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A B S T R A C T   

Background: A ‘good death’ is one of palliative care’s main goals. However, there are different 
perspectives on what a good death is. Perspectives from three groups of people involved in the 
dying process: patients, caregivers, and healthcare providers; are crucial because how they 
interact will affect the overall quality of end-of-life care. 
Objective: The aims were to 1) explore what is a good death and 2) how to achieve it from the 
perspectives of those involved in patient care. 
Methods: A qualitative study was conducted between February to August 2019. The recruitment 
triad of stakeholders consisted of one patient with their primary caregiver and their physician. 
Interviews were conducted by researchers who had no prior relationship with the participants and 
were not a part of the healthcare team. Each research aim was analyzed separately using thematic 
content analysis. Data saturation was reached when no new or emerging themes emerged. 
Fourteen people were interviewed; five patients, five caregivers, and four physicians. 
Results: Regarding perspectives of a good death, four themes emerged: 1: Peaceful natural pro-
gression and symptom-free, 2: Acceptance of death and dignity, 3: Readiness for death is facili-
tated by social support and the environment, and 4: Faith and religious values can bring peace. 
For the second research question regarding how to help the patient achieve a good death, three 
themes emerged: 1: provide supportive care, 2: good communication, and 3: prioritize the pa-
tients’ wishes. 
Conclusion: In the Thai context, the meaning of a good death relates to symptom control, 
acceptance of death, social support, and faith. However, a clear understanding of each in-
dividual’s meaning of good death is required due to individualized needs and perceptions. Phy-
sicians and stakeholders looking to support good death should focus on providing supportive care, 
good communication, and prioritizing the patient’s will and wishes.   
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1. Introduction 

For about two decades, a ‘good death’ has been discussed as a quality indicator for end-of-life care [1–4]. The process of dying can 
sometimes be complicated with grief and suffering, in part from increasingly aggressive medical care such as repeated hospitalizations 
or admission to an intensive care unit [5]. Previous literature suggested that a good death could be understood when examined ho-
listically [3,4,6–8]. A natural, symptom-free death, with emotional peace through the acceptance of death based on cultural and 
religious beliefs, was often desired [6,7,9–12]. Support from families and healthcare providers may also play a key role in helping 
patients achieve a ‘good death’ [1,6,10,13,14]. Patients also often wished to be prepared for their death so that they were not a 
physical, emotional, or financial burden to others [1,13,15]. 

However, perspectives on what a good death is can still vary amongst cultures [2,15,16]. Western cultures may consider autonomy 
to be more relevant than Eastern cultures. Life completion and dignity are considered core components of a good death in Western 
cultures [12]. In middle eastern cultures, patients’ perspective of a good death includes autonomy, psychological support, and spiritual 
care [17]. Even among Eastern cultures, different meanings of a ‘good death’ can be found. Literature from China suggests that value is 
placed on being cared for by family members, while studies from Japan and Korea suggest that ‘not being a burden to others’ ranked 
highly [2,14,15] in the meaning of a ‘good death’. While in the Thai context, the conspiracy of silence is prevalent, and good death 
definitions are not frequently studied [18]. This variation in the meaning of a ‘good death’ is possibly one of the factors contributing to 
increased distress for patients, especially when the patient’s perspective of a good death is not fulfilled [12,19]. 

In addition to variation by culture, perhaps, more importantly, the perception of a good death may differ among those directly or 
closely involved in inpatient care. Patients may want a quick death in their sleep, while their families may desire more time to say 
goodbye [6]. Physicians tend to focus more on completing unfinished business, being prepared to die, and saying goodbye [20]. 
Perspectives from three groups of people involved in the dying process: patients, caregivers, and healthcare providers; are crucial 
because how they interact will affect the overall quality of end-of-life care [15,21]. To our knowledge, a few quantitative studies have 
examined the meaning of a good death among these three groups [22–25]. By attaining this understanding, we may enhance the 
current palliative care approach to aid the healthcare team in improving end-of-life care. 

The current study aimed to gain a deeper understanding of the perspectives on a good death from three stakeholders: patients, 
caregivers, and physicians, by using a qualitative approach. Specifically, the study aimed to  

(1) examine the perceived meaning of a ‘good death’ among these three different populations  
(2) explore perceptions of how stakeholders can help patients achieve a ‘good death’ in their respective roles. 

These two linking aims will allow a deeper understanding to what are the important aspects of achieving a good death and what 
those involved can do to help patients achieve it. 

2. Material and methods 

A qualitative exploration was conducted through semi-structured interviews of patients, caregivers, and physicians. Exploring 
different perspectives may provide deeper insight into the phenomena of good death [26]. The study was reported according to The 
Standards for Reporting Qualitative Research (SRQR) guidelines. The SRQR is a list of 21 items that are recommended to help complete 
transparent reporting of qualitative research. The item checklist includes the article’s title and abstract; problem formulation and 
research question; research design and methods of data collection and analysis; results, interpretation, discussion, and integration; and 
other information [27]. 

2.1. Study population, sampling, and recruitment 

The recruitment triad of stakeholders consisted of one patient with their primary caregiver and their physician. The inclusion 
criteria of patients consisted of (a) speaks Thai; (b) able to participate (good consciousness, controlled symptoms); (c) their caregivers 
were also available for interview. The caregiver was defined as the person involved in daily self-care or identified as having the primary 
responsibility of providing care [28]. The physician was defined as the patient’s primary physician during admission. Patients in their 
last hours of life were excluded, and patients were recruited only if they had a palliative performance score (PPS) of at least 30%. 
Literature from Thailand suggests that the median survival time for those with a PPS score of 30% and above is between 2 weeks to 
several months [29]. In addition, patients who did not know their diagnosis were excluded. Based on similar qualitative studies, it was 
expected that between 8 and 18 participants were needed to achieve data saturation [1,7,13]. Participants were selected by conve-
nience sampling from patients consulted for palliative care by different inpatient departments. 

2.2. Setting 

The study was conducted at Chiang Mai University Hospital, Chiang Mai, Thailand. 

2.3. Data collection 

Semi-structured in-depth interviews were conducted between February to August 2019. There were two parts to data collection [1]: 
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participant characteristics and [2] in-depth interviews about the perspectives of a good death. Finding the patients’ name list with no 
exclusion criteria was done by LJ, a palliative physician. The patient interviews were conducted in Thai by researcher PK, a male family 
medicine resident with three years of clinical and palliative care experience. He was trained in the interview method and interview 
questions by the senior author WJ. The senior author (WJ) is a female family physician and a qualitative researcher with over ten years 
of clinical experience. The researchers had no prior relationship with the participants and were not a part of the healthcare team for the 
participants during admission. Each interview lasted between 15 and 30 min and was conducted in a private counseling room to help 
ensure comfort and confidentiality. Each interview was audio-recorded with the participant’s consent, followed by verbatim tran-
scription. PK and WJ subsequently reviewed the audio record, and any issues which needed further exploration were discussed and 
patients were invited for re-interviews if required. Only the first two participants at the beginning of the data collection were 
re-interviewed for further clarification. 

Participant characteristics, including gender, age, occupation, and religion, were recorded for the patients. Patients’ diagnoses, 
palliative performance scale (PPS), and disease duration were also gathered. For the caregiver, information was obtained on age, 
gender, the relationship with the patient, and the duration of care as the caregiver. For physicians, information was obtained on age, 
gender, specialization, years of clinical experience, and total duration of care for the particular patient enrolled in the study. 

The open-ended interview guides were designed and then piloted to make sure that participants were allowed to share their 
thoughts freely. The first few interview questions were identical for all participants, accompanied by another set of queries 
according to their role. Patients were asked to give their meaning of a ‘good death’ and were further asked if they think their 
meaning of a ‘good death’ would differ from their caregiver and provider and how physicians can help achieve a good death. 
Similarly, when caregivers and physicians were interviewed, they were asked to give their meaning of a good death and whether 
they thought their meaning would differ from the other groups, and how physicians can help achieve a good death. (Table 1) 

2.4. Data analysis 

All interviews were used to examine the two different aims of the project. For the first aim, we followed the Framework Method for 
analysis of qualitative data [30]. This method allows the use of a working analytical framework before applying, charting, and refining 
the framework using an inductive approach. Each transcript was read multiple times by two researchers (PK and WJ) to aid famil-
iarization and to check the accuracy of each transcript. The World Health Organization’s (WHO) four components of health for 
palliative care [31] were used as the working analytical framework to help identify key issues, concepts, and themes. The WHO’s four 
components of health were chosen for their comprehensiveness in covering all domains of health (bio-psycho-social-spiritual). Direct 
content analysis was then used to identify codes. The codes were compared, and researchers discussed the similarities and differences 
until a consensus on the emergent themes and subthemes were reached. Then the preliminary results were interpreted with KP, CA, LC, 
ND, and NN. The association between themes and the meaning of the results was considered by the selected verbatims from each theme 
and or subtheme together with the clinical experiences of the researchers. All authors read and contributed to the manuscript. NVivo 
version 12 was used in data analysis by KP and WJ. For the second aim, we followed a similar approach but did not have a pre-defined 
working analytical framework. 

2.5. Ethical approval and consent to participate 

Written informed consent was obtained from all participants. If the patient agreed to participate, their main caregivers and primary 

Table 1 
Interview questions used for the group of participants.  

Part 1 Questions for all participants 

• What is death? 
• Do you have any experiences with death? What are they? 
• What is the meaning of a good death? 
Part 2 Specific questions for each group 

Patient  

• Do you think your caregiver would give the meaning of a good death differently? How? 
• How can healthcare providers help achieve a good death? 
Caregiver  

• If you were the patient, do you think your caregiver would give the meaning of a good death differently? How? 
• As a caregiver how can you help achieve a good death? 
• How can healthcare providers help achieve a good death? 
Healthcare provider  

• If you were the patient, do you think your caregiver would give the meaning of a good death differently? How? 
• As a healthcare provider, how can you help achieve a good death?  
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physicians were then later recruited into the study. Written informed consent was also obtained from the main caregivers and primary 
physicians. Our project was reviewed and approved by the Research Ethics Committee at the Faculty of Medicine, Chiang Mai Uni-
versity, on October 31, 2018 (FAM-2561-05654). All methods were carried out in accordance with relevant guidelines and regulations 
(The Declaration of Helsinki). 

3. Results 

Fourteen people were interviewed, consisting of five patients, five caregivers, and four physicians (Table 2). All of the participants 
were Buddhists. All five patients had diagnoses of advanced cancer with PPS ranging from 30 to 50%. The primary physicians were 
interns or residents, ages 24–29 years, with one to four years of clinical experience. 

3.1. Research aim 1: perspectives of a good death 

The perspective of a good death has many aspects. Four main themes were identified 1) peaceful natural progression and symptom- 
free, 2) acceptance of death with dignity, 3) readiness for death is facilitated by social support and the environment, and 4) faith and 
religious values can bring peace. The details of the themes and subthemes identified are summarized in Table 3. 

Theme 1: peaceful natural progression and symptom-free 
For this theme, two subthemes emerged: 1.1) Being symptom-free and 1.2) a sense of a peaceful and natural progression of the 

disease. In particular, pain was the most common symptom of concern for participants. Other symptoms of concern were dyspnea and 
agitation. All participants indicated that being symptom-free was an important factor in achieving a good death. For some participants, 
an example of a good death would be someone passing away naturally (in their sleep); their death was neither hastened (such as being 
killed by an accident or homicide) nor prolonged (such as being resuscitated) 

“Pain … I felt so much pain. Where am I supposed to go? My children asked me if I wanted to go to a hospital and which hospital. They 
would take me anywhere. I got in the car, and here I am, (death) would be good without the pain” - female patient 

“A good death, like the elder near my wife’s home. She slept and was just gone. She was eighty to ninety years old and very healthy. She 
passed in her sleep in peace. There was not any obvious cause or sign. She had never been to a hospital, never really sick. That is why they 
say that it is a good death. Nothing to worry about.”   

- male caregiver 

Theme 2: acceptance of death with dignity 
The three subthemes that emerged from this theme were 2.1 Autonomy, 2.2 Self-Worth, and 2.3 Acceptance of Death/Dying 

Table 2 
Participant characteristics (n = 14).  

Patients  

Gender Age (year) Occupation Diagnosis, PPS (%) Duration of disease 

1 Female 37 Merchant Lung cancer, 50 2 months 
2 Male 41 Construction manager Rectal cancer, 50 4 years 
3 Female 73 Farmer Lung cancer, 30 6 months 
4 Male 55 Subdistrict governor Prostate cancer, 40 2 years 
5 Male 29 Merchant Burkitt lymphoma, 40 9 months 

Caregivers  

Gender Age (year) Occupation Relationship with patient Duration of caregiving 

1 Male 41 Merchant Husband 2 months 
2 Male 30 Driver Grandson 1 year 
3 Female 35 Housewife Daughter-in-law 6 months 
4 Female 50 Cloth designer Wife 2 years 
5 Male 53 General worker Father 1 month 

Physicians  

Gender Age (year) Specialty in training Clinical experience (year) Duration of care involved with participant 

1 Female 24 Otolaryngology 1 2 weeks 
2 - Not available for interview - 
3 Male 29 Orthopedics 4 2 weeks 
4 Female 27 Medicine 4 1 week 
5 Male 28 Medicine 4 1 week 

All of the participants had Buddhism as their religion. 
PPS; Palliative performance scale. 
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Process. Most of the participants would like to know about their diseases and prognoses. It would allow them to make decisions and 
plans better while they were still conscious, being in control of the situation. A vegetative state would be devastating to one’s au-
tonomy, as one would not be able to communicate their wishes to others. Having sufficient time to prepare and resolve unfinished 
businesses and unhealthy relationships as desired. A feeling of self-worth was also an important psychological factor in the meaning of 
a good death, such as fulfilling the duty/role of being a parent/spouse or child, setting a decent example for loved ones, and leaving 
something good behind. Lastly, acceptance of the death and dying process was also mentioned. Participants mentioned the Thai 
teaching of the life cycle: you’re born, you’re aged, you will become ill, and you die. A good death should be regarding how to accept 
and prepare for impending death, which participants believe would be easier to let go of when there is nothing to worry about. 

“If I know that I am going to die next week, I will attempt to do my very best. Make people around me happy. At that moment, if we think 
of doing something, just do it. Do things that are not beyond your capabilities so as not to disturb others. Do what you can to make 
yourself happy and others happy.” - male caregiver 

Table 3 
Theme, subthemes, and quotations of Perspectives of a Good Death (New).  

The Perspective of a Good Death Patient Caregiver Physician 

Theme 1 Peaceful natural progression and symptom-free 
1.1 Symptom-free No pain, dyspnea, or agitation “A good death is probably without 

pain.” 
“When in pain, doctors can help, 
giving him medication to relieve 
his pain.” 

“Not in pain, no suffering. Dying 
in your sleep might be a fair 
option.” 

1.2 The peaceful 
and natural 
progression of 
the disease 

No suffering from the disease or 
unnecessary interventions 

“Dying in your sleep, just gone. 
Not murdered.” 

“Never having to see a doctor, 
never really sick. Being able to 
spend life normally. Then she was 
just gone, without an obvious 
cause, without suffering.” 

“Sometimes invasive procedures 
might not be what the patient 
wants, fighting without getting 
any benefit in this painful 
cycle.” 

Theme 2 Acceptance of death with dignity 
2.1 autonomy Knowing the disease/prognosis, 

being able to choose/plan, 
staying conscious, having 
sufficient time to prepare, and 
death not sudden 

“When talking with doctors, even 
if it is not good news, at least it 
helps me think about things I have 
not thought of before.” 

“People with diseases: if they 
know it is not getting any better 
and can prepare, they can have a 
good death.” 

“Knowing what diseases they 
have. Getting everything ready, 
preparing everything, and 
having sufficient time to do so.” 

2.2 Self-worth Fulfilling the duty/role of a 
parent/child, setting a decent 
example, and leaving something 
good behind 

“My morale came from my 
mother, so I do not want to die 
before her. I want to take care of 
her first.” 

“She must be worried for her 
mother. If she can return the 
favor, she will be at peace.” 
“Do something beneficial for 
society, for the public, for the ones 
we left behind.”  

2.3 acceptance of 
the death/ 
dying process 

Understanding the cycle of life, 
knowing how to deal with it, 
letting go, being at peace (not 
worried), happy (self and others), 

“Understanding death more, not 
being afraid to die. We let go and 
accept more.” 

“Calm our minds before we go, do 
not worry. Even if we do, we 
would not be able to help those 
left behind.” 

“Having nothing to worry about. 
The family might feel sorrow but 
accepts death.”   

“If we are comfortable, others will 
feel it too. But if we are not at 
peace, others may feel helpless.” 

“Be happy. If we know that we 
are going to die next week, be 
your best self and make others 
happy.”  

Theme 3 The readiness for death is facilitated by social support and the environment 
3.1 Support from 

others: family 
and providers 

Giving encouragement, 
communicating sincerely, being 
present, and not abandoning 

“Communication: it makes our 
state of mind and overall 
conditions better.” 

“Make her comfortable, not 
stressed. Learn about her cancer 
and provide the best care.” 

“Provide information to the 
patient and his parents. Consult 
with the specialists. Prepare 
necessary equipment. And 
encourage every day.” 

Caring, dependable, well- 
mannered, have good medical 
expertise 

“Devoted, taking care, and 
communicating makes you feel 
wonderful and not abandoned.” 

“No one is likely to be more able 
than doctors. I believe in them, in 
the science.” 
“When doctors explain, the 
patient will listen to them more 
than us, promoting insight.” 

“I feel that if we could stop the 
bleeding (control the symptom) 
better, things would be better.” 

3.2 Not being a 
burden 

The physical, financial, and 
psychological burden 

“If we die unhappy, agitated, 
crying, not wanting to expire, 
others will feel miserable.” 

“Not being a burden to ones left 
behind, do your best in life.” 

“We have to manage existing 
problems: familial, financial, 
work because dying without 
preparation will be burdensome 
to those left behind.” 

3.3 place of death Peaceful comfort of home “The place has to be quiet and 
peaceful, like home.” 

“Home is good; the family can 
closely take care of him. Hospital 
is also decent, with doctors and 
nurses.” 

“Dying at home, a place where 
we are familiar with, feeling 
comfortable.” 

Theme 4 Faith and religious values can bring peace 
4.1 faith Merit making, released from 

suffering, the afterlife 
“Dying peacefully, without 
disturbance. I will meditate until I 
am gone.” 

“Die peacefully and go to heaven 
because of the merits we made.” 

“When we die, we might be 
reborn in a better place or go to 
heaven.”  
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“ …. Do your best in life. I think that this is a good thing. Or do something beneficial for society, the public, and the ones we left behind. 
That is my good death …” -male caregiver 

“A good death is understanding about death more, not being afraid to die. In the past, I was terrified of dying. When someone mentions 
death, I feel that I have to leave the people I love. … …. But for now, if you ask me, is that fear still here?.....yes …. but as we start to grow 
up, we know more, we let go and accept more.” - female, patient 

Theme 3: The readiness for death is facilitated by social support and the environment 
The subthemes emerging from this theme consist of: 3.1 supporting from family and providers, 3.2 not being a burden to others, and 

3.3 peaceful place of death. Social support was essential to a good death. Patients, caregivers, and physicians all agreed that giving 
encouragement was helpful. Sincere communication would allow the patient to start thinking about their future and help strengthen 
trust. Participants fear abandonment, with a family presence for the dying contributing to a good death. Physicians can promote a good 
death by securing the patient’s and family’s trust. Patients and family members want a trustworthy provider to manage the patient to 
the best of their ability and provide information that will assist them with careful planning. Not being a burden was also mentioned. 
The feeling of burden could manifest in a few ways: physical burden from dependency (inability to perform activities of daily living), 
financial burden from decreased income (inability to work) and increased medical expense, or psychological burden upon caregivers 
having to make difficult decisions and experiencing sorrow. Place of death can contribute to the idea of a good death. The participants 
mentioned that dying in the peaceful comfort of home could be a place where peaceful and familiar surroundings can be achieved, and 
family members can provide close care. 

“If I am the patient, I would like my doctor to be straightforward with me. Can this disease be cured? Give percentages of whether this 
cancer will be cured or metastasized. Talk truthfully so the right treatment can be done … …. Talk, encourage, together with the family 
that is the best.” - male caregiver 

Theme 4: Faith and religious values can bring peace. 
For our participants, who were all Buddhist, values thought by Buddhism impacted the perception of a good death, namely beliefs 

about karma, death as an end of suffering, and hope for a better place in the afterlife. 

“When we die, we might be reborn in a better place or go to heaven” - female physician 

3.2. Research aim 2: the ways of assisting patients to achieve a good death 

When asked how participants think the perspective roles of different stakeholders can help patients achieve a good death, three 
themes emerged: 1) provide supportive care, 2) good communication, and 3) support patients’ wishes. Supportive care included 
symptom control and caregiving from families and healthcare staff. Good communication could serve several purposes. It could range 
from telling the prognosis of the disease to order for the patient and family to understand their situation. Cheering up and giving 
realistic hope may strengthen mental health and possibly affect the patient’s overall well-being. Communicating with all stakeholders 
(including the patient, family, primary physician, and other specialists) to agree and act upon the same direction of care could 
guarantee better results. It would be even more advantageous if this were coherent with the patient’s wishes. The details of subthemes 
of how providers can assist patients in achieving a good death are as follows: 

Theme 1: Provide Supportive Care. 
Supportive care included symptom control and caregiving from families and healthcare staff. 

“It’s the physical symptoms. If there is no pain, the emotional state will be good. I will be able to live normally. If there is pain, then there 
will be no peace.” - male patient 

“Give medication as appropriate, make us comfortable, that’s enough. I do not want anything when I am dying, no cardiopulmonary 
resuscitation (CPR), no revival, nothing. If it is time to go, just go; I want to die only once, naturally” - male, patient 

“Take care of him to his last breath. Staying together all the way.” - male caregiver 

Theme 2: Good Communication. 

3.3. Cheer up: allow hope, talk about concerns 

“Give lots of encouragement. Comfort him. Cheer him up. Do not be stressed; everything will be better. The doctors will come soon.” - male 
caregiver 

“Cheer him up every day to keep fighting. His morale seems to improve, not as strained.” - male physician 

3.4. Tell prognosis/truth: talk about death/the future, allow time to accept and prepare 

“If we know about the disease prognosis, we may be able to guide them on whether they have time to prepare. Telling the exact timing 
might be difficult, but approximation should help them plan, so they will have the moment to prepare.” - female physician 
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3.5. Assist patient and family in the same direction: discuss together 

“I wish the doctors could explain to help the patient understand, and also the family. If she knows and understands, she will be able to cope 
better.” – female caregiver 

“We have to communicate if the ideas are not coherent. Bring the family in to clear things up: what the patient wants, see if the family is 
okay with that.” – male doctor 

3.6. Collaborate with other healthcare teams for patient care 

“Consult with the palliative care team. I will do my best, coordinating with the hematologist for palliative chemotherapy.” – male physician. 
Theme 3 Prioritize the Patient’s Wishes. 
Along with good communication in healthcare, the provider should identify and follow the patient’s wish 

We have to take care of him the best we can. If he had told us something before, we would have to follow what he said. If he wants to listen 
to dhamma, we will find it for him, prepare it for him.” - female caregiver 

4. Discussion 

This study aimed to understand the definition of a good death from different perspectives of those most likely to be involved in the 
dying process. For a good death, four main themes were identified coving aspects of symptom control, acceptance of death with 
dignity, social support, and faith. The study also provided insights for care providers on how to help patients and families achieve a 
‘good death’ in the Thai setting. 

The most prevalent theme raised in this study was controlled symptoms, with pain being brought up almost exclusively. A pain-free 
state was universally sought [6,7,9–12,32,33]. Patients tend to opt for death at home [2,8,34] but a good place of death usually 
depends on the quality of comfort it can provide [1,6,11,14,35]. Caregivers gravitated toward the patients’ intentions but worried 
about symptom control and the inability to handle emergencies. On the other hand, hospitals provide a sense of reassurance due to the 
availability of healthcare providers. Physicians wished to follow the patient’s choice [10], acknowledging the benefits of both places: 
enabling patients to return home if their conditions were relatively stable or to stay at the hospital if they pleased [8]. 

Even though other studies had found that defining a good death was limited by heterogeneity between participants [6,7,32] and 
diversity amongst individuals and cultures [2,15,16], it was not beyond the biopsychosocial-spiritual domains. For example, another 
cross-sectional study in Thailand concluded that Thai cancer patients and their relatives gave importance to a preferred place of death, 
physical and psychological comfort, and good relationship with families and medical staff. Religion could also be related to the 
participants’ concept of a good death. For example, in the Thai context, most Buddhist patients believe that death is a part of 
impermanence which would support their death acceptance process and allow open-mind about death [36]. Similar to the previous 
study of Thai Buddhist families’ perspective of a peaceful death, our study reports the concept of a good death as not suffering, being 
not alone, having a peaceful state of mind, and being aware of impending death [37]. Differences were seen regarding some domains, 
including being a physical or psychological burden, preparedness, and receiving life-prolonging treatments. However, all were within 
the biopsychosocial-spiritual domains [2]. The focus should then rather be on the meaning each person gives to each aspect of a good 
death. 

Based on our study, stakeholders can help patients achieve good death by providing supportive care, good communication, and 
compliance with the patient’s wishes. For physicians and providers, accurate prognostication using appropriate patient assessment, 
such as the Palliative Performance Scale, should be provided to the patients and caregivers to improve the quality of supportive care 
[29]. Among stakeholders, effective communication was a foundation for trust and healthy relationships, uplifting the sense of support 
[1,11,18]. Engaging in sincere conversation, listening with empathy, and giving encouragement should be exercised [8,9,11]. The 
National Institute for Health and Care Excellence (NICE) has suggested that living will and advanced care plans could be useful tools for 
communication among patients, families, and healthcare providers so that the patient’s goals and wishes can be achieved [38]. 
Alongside the Thai standard advanced care plan form and its standard operating procedures developed by the Thai National Health 

Fig. 1. The three bridge components of achieving a good death.  
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Commission Office (NHCO) in 2021, benefits and accommodation to the patients’ and caregivers’ needs might have been enhanced 
[39]. This would aid decision-making, as it could clear discrepancies between perspectives, leading to a good death [2,15,32,34]. 
Suppose death can be imagined as a person’s journey crossing a river from this life to “another place”. In that case, the three themes 
identified in the study could be illustrated metaphorically as a bridge to help cross the river. When all three bridge components are 
whole and aligned, the best passage will be secured; thus, a good death can be achieved. (Fig. 1). 

4.1. Strength and limitations 

While one of the major strengths of the study was from exploring the meaning of good death among different perspectives from 
three groups, we believe the data from three perspectives could be considered as a way to help triangulate our findings from the 
different perspectives of a good death. Based on this, the data reached saturation, as no new or emerging themes emerged from the 
participants in the latter interviews [40]. While our sample size (n = 14) was small, it was higher than the minimum of interviews 
required to achieve saturation in the published literature [41]. However, we acknowledge that the sample for each subgroup was 
small, and results are unlikely to be generalizable within the subgroups. We used the WHO’s four domains of health as the working 
analytical framework for analysis, which was not an inductive approach. However, we have chosen this method as it allows our 
findings to contribute to previously established frameworks [42]. Using the WHO’s framework will enable our findings to contribute to 
a deeper understanding and allow some aspects of our results to be generalizable and potentially replicable if a similar framework is 
applied. 

Another limitation of our study was that all of the patients were adults diagnosed with terminal cancer. Their PPS ranges from 30 to 
50%, reflecting that the median survival time for the participants can be expected at between 2 and 6 weeks [29]. Our findings, 
therefore, might not transfer to the perspectives of adolescent patients or patients with lesser advanced stages or with other advanced 
diseases, such as end-stage organ failures or frail elderly patients. All participants were Thai Buddhists, so this study might not be able 
to represent different cultures and religions well. The young physicians in residency training might not give the same perspective as 
more experienced physicians or other healthcare specialists. However, these physicians were primary physicians for the patients and 
the ones spending the most time with the participants. Nurses are important providers for palliative care patients but were not 
interviewed in our study. This was because, in the Thai context, primary physicians have the final authority to make decisions 
regarding any medical treatment provided in the hospital. Given that nurses have more bedside experiences with the patient than 
physicians, it may be possible that their perspectives could be a mixture of the patients’/caregivers’ perspectives and the physicians’ 
perspective [43], and more detailed research is needed to explore this issue. 

5. Conclusions 

In the Thai context, the meaning of a good death relates to symptom control, acceptance of death, social support, and faith. 
However, due to individualized needs and perceptions, a clear understanding of each individual’s meaning of good death is required. 
Physicians and stakeholders looking to support good death should focus on providing supportive care, good communication, and 
prioritizing the patient’s will and wishes. 
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