problems limit social activities

Little/none of the time Ref

Some of the time 2214 1.045-4.691 0.038

Most/all of the time 2.186 0.811-5.894 0.122
Domain 4. Psychological vulnerability
Meaningfulness of life

Very much to an extreme amount Ref

A moderate amount 8344 3.356-20.749 <0.001

A little to not at all 24.606 7.393-81.893 <0.001
Lately satisfied with life

(very) satisfied Ref

Not dissatisfied/satisfied 3466 1.692-7.101 0.001

(very) dissatisfied 5.878 2.112-16.357 0.001
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Table 3 (continued)
Logistic regression analysis n=1374
Odds ratio® 95% Cl p value
Depression
No depression Ref
Subclinical depression (SUBD) 2338 1.121-4.876 0.024
Major depressive disorder (MDD) 8.281 2.633-26.044 <0.001

Housing, and death of sons, daughters and grandchildren were left out of the multivariate analyses because of a minimum expected count less than 1

n number of participants, C/ confidence interval, Ref reference

2 Corrected for age

Box 2. Discussions and reservations with assessing the cases with a current wish to die or a
weak wish to live by three SCEN physicians on having a medically classifiable condition and
an accumulation of age-related health problems

In some cases a difference between the three SCEN physicians occurred in judging medical
classifiability and an accumulation of age-related health problems. After discussion, a
consensus decision was made to judge all cases with at least one medical condition as
medically classifiable regardless of whether functional complaints originated from this
condition(s). In contrast, a case was only classified as having an accumulation of age-related
health problems when the case also showed that functional complaints/limitations were
related to these health problems.

In the meeting, several reservations about the study were discussed among the SCEN
physicians. First, there were reservations related to the fact that being presented with case
descriptions is not as informative as talking with a patient. It is difficult to interpret the
described cases with respect to the mentioned disease(s), because of the brief available
information. Diseases were not always specific (sometimes cancer was mentioned as disease
and no additional information was available, for example what kind of cancer the person was
diagnosed with) and a screening does not necessarily mean that a disease is present (for
instance the MMSE score alone does not indicate dementia).

Second, there were reservations related to realizing the limits of how these findings can be
interpreted. Important to this are the following issues:

- No information was available about why a person had a current wish to die or a
weak wish to live;

- Noinformation was available about whether a person suffered unbearably;

- No information was available about whether a person would actively pursue his/her
wish to die (for example a request for euthanasia or commit suicide);

- The classification of having a medical condition does not mean that a request for
euthanasia would be granted, because we do not know whether there is a relation
between the mentioned condition(s) and the experienced wish to die.

This means that we cannot conclude for the studied cases whether a request for euthanasia
could fall within the scope of the euthanasia law.
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Table 4 Assessed cases with a current wish to die or a weak wish to live on having a medically classifiable condition and an

accumulation of age-related health problems

Accumulation of age-related health problems

Likely/almost certain Uncertain Likely/almost certainly not  Total
Medically classifiable condition
Likely/almost certain 1(1.6%) 6 (9.7%) 47 (75.8%) 54 (87.1%)
Uncertain 0 (0.0%) 0 (0.0%) 2 (3.2%) 2(3.2%)
Likely/almost certainly not 0 (0.0%) 0 (0.0%) 6 (9.7%) 6 (9.7%)
Total 1(1.6%) 6 (9.7%) 55 (88.7%) 62 (100.0%)

Percentages are of total (n=62)

Discussion

We found that 4.0% of study participants had a cur-
rent wish to die or a weak wish to live (unweighted and
weighted), of which 0.7% had a moderate to strong wish
to die. A current wish to die was associated with all four
domains of vulnerability: physical, cognitive, social and
psychological vulnerability. People with a current wish
to die had on average more often much difficulty to hear
or were not able to hear, had a fair to poor self-perceived
health, problems with dizziness and with their memory, a
neither poor nor good and a rather/very poor quality of
life, a small network size, a subclinical depression and a
major depressive disorder, a moderate amount of mean-
ingfulness of life and a little to no meaningfulness of life,
and some of the time had limited social activities because
of their health problems. Furthermore, people with a cur-
rent wish to die were on average more often divorced
or widowed, lonely, and not dissatisfied/satisfied and
(very) dissatisfied with life. Most of the participants with
a current wish to die had a medically classifiable condi-
tion according to the judgement of the SCEN physicians
(n=>54). Furthermore, most of those participants were
not classified as having an accumulation of age-related
health problems. Of the participants with a current wish
to die, six participants did not have a medically classifi-
able condition, neither did they have an accumulation of
age-related health problems according to the judgement
of the SCEN physicians.

Prevalence of a current wish to die

The prevalence of middle-aged and older adults with
a current wish to die found in this study (4.0%) is sim-
ilar to the results of a comparable Dutch study in 2005
of a previous wave of LASA that found a prevalence of
3.4% among Dutch middle-aged and older adults aged
between 58 and 98 [6]. If the small rise in prevalence
reflects a real change, it might be due to the rising soci-
etal discussions about a self-chosen end of life over the

last decade. The most recent Dutch study among middle-
aged and older adults aged 55 and above found a lower
prevalence compared to our study [7], which might be
explained by the fact that they excluded participants who
are severely ill. Worldwide prevalence estimates of a cur-
rent wish to die among older adults lay between 4.6 and
9.5% [1-5]. The prevalence in the Netherlands seems
lower, although comparing these findings is difficult
because of the variation in study population (such as age
range) and the method used to measure a current wish to
die. In our study, a current wish to die is most common
in people aged 85 years or older. Nevertheless, 1 out of 5
participants with a current wish to die are younger than
65 years of age, showing that developing a wish to die is
not only limited to older adults, but can also develop in
middle-aged people.

All domains of vulnerability related to a current wish to die
We found many characteristics to be associated with
a current wish to die of which eleven remained sig-
nificantly associated in the multivariable model, spread
over all four domains of vulnerability: physical, cogni-
tive, social and psychological vulnerability. The results
of our study underscore the multi-faceted nature of cur-
rent wishes to die, which involve multiple domains of
vulnerability. Characteristics such as having a little to no
meaningfulness of life, a rather/very poor quality of life, a
fair to poor self-perceived health and a major depressive
disorder were strongly associated with a current wishes
to die. Having a depression and being lonely have been
extensively explored and found to be associated with a
current wish to die [3, 5-7, 26—28], as well as marital sta-
tus [6, 8, 26], hearing impairment [6, 28], self-perceived
health [4-6, 26], problems with memory [5], network size
[6, 26], social activities limited by health problems [5],
and lately satisfied with life [26]. It is noticeable that only
17.5% of the participants with a current wish to die were
diagnosed with having a depression and 50.8% with hav-
ing depressive symptoms. This shows that a wish to die
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and having depressive symptoms or a depression do not
always co-exist, which is in line with results from other
studies [6, 8]. As far as we know, associations between
quality of life, meaningfulness of life and dizziness and a
wish to die have not been studied before using quantita-
tive data. However, a qualitative study of Rurup et al. [8]
found that a poor quality of life is one of five triggers of
the development of a wish to die. Related to meaningful-
ness of life, this study and two other qualitative studies
also found that feeling redundant, no longer useful or no
longer important are factors that could lead to a wish to
die [8, 10, 11]. In addition, people with a wish to die often
mentioned feeling life had no meaning anymore [11, 29].

Current Dutch political debate

In the ongoing debate in the Netherlands about
whether or not a new law has to be introduced for peo-
ple who experience a completed life [17], Committee
Schnabel expected the group of older adults who expe-
rience a completed life without having a medically clas-
sifiable condition to be small [17]. They assumed that
most older adults who experience a completed life have
an accumulation of age-related health problems and
fall within the scope of the current euthanasia Act [17].
However, their assumptions were not based on empiri-
cal findings, because studies on this issue were lacking,
until then [17]. We found that the group of middle-aged
and older adults with a current wish to die is indeed
small. However, in contrast to what Committee Sch-
nabel assumed, it seems that a majority of middle-aged
and older adults with a current wish to die who have
a medically classifiable condition do not seem to have
an accumulation of age-related health problems. In
interpreting these results, it is important to consider
the reservations that were stressed by the SCEN physi-
cians. It is especially important to realize that for peo-
ple with a current wish to die who were assessed with
having a medically classifiable disease, we do not know
whether their wish to die is related to their disease.
This is necessary to assess whether or not a request for
euthanasia might fall within the scope of the euthanasia
Act. Furthermore, we do not know whether the partici-
pants with a current wish to die in this study actively
would want to pursue ending their life, for example by
requesting euthanasia.

Strengths and limitations

Major strengths of this study are the broad range of
domains for which measurements were available within
LASA, and the fact that three SCEN physicians, who
are experts in this field, assessed whether or not the
participants with a current wish to die had a medically
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classifiable condition and an accumulation of age-
related health problems. However, this study also has
limitations. The group with a current wish to die was
relatively small, therefore the associations have to be
interpreted with some caution. Still, some results in
this study were very pronounced and some associa-
tions could be demonstrated with sufficient statisti-
cal evidence. Another limitation is the fact that three
somewhat different groups were merged into one group
with a current wish to die: those who had only a weak
wish to live in the past week, but no wish to die in the
past week; those who had no wish to live in the past
week and/or a weak wish to die in the past week; and
those who had a moderate to strong wish to die in the
past week. In some respects, these groups noticeably
differed in characteristics. People with a moderate to
strong wish to die had more often depressive symp-
toms, MMSE score between 10 and 26, much diffi-
culty to hear or were not able to hear, were more often
lonely and diagnosed with a depression compared to
the other two groups. This could have led to underes-
timated effects. However, research shows that a wish
to die and a wish to live can occur together [8, 9]. Fur-
thermore, it is possible that due to our broad age range
observed associations might have been different when
focusing on a narrower age group. Finally, cases with
a current wish to die assessed by the SCEN physicians
were described with available data from LASA, which
in some respects was brief. In the case descriptions we
mentioned a person’s physical and mental health, how-
ever, we had no data whether a person’s wish to die was
related to his/her medical condition and if their medi-
cal condition caused unbearable suffering. Reservations
regarding this are described in box 2.

Conclusion

In conclusion, a small minority of middle-aged and
older adults in the Netherlands have a current wish
to die or a weak wish to live. Multiple factors, within
all four domains of vulnerability, are associated with a
current wish to die. Most participants with a current
wish to die can be classified with a medical condition
and one person with an accumulation of age-related
health problems. Furthermore, the findings show that
it is important to realize that having a current wish to
die among middle-aged and older adults is multi-fac-
eted, including not only social vulnerability but also
a broader range of vulnerability. This should be con-
sidered in the prevention of developing a wish to die.
However, there is still a need for more knowledge,
such as insight in to what extent suffering stemming
from the medical classifiable disease contributes to the
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development of the wish to die, how many people with
a wish to die actively would want to pursue their wish
to die, and insight in the persistency of wishes to die.
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