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Abstract

Background: ‘Wish to Die’ (WTD) involves thoughts of or wishes for one’s own death or that one would be better off dead.
Objective: To examine the prevalence, longitudinal course and mortality-risk of WTD in community-dwelling older people.
Design: Observational study with 6-year follow-up.
Setting: The Irish Longitudinal Study on Ageing, a nationally representative cohort of older adults.
Subjects: In total, 8,174 community-dwelling adults aged ≥50 years.
Methods: To define WTD, participants were asked: ‘In the last month, have you felt that you would rather be dead?’
Depressive symptoms were measured using the CES-D. Mortality data were compiled by linking administrative death records
to individual-level survey data from the study.
Results: At Wave 1, 3.5% of participants (279/8,174) reported WTD. Both persistent loneliness (OR 5.73 (95% CI 3.41–
9.64)) and depressive symptoms (OR 6.12 (95% CI 4.33–8.67)) were independently associated with WTD. Of participants
who first reported WTD at Wave 1 or 2, 72% did not report WTD when reassessed after 2 years, and the prevalence of
depressive symptoms (−44%) and loneliness (−19%) was more likely to decline in this group at follow-up. Fifteen per cent
of participants expressing WTD at Wave 1 died during a 6-year follow-up.
Conclusions: WTD amongst community-dwelling older people is frequently transient and is strongly linked with the course
of depressive symptoms and loneliness. An enhanced focus on improving access to mental health care and addressing social
isolation in older people should therefore be a public health priority, particularly in the current context of the Covid-19
pandemic.
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Key Points

• One out of 29 community-dwelling older people reported that during the last month they have felt that they would rather
be dead.

• Sixty per cent of those with the wish to die also had co-existing depressive symptoms while almost 3/4 reported loneliness.
• Seventy-two per cent of these participants no longer reported a wish to die when reassessed 2 years later, however.
• Those who no longer reported a wish to die also demonstrated significantly lower levels of depression and loneliness.
• One in seven participants who initially reported a wish to die died within the following 6 years.
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Background

‘Wish to Die’ (WTD), also known as death ideation or a
death wish, involves thoughts of one’s own death, that one
would be better off dead, or wishing for one’s death [1].

While later life is generally characterised by emotional
well-being and contentment [2], a minority of older people
report WTD [3] with higher rates in selected groups, such
as those receiving home care services [4] or with a higher
burden of chronic disease [5].

WTD is a complex phenomenon. It is defined by inter-
national consensus as a reaction to suffering from which
the patient can see no way out other than to accelerate
his or her death [6]. WTD may mean different things to
different individuals, however, and it appears that there are
significant sociocultural factors underpinning this [7]. WTD
can potentially be due to several factors, many of which
are interlinked, including physical symptoms, psychological
distress, existential suffering or social deprivation [6].

Assisted dying is the act of deliberately providing medical
assistance to another person who wishes to end their own
life [8]. Currently, in Ireland, it is illegal to provide such
assistance to people with WTD or suicidal ideation. How-
ever, a new bill that would legalise assisted dying for those
with terminal illnesses, the Dying with Dignity Bill 2020, is
due to be considered by lawmakers in Ireland in the coming
months.

In order to inform discussion around this complex issue,
this report examines the prevalence of WTD in a large
population-representative sample of people aged ≥50 years.
We specifically examine factors associated with WTD; the
longitudinal course of WTD and the relationship between
WTD and death.

Methods

This is a longitudinal study examining the baseline preva-
lence and subsequent longitudinal course of WTD, as well
as factors that may influence the persistence of WTD during
follow-up. Our hypothesis is that WTD may be transient
in a significant number of cases and that the trajectory
of symptoms of depression or loneliness would influence
whether WTD persists or resolves.

This study is based on data from the Irish Longitudinal
Study on Ageing (TILDA), a large population-based study
of a nationally representative sample of community-dwelling
older adults aged ≥50 years.

TILDA was designed to investigate how the health, social
and economic circumstances of the older Irish population
interact in the determination of ‘healthy’ ageing. The TILDA
study design has been outlined previously [9] but in short;
the first wave of data collection (Wave 1, 2009–2011) was
conducted using a stratified clustered procedure to randomly
sample postal addresses from the Irish Geo-Directory (a
listing of all residential addresses in the Republic of Ireland).
All postal addresses in Ireland were assigned to one of 3,155
geographic clusters; using RANSAM (a random sampling

design for Ireland), a sample of 640 of these clusters was
selected stratified by socioeconomic group and geography,
where all household residents aged ≥50 years were eligible
to participate; Wave 2 was conducted in 2011–2012; Wave
3 was conducted in 2014–2015 and Wave 4 was conducted
between 2015 and 2017.

Participants were included in this study if they were
aged 50 years or older at Wave 1 and responded to the
CAPI question on WTD. Participants were excluded from
participation at Wave 1 if they had a pre-existing diagnosis
of dementia.

Wish to die

At Wave 1, participants were asked: ‘In the last month, have
you felt that you would rather be dead?’ Participants who
answered affirmatively were defined as having WTD.

Loneliness

Participants were asked to rate their frequency of loneliness
as rarely or never; some of the time; a moderate amount of
time or all of the time.

Depressive symptoms

Depressive symptoms were assessed at Waves 1 and 2 using
the 20-item Centre for Epidemiological Studies Depression
Scale (CES-D), with a score ≥16 was used to define clinically
significant depressive symptoms [10].

Mortality

In order to compile mortality data, death records were
obtained for TILDA participants and linked to individual-
level survey data from the study. Data linkage was performed
for all individuals who died between April 2010 and Decem-
ber 2016. The data linkage procedures are reported fully
elsewhere [11].

Other measures

Covariates were selected based on prior studies demonstrat-
ing a possible association with WTD [5,11,12]. Level of edu-
cation was recorded as primary level or less, secondary level
or tertiary level. Instrumental activities of daily living (IADL)
impairment was elicited by asking about the ability to carry
out the following tasks: Walking 100 m (100 yards); running
or jogging about 1.5 km; Sitting for about 2 h; getting up
from a chair after sitting for long periods; climbing several
flights of stairs without resting; climbing one flight of stairs
without resting; stooping, kneeling or crouching; reaching or
extending your arms above shoulder level; pulling or pushing
large objects like a living room chair; lifting or carrying
weights over 10 pounds/5 kilos, like a heavy bag of groceries;
picking up a small coin from a table. Participants were also
asked about the presence of pain and to grade pain if present
as mild, moderate or severe. Cardiovascular disease was
defined as a self-report of angina, congestive cardiac failure
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or prior myocardial infarction. Self-report was also elicited
for the following chronic diseases: eye disease (cataracts,
glaucoma or age-related macular degeneration), lung disease,
cancer, osteoporosis, liver disease, arthritis, urinary incon-
tinence, Parkinson’s disease and diabetes. Participants were
also asked specifically about a prior diagnosis of depression
or other psychological/mental illness, as well as the treatment
they received for this.

Statistical analysis

All analyses were conducted using Stata/MP 14 (StataCorp.
Stata Statistical Software: Release 14. College Station, TX:
StataCorp LP; 2015). Baseline characteristics of the study
sample were presented descriptively by WTD.

A logistic regression model, reporting odds ratios with
95% confidence intervals (CIs), was used to delineate fac-
tors associated with WTD. Covariates were chosen a priori
based on their likelihood of association with WTD. Pearson
Goodness-of-fit tests were applied to this model.

Kaplan–Meier plots were used to compare survival in
those with WTD compared to those who did not report
WTD. Data were right-censored at the end of the follow-
up period (December 2016). Cox regression was used to
ascertain an unadjusted hazard ratio for WTD as a predictor
of death during follow-up.

This longitudinal analysis was done in order to clarify the
risk of death conferred by endorsing WTD, as well as the
cause of death in this context.

Ethics

The TILDA study was approved by the Faculty of Health Sci-
ences Research Ethics Committee at Trinity College Dublin
and all participants gave informed written consent. All exper-
imental procedures adhered to the Declaration of Helsinki.

Results

Baseline characteristics

At baseline assessment, almost 3.5% of participants (279/8,174)
reported WTD within the last month. The baseline
characteristics of this group are summarised in Table 1.

There was no significant age difference by mean age or
by age category between those who reported and those who
did not report WTD. Participants endorsing WTD were
more likely to be female, separated or divorced from a spouse
and living in rural areas, with lower levels of educational
attainment. There were higher rates of heart disease and other
chronic diseases in those reporting WTD, as well as higher
rates of functional disability and chronic pain. Participants
with WTD were also seven times more likely to have current
depressive symptoms, and four times more likely to have
previously been diagnosed with depression by their doctor.

Table 2 demonstrates that, after adjusting for covariates,
the factors independently associated with WTD are
age ≥75 years (reduced likelihood), living in a rural area

or a town or city other than Dublin, functional disability,
chronic pain, higher burden of loneliness and depressive
symptoms.

Wish to die and loneliness

Figure 1 demonstrates the significantly higher burden of
loneliness seen in participants with WTD. Almost three-
quarters of participants reporting WTD also reported lone-
liness at least some of the time, while almost one fifth with
WTD reported that they were lonely all the time. Almost
one-third of participants who felt lonely all the time also
endorsed WTD.

Wish to die and depressive symptoms

Sixty per cent of participants with WTD also met the criteria
for clinically significant depressive symptoms, with a CES-D
score of ≥16. This was seven times higher than the prevalence
of clinically significant depressive symptoms in those who
did not report WTD.

Despite this, only 32% of participants with WTD had
received a diagnosis of clinical depression by their doctor,
indicating possible under-detection of depression within this
group. Importantly, less than one-tenth of participants with
WTD had received psychological counselling while one-fifth
were prescribed antidepressant medication (see Figure 2).

Longitudinal course of wish to die

Participants reporting WTD at Wave 1 were reassessed at 2-
year intervals up to and including Wave 4, i.e. every 2 years
for 6 years.

Of those reporting WTD at Wave 1 (n = 279), 20%
(n = 57) were lost to follow-up by Wave 2; 57% (n = 160)
no longer reported WTD while 22% (n = 62) continued to
report WTD. Of this cohort still reporting WTD (n = 62) at
Wave 2, 18% (n = 11) were lost to follow-up by Wave 3; 53%
(n = 33) no longer reported WTD at Wave 3, while 29%
(n = 18) continued to report WTD. At Wave 4, 28% of those
with persisting WTD (n = 5) were lost to follow-up, while
one-third no longer reported WTD and 39% continued to
report WTD, see Figure 3. One-quarter of those reporting
WTD at Wave 1 but not at Wave 2 then re-reported WTD
at Wave 3 or 4.

A further 175 individuals first reported WTD at Wave 2
having denied WTD at Wave 1. Of these participants, 16%
(n = 28) were lost to follow-up at Wave 3; 61% (n = 107)
no longer reported WTD at Wave 3, while 23% (n = 40)
continued to report WTD at Wave 3. At Wave 4, 20% of
those with persisting WTD (n = 8) were lost to follow-up;
43% (n = 17) did not continue to report WTD at Wave 4,
while a further 38% (n = 15) reported persisting WTD.

Overall, of the participants who first reported WTD
at either Wave 1 or 2, 72% did not report WTD when
reassessed after 2 years.

The prevalence of depressive symptoms in those where
WTD did not persist from Waves 1 to 2 dropped by almost
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Table 1. Baseline characteristics of study sample by Wish to Die

WTD (n = 279) No WTD (n = 7,895)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mean age (95% CI), years 62.3 (61.1–63.5) 63.9 (63.7–64.1) t = 2.67; P = 0.0077
Aged 50–64 years (%) 62 57
Aged 65–74 years (%) 26 27
Aged ≥75 years (%) 12 17 X 2 = 4.41; P = 0.110

Female (%) 59 54 X 2 = 4.22; P = 0.040
Location (%)
Dublin city or county 32 23
Another town or city 30 28
Rural area 38 48 X 2 = 15.21; P < 0.001

Marital Status (%)
Married 56 69
Never married 9 10
Separated/divorced 16 6
Widowed 19 14 X 2 = 52.01; P < 0.001

Educational Attainment (%)
Primary 43 30
Secondary 34 40
Tertiary 23 30 X 2 = 21.41; P < 0.001

Instrumental ADL impairmenta

No impairments 73 94
1 impairment 10 3
≥2 impairments 17 3 X 2 = 197.50;P < 0.001

Frequency of loneliness (%)
Rarely or never 36 82
Some of the time 25 11
Moderate amount of time 20 5
All of the time 19 2 X 2 = 628.08; P < 0.001

Cardiac disease (%)b 22 16 X 2 = 6.08; P = 0.014
Number of chronic diseases (%)c

0 35 48
1 23 29
2–3 34 20
≥4 9 3 X 2 = 60.74; P < 0.001

Chronic pain
No pain 39 65
Mild pain 12 10
Moderate pain 18 16
Severe pain 30 8 X 2 = 186.30; P < 0.001

Mean CES-D (95% CI) 20.0 (18.4–21.6) 5.4 (5.2–5.5) t = −34.79; P < 0.001
Depressive symptoms (%)d 60 8 X 2 = 785.08; P < 0.001
Doctor’s diagnosis of depression (%) 32 8 X 2 = 198.02; P < 0.001

aDefined as self-reported number of deficits in the following instrumental activities of daily living: walking 100 m (100 yards); running or jogging about 1.5 km;
sitting for about 2 h; getting up from a chair after sitting for long periods; climbing several flights of stairs without resting; climbing one flight of stairs without
resting; stooping, kneeling or crouching; reaching or extending your arms above shoulder level; pulling or pushing large objects like a living room chair; lifting or
carrying weights over 10 pounds/5 kilos, like a heavy bag of groceries; picking up a small coin from a table. bDefined as self-report of angina, congestive cardiac
failure or prior myocardial infarction. cBased on the number of the following chronic diseases: eye disease (cataracts, glaucoma or age-related macular degeneration),
lung disease, cancer, osteoporosis, liver disease, arthritis, urinary incontinence, Parkinson’s disease and diabetes. dDefined a score of ≥ 16 on the 20-item CES-D.

44% from Wave 1 to 2, while the prevalence of depressive
symptoms in those where WTD persisted dropped by 5%.

Similarly, in those whose WTD ‘resolved’ between Waves
1 and 2 prevalence of self-reported loneliness dropped from
59% to 40% compared to a drop from 81% to 79% in those
with a persisting WTD, see Supplementary A1.

Wish to die and death

Fifteen per cent of participants expressing WTD at Wave 1
died during 6-year follow-up, compared to 9% of those who
did not report WTD at Wave 1. Supplementary A2 demon-
strates differences in survival for those reporting WTD at

Wave 1 by censored age. The hazard ratio of WTD for death
during follow-up was 1.75 (95% CI 1.27–2.40); likelihood
ratio chi-square test = 10.3).

The commonest cause of death in participants reporting
WTD was cardiovascular (41%), followed by cancer (17%)
and respiratory illness (17%).

Discussion

This study examines the prevalence, predictors and course
of WTD in a large population-representative sample of
community-dwelling older adults aged ≥50 years.
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Table 2. Logistic regression model with wish to die as dependent variable

Odds Ratio (95% CI) z P-value
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Age Range (Ref: 50–64 years)
Aged 65–74 years 0.85 (0.60–1.20) −0.91 0.362
Aged ≥75 years 0.52 (0.32–0.85) −2.63 0.009

Female sex 0.78 (0.58–1.05) −1.65 0.099
Location (Ref: Dublin city or county)
Another town or city 0.63 (0.44–0.90) −2.57 0.010
Rural area 0.63 (0.46–0.87) −2.78 0.005

Marital status (Ref: married)
Never married 0.79 (0.49–1.27) −0.97 0.332
Separated/Divorced 1.31 (0.86–2.01) 1.25 0.212
Widowed 1.01 (0.66–1.53) 0.03 0.973

Educational attainment (Ref: primary)
Secondary 0.88 (0.64–1.22) −0.76 0.448
Tertiary 0.78 (0.54–1.12) −1.34 0.180

Instrumental ADL impairment (Ref: none)a

1 impairment 1.83 (1.12–3.01) 2.40 0.016
≥ impairments 2.86 (1.80–4.53) 4.47 <0.001

Frequency of loneliness (Ref: rarely/never)
Some of the time 2.18 (1.49–3.20) 4.00 <0.001
Moderate amount of time 3.32 (2.15–5.12) 5.43 <0.001
All of the time 5.73 (3.41–9.64) 6.58 <0.001

Cardiac diseaseb 1.28 (0.90–1.83) 1.37 0.170
Number of chronic diseases (Ref: 0)c

1 0.78 (0.54–1.13) −1.32 0.188
2–3 1.19 (0.82–1.73) 0.94 0.364
≥4 1.03 (0.56–1.88) 0.09 0.932

Chronic pain (Ref: no pain)
Mild pain 1.56 (1.02–2.40) 2.04 0.041
Moderate pain 0.89 (0.60–1.32) −0.59 0.557
Severe pain 1.82 (1.24–2.69) 3.03 0.002

Depressive symptomsd 6.12 (4.33–8.67) 10.22 <0.001

aDefined as self-reported number of deficits in the following instrumental activities of daily living: walking 100 m (100 yards); running or jogging about 1.5 km;
sitting for about 2 h; getting up from a chair after sitting for long periods; climbing several flights of stairs without resting; climbing one flight of stairs without
resting; stooping, kneeling or crouching; reaching or extending your arms above shoulder level; pulling or pushing large objects like a living room chair; lifting or
carrying weights over 10 pounds/5 kilos, like a heavy bag of groceries; picking up a small coin from a table. bDefined as self-report of angina, congestive cardiac
failure or prior myocardial infarction. cBased on the number of the following chronic diseases: eye disease (cataracts, glaucoma or age-related macular degeneration),
lung disease, cancer, osteoporosis, liver disease, arthritis, urinary incontinence, Parkinson’s disease and diabetes. dDefined a score of ≥ 16 on the 20-item CES-D.
Pearson goodness-of-fit test: Pearson χ 2 = 3210.22; P = 0.7000. Ref = reference value.

We found that 3.5% of older adults reported a current
WTD. People reporting a WTD were more likely to be
female, to live in rural areas, to be separated or divorced
from a spouse, to have lower levels of educational attainment,
have a functional disability and chronic pain and a higher
burden of chronic illness, heart disease, depressive symptoms
and loneliness. When analyzed in adjusted models, however,
the factors independently associated with WTD were liv-
ing outside Dublin city or county, impairments in IADLs,
chronic pain and current depressive symptoms and loneli-
ness. Chronic disease burden was not associated with WTD
in fully adjusted models. Older age (≥75 years) was inde-
pendently associated with a lower likelihood of wish to die.

Rurup et al . [13] has previously reported that 3.4% of
Dutch people aged 58–98 endorsed WTD, while 5% of a
community-dwelling French sample of older adults aged 65–
96 years [14] and 2% of an Australian sample of community-
dwelling people aged ≥70 years [15] reported WTD. Higher
rates have been shown in specific cohorts, such as older

people attending general practise [5] or in hospital [16].
To our knowledge, this is the first study to ascertain
a population-based prevalence of WTD in community-
dwelling older adults, however.

WTD appears to be closely linked to loneliness and
depressive symptoms. Almost three-quarters of participants
with WTD also reported loneliness, while almost one fifth
reported that they were lonely all the time. 60% of partic-
ipants with WTD also had clinically significant depressive
symptoms.

Importantly, only half of those with WTD and co-existing
depressive symptoms report an established diagnosis of
depression. Prior work has highlighted the potential burden
of undiagnosed and therefore untreated population with
depression within the TILDA cohort [17]. It is not surprising
therefore that less than one-sixth of those with WTD and
co-existing depressive symptoms have accessed psychological
or counselling services given this apparently high rate of
undetected depression.
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Figure 1. Frequency of loneliness by Wish to Die. Note: participants were asked to rate their frequency of loneliness as rarely or
never; some of the time; moderate amount of time or all of the time.

Figure 2. Depressive Symptoms by Wish to Die. Note: depressive symptoms were assessed using 20-item Centre for epidemiological
studies depression scale.

Almost three-quarters of participants first reporting
WTD at Wave 1 or 2 denied persisting WTD when
questioned at Waves 2 and 3 respectively, indicating that
in most cases WTD does not persist. Importantly, in cases
where WTD did not persist, participants were significantly

more likely to report lower levels of depressive symptoms
and loneliness during follow-up also.

Almost 15% of participants reporting WTD at Wave 1
died within the 6-year follow-up period. The commonest
cause of death was cardiovascular disease.
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Figure 3. Does wish to die persist? Analysis of participants reporting wish to die at Wave 1. Notes: participants were followed at
2-yearly intervals, i.e. Wave 2 was 2 years after Wave 1 and so on. At each wave, participants were asked: ‘In the last month, have
you felt that you would rather be dead?’ Those who answered affirmatively were defined as having wish to die.

There are some limitations to this study that should be
noted. WTD was assessed by asking only regarding the
last month so excludes people who have had WTD out-
side this timeframe. Number reporting WTD at Wave 1
is also relatively low. Furthermore, while we discuss the
role of mental health, loneliness, pain and functional dis-
ability in WTD, it must be emphasised that the WTD is
clearly multifactorial and important factors that could not
be examined in this study include spiritual factors, cultural
aspects, the role of suffering or loss of meaning or the
feeling of hopelessness. While the findings from this study
suggest that ameliorating depressive symptoms or loneliness
may help address death ideation in later life, it is likely
that strategies aimed at addressing WTD would need to
adopt a multifaceted approach. The strengths of the study
include the well-described population-representative sample,
with robust longitudinal measures of depressive symptoms,
loneliness and mortality.

In conclusion, this study demonstrates that when ques-
tioned, 1 in 29 older people report that during the last
month they have felt that they would rather be dead. Almost
three-quarters of participants with WTD also reported lone-
liness, while 60% also had clinically significant depressive
symptoms. Seventy-two per cent of participants who first
report a WTD at either Wave 1 or 2 did not report a
WTD when reassessed 2 years later, and in cases where
WTD does not persist, loneliness and depressive symptoms

improve longitudinally. Other factors that are closely linked
with WTD are functional disability and chronic pain.

The timing of these findings greatly increases their impor-
tance for two reasons. Firstly, the prevalence data reported
here should inform the decision of legislators and practi-
tioners as they consider the Dying with Dignity Bill 2020.
This aims to legislate around assisted dying in terminal
illness only. This study, accepting cultural differences around
this complex issue, is also relevant to other countries where
assisted dying may be considered in individuals who report
WTD and do not have a specific terminal illness.

It should also be noted, however, that the definition of
‘terminal illness’ in this newly proposed legislation is ‘an
incurable and progressive illness which cannot be reversed by
treatment, and the person is likely to die as a result of that
illness or complications relating thereto’. Almost two-thirds
of participants expressing WTD in his study have at least one
chronic illness, many of which may be considered incurable
but can be managed with appropriate medical therapy.

These data also have important implications for the
framework relating to advance directives, as WTD amongst
community-dwelling older people may be transient and is
strongly linked with the course of depressive symptoms and
feelings of loneliness. Depression and loneliness are both
remediable, however, with robust international evidence
demonstrating improvement with appropriate interventions
[18,19,20].
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Secondly, due to the COVID-19 pandemic, these deci-
sions are being made at a time of greatly increased prevalence
of depression and loneliness among older adults and given
the strength of the associations shown here, it is reasonable
to expect that the prevalence of WTD will have increased in
line with increased depression and loneliness [21,22].

An enhanced focus on improving access to mental health
care and addressing social isolation, chronic pain and disabil-
ity in older people should therefore form an important part
of any discussion around WTD and assisted dying in later
life, particularly in the current context of Covid-19.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online.
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