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What Influences Patients’ Decisions
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Abstract

Context. Artificial hydration (AH) is used to palliate patients with reduced fluid

intake at the end of life but is a controversial practice. Patients’ involvement in
decision making varies, and little is known about patients’ understanding of the
benefits and burdens of AH.

Objectives. To identify the factors that patients consider most important when
making decisions regarding AH at the end of life.

Methods. Interview study using Q-sort methodology conducted with 20 patients
with advanceddiseases recruited from inpatient andoutpatientpalliative care services.

Results. Several domains appear to influence a decision about AH: the patient’s
understanding of AH, their philosophical position on end-of-life care, the process
of discussion, and who makes the final decision. Patients generally based their
decision on whether AH would improve quality of life, although prolonging life
was important for some. Hydration was not considered a burden, and many would
want a trial of AH in the event that they could no longer drink. Patients wanted to
be guided by medical opinion, although some wanted to make the decision on
their own. All patients welcomed the opportunity to discuss AH.

Conclusion. Patients view AH as an important issue and are keen to be involved
in decision making. Health care professionals may withhold AH at the end of life
because they perceive it as a burden on patients and on their interactions with
family, although this view is not shared by patients. Some patients lack
understanding regarding the likely benefits of AH. Research examining the
impact of clinical information regarding AH on patients’ decision making is now
needed. J Pain Symptom Manage 2011;42:192e201. � 2011 U.S. Cancer Pain
Relief Committee. Published by Elsevier Inc. All rights reserved.
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Introduction
Reduced fluid intake is common in patients

with advanced disease and can be caused by
nausea, physical obstruction, loss of appetite,
or anorexia-cachexia syndrome. As death
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approaches, fluid intake diminishes further
because of extreme weakness and, eventually,
consciousness decreases. The provision of
fluid to quench thirst is a powerful symbol of
caring, and questions often arise from pa-
tients at the end of life and their families re-
garding the provision of artificial hydration
(AH).

AH refers to the methods used to provide
hydration to patients who are unable to take
such provision by mouth or swallow, most
commonly via intravenous or subcutaneous
administration. The use of AH in palliative
care is a complex, emotive, and sometimes
controversial topic, with great variation in
practice.1,2 Decisions regarding whether to
initiate AH are based often on anecdotal
rather than scientific evidence, frequently
influenced by the attitudes of those involved
in decision making.3,4

A recent Cochrane review revealed a lack of
sufficiently good quality studies to make any
recommendations for practice on the effects
of AH in palliative care patients.5 Existing ev-
idence suggested that AH may have some
benefit in terms of improving sedation, myoc-
lonus, and a perception of overall benefit, but
adverse effects such as fluid retention also
were apparent.

Involving patients in decision making is cen-
tral to palliative care philosophy and necessary
when hydration issues are to be discussed.6 In
the United Kingdom, the National Council for
Palliative Care advises that patients with capac-
ity should always be helped to participate in
discussions if AH is being considered.7 Despite
these recommendations, patients’ involvement
in decision making varies, and little is known
about patients’ understanding of the benefits
and burdens of AH, although evidence sug-
gests that knowledge is poor.8

Previous studies conducted outside the
United Kingdom indicate that many palliative
care patients have a positive attitude toward
AH, perceiving it to be of clinical benefit al-
though the futile nature of AH was stressed
and respondents agreed that AH might worsen
suffering.4,9e11 This perception was strongly
held, with respondents feeling that withholding
AH would cause premature death.9 Explana-
tions for such strongly held views include religi-
osity, fear of death and dying, or a desire to
carry on living regardless of the circumstances.
These views are not held universally, however.
One study found that 73% of patients did not
want treatment if the chance of survival was
poor.12

Cultural factors can influence patients’ be-
liefs about end-of-life care in general and AH
in particular. Issues such as the Jewish princi-
ple of prioritizing the sanctity of life have
been cited as influencing decisions relating
to AH, as well as the cultural and spiritual sig-
nificance relating to provision of fluids and
nutrients.4,10 Different ethnic groups also tra-
ditionally practice different models for the
process of decision making in end-of-life
care. For example, it is common practice in
some cultures not to disclose the truth about
a poor prognosis to a dying patient on the ba-
sis of nonmaleficence.10

As clinicians managing patients with ad-
vanced disease, we wanted to improve our dis-
cussions with patients regarding AH and
understand how their preferences are formed.
This is part of a larger program of work called
Attitudes to Rehydration in the Dying (ARID).
For this study, we aimed to identify the factors
that patients consider most important when
deciding whether they wish to receive AH.
Methods
Participants and Setting

We recruited 20 patients with advanced dis-
ease who were either inpatients or outpatients
at a large U.K. hospice. The aim of sampling
was to gain a range of attitudes about AH,
and so we included male and female patients
of different ages and performance status.
Participants provided written consent, and
ethical approval was provided by the King’s
College Research Ethics Committee (CREC/
07/08-194).

Q-Methodology
Developed in the 1930s, Q-methodology

provides a means of exploring beliefs, at-
titudes, and subjectivity. Participants in a Q-
methodology study are presented with a sample
of statements or propositions that represent
a full spectrum of views and values about the
topic in question. This set of statements is
known as the Q-set. Respondents are asked to
rank order the statements according to the
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extent to which they agree with them, a process
called Q-sorting. Each item is physically placed
on a sorting grid to represent the participant’s
level of agreement or disagreement with the
particular proposition (Fig. 1). The sorting
grid is essentially a spectrum that is anchored
by ‘‘strongly agree’’ at one end and ‘‘strongly dis-
agree’’ at the other end; the middle is marked
‘‘neutral.’’ By Q-sorting, participants reveal
their level of agreement with statements and
so express their subjective viewpoint.13,14
Formation of the Q-Set
The first step in Q-methodology is to develop

a set of statements that reflect a full spectrum of
views and values about the chosen topic. To do
this, we collected these views and values regard-
ing AH from as wide a range of sources as possi-
ble. These included an extensive literature
review of AHwithin palliative care and from dis-
cussions with two focus groups, the first involv-
ing palliative care clinicians and the second
involving service user representatives. The col-
lected statements were then called the Q-set.

We refined these statements so that similar
ideas were grouped into themes, repetitions
were combined, and statements that were too
ambiguous to interpret were eliminated. Pilot
testing of the statements took place to ensure
clarity, balance, ease of interpretation, and ap-
propriateness. Palliative care clinicians were
used as domain experts and asked to comment
on the relevance of the statements. Lay people
and palliative care patients were asked to read
each sentence to ensure it was comprehensi-
ble. The final Q-set consisted of 37 statements,
Strongly 

Disagree

 Disagree  Neutral

-4 -3 -2 -1 0 

Fig. 1. Scoring of Q
each of which was transcribed onto a small
card to produce a numbered pack.
Data Collection
The Q-set was administered in a face-to-face

setting. Participants were interviewed by the re-
searcher (C. M.), and data were collected on
each patient’s diagnosis, age, performance sta-
tus, previous experience of AH, and religious
and ethnic background. The process was ex-
plained, and written instructions were pro-
vided. Patients were asked to consider the
following vignette:

In the event that your illness had progressed
to a point that you were too unwell to take
fluids by mouth, a drip may be considered
to keep you hydrated. Please imagine your-
self in this situation when looking at the
deck of cards provided. Read each statement
and consider whether you agree, disagree or
feel neutral about it.

The term ‘‘drip’’ was used to describe admin-
istration of AH. Pilot testing revealed that pa-
tients understood this phrasing. Each patient
was given the Q-set pack and asked to read
each statement before sorting them into piles
according to whether they agreed, disagreed,
or felt neutral about each one. After separa-
tion, patients then ranked the statements
onto a sorting grid, with statements they
most strongly agreed with at one end (þ4)
through zero (neutral/unsure) to those they
most strongly disagreed with at the other end
(�4) (Fig. 1) The position of each statement
on the grid was recorded on a data collection
 Agree  Strongly 

Agree

+1 +2 +3 +4 

-sort grid.
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sheet and a score attached to it (�4 to þ4),
forming the individual’s Q-sort. The inter-
viewer asked the participants to explain their
placement of the statements on the grid, and
the patients’ comments about the items were
documented by the researcher and read back
to each participant at the end of the sorting
process. These notes were later used to aid
the interpretation of factors identified.
Data Analysis
Data from the completed Q-sorts of each pa-

tient were then entered into the dedicated
software package PQ Method (free software
from www.qmethod.org). Data analysis in
Q-methodology involves the sequential appli-
cation of three sets of statistical procedures:
correlation, factor analysis, and the computa-
tion of factor scores.15 First, the correlation
matrix of all Q-sorts is calculated. This shows
all possible pairwise correlations between pa-
tients. Next, the correlation matrix is subjected
to factor analysis to identify the number of
natural groupings of Q-sorts according to
their being similar or dissimilar to each other.
People significantly associated with a given
factor will share similar views on the subject
in question.16 Rotating the factors enables
the researcher to examine factors from
Fig. 2. Example of summary Q-sort res
different angles and maximizes the amount
of variance explained by the extracted fac-
tors.17 Each resulting final factor signifies
a group of individual points of view that are
highly correlated with each other and uncor-
related with others.14 Eigenvalues reflect the
amount of variation accounted for by the cor-
responding factor. A standard requirement is
to select only those factors with an eigenvalue
in excess of 1, but use of this method alone
may result in too many factors being re-
tained.17 To adjust for this, a scree plot was
created, and factors were retained that lay to
the left of the point where the scree line
flattens.

Finally, factor scores are calculated. A state-
ment’s factor score is the normalized weighted
average statement score (z-score) of respon-
dents that define that factor.18 These scores
can be used to form a summary Q-sort that
characterizes the set of responses to statements
that are held by respondents with that particu-
lar viewpoint, illustrated in Fig. 2.16
Validity and Reliability. Validity of a Q-study
is evaluated by content, face, and Q-sorting
validity.19 Content validity was assessed via tri-
angulation of the findings of the extensive
literature search, along with expert opinion
ponses characterizing Factor 3.

http://www.qmethod.org
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from the clinicians taking part in focus
groups, who were used as domain experts.
Content validity also was checked via exten-
sive piloting of the methodology. Using exact
wording from the original source wherever
possible on the Q-set statements assures their
face validity.20 Reliability of Q-sorting has
been demonstrated in several studies using
a test-retest procedure. Administering the
same Q-set to the same individuals at two dif-
ferent points in time produced correlation co-
efficients of 0.80 or higher.18,19
Results
Recruited Patients

Twenty participants consented to take part
in the study over a 10-week period. Of these,
17 participants completed the Q-sort process;
three withdrew before completion because of
drowsiness, fatigue, and the unexpected arrival
of visitors. Mean age of patients was 66.1 years
(range 38e84 years); 13 patients were of white
British ethnicity, three patients were of black
British or Caribbean ethnicity, and one was
Southeast Asian. Most had advanced cancer,
but three had end-stage respiratory disease.
All patients had had previous experience
with AH but were not receiving AH at the
time of interview. Mean Karnofsky perfor-
mance status was 45.5 (range 20e60).

Factor Analysis and Discriminating
Statements

Eight factors were identified, and five of
these had eigenvalues greater than 1. Follow-
ing scree plot analysis, three factors were re-
tained in the final model, which accounted
for 54% of the total variance. We examined
the statements that loaded differentially across
each of the three factors (i.e., discriminating
statements where some patients agreed and
others disagreed) and used these to character-
ize the factor (Table 1).

Factor 1d‘‘Quantity of Life at all Costs.’’ Factor
1 accounted for 28% of the variance within the
model, and the Q-sorts of six patients character-
ized this factor. Patients defining this factor
agreed strongly that provision of AH was likely
to prolong their life and they were willing to try
any measure that would extend it. Comments
made included ‘‘I would try owt (anything) to keep
alive’’ and ‘‘A drip is an alternative way of feeding. I
see it like oxygen, which I need to keep me alive.’’
This grouping included all three non-

cancer patients, and all participants had lived
with their illness for several years. Some had
received repeated infusions of AH and intra-
venous medication such as antibiotics. Factor
1 patients were not keen to be in control of
decision making. Although they wanted AH
to be discussed with them while they were
well enough to express their wishes, this
group wanted medical staff to make decisions
about AH on their behalf. The group demon-
strated faith in the knowledge and expertise
of medical staff: ‘‘Doctors are the best people to
advise. I can’t possibly know all about it, they are
much more experienced than me.’’ This faith
may have been misguided at times: ‘‘The
doctors wouldn’t suggest it, if it didn’t provide
nutrients.’’
Patients defining Factor 1 were not influ-

enced by their family’s opinion nor did they
want their families to make decisions on their
behalf. Although faith was important to some
of the patients, it did not influence their be-
liefs regarding AH.

Factor 2d‘‘Passive Decision Maker Influenced by
Others.’’ Factor 2 accounted for 14% of the
variance, and the Q-sorts of five patients char-
acterized this factor. Participants defining this
factor did not wish to be in control of decision
making. Instead, they looked for guidance
from several influencing powers, including rel-
atives, medical staff, and, in particular, their re-
ligious faith. This group agreed that they
would wish for information about AH and
that this should be discussed with them. Ulti-
mately, however, they were willing for medical
staff to actually make a treatment decision
for them and, to a lesser extent, their family.
These patients trusted the knowledge and ex-
pertise of medical staff and appeared to be-
lieve that while in medical care they should
follow medical advice. This was illustrated by
several comments: ‘‘Why go to the doctors if you
are not going to follow their advice?’’ and ‘‘Doctors
know best. They have more experience and deal
with this every day.’’
Patients defining this factor accepted their

terminal illness and were keen that life was
not prolonged if it lacked quality. As a result,



Table 1
Item Scores for Each Statement by Factor

No. Statement

Factor Arrays

1 2 3

1. Being attached to a drip disturbs my sleep �3 �2 1
2. Being attached to a drip would be a burden �4 �2 0
3. A drip might make me more alert 1 0 �1
4. A drip might cause me problems �1 �1 0
5. I would wish for a drip if it would relieve my thirst 1 0 0
6. If I were unable to drink, having a drip would make me feel something was

being done for me
3 �1 �1

7. I would be content to have regular mouth care if this alleviated a dry mouth �1 0 0
8. I would wish for medical staff to make decisions on my behalf 1 3 �4
9. I would like to know I had a choice in whether to have a drip or not 0 0 3
10. A drip might provide me with nutrients 0 �1 1
11. Having a drip may improve my energy levels 2 1 0
12. If I couldn’t drink, I would worry about my fluid intake 1 1 0
13. Having a drip may prolong my life 4 �1 2
14. Having a drip is uncomfortable �2 �3 1
15. I would want information about the benefits and burdens of drip treatments 0 2 2
16. I would only want a drip if it improved my quality of life 1 3 4
17. I have no strong feelings about drip treatments �1 1 �2
18. Being attached to a drip reduces quality of life L4 L2 L1
19. I would try anything that extended my life 3 �3 �3
20. I am influenced by information I read on the internet or see on TV L2 L4 L1
21. Having a drip would give me hope 0 �2 �3
22. A drip should be used until the end of life if a patient is too unwell to drink 2 �4 �2
23. I would feel happy for my family to make decisions on my behalf �2 1 0
24. Drip treatments should be discussed along with other important decisions such

as resuscitation
2 2 3

25. Previous experience of having a drip would influence my decisions about drip
treatments

L1 L1 L2

26. Having a drip means I cannot get close to friends or family L3 L1 L2
27. My family’s opinion would be important to me �1 3 �1
28. My faith influences my thoughts about drip treatments �3 2 �4
29. I would feel confident to raise the issue of a drip with my doctor 0 0 2
30. I would like a trial of drip therapy if I couldn’t drink 1 1 1
31. I feel I have enough knowledge about the use of drip treatments 0 0 �1
32. Being attached to a drip would make me feel more dependent on nursing staff 0 �3 1
33. The provision of fluid is a basic necessity 4 2 2
34. I would want to be at home. If a drip prevented this, I would not want a drip �2 0 �3
35. Having different tastes/flavors in my mouth would be important to me even if I

could only sip small amounts
�1 1 4

36. I would want doctors to discuss drip treatments with me while I was well enough
to discuss my wishes

2 4 3

37. I would be guided by what my doctor suggests 3 4 1

The consensus was apparent for 10 statements (defined as all patients agreeing or all patients disagreeing with the statement), highlighted in
bold.
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they wished for a drip only if it were to improve
quality of life and strongly disagreed with state-
ment 22: ‘‘A drip should be used until the end
of life if a patient is too unwell to drink.’’

Factor 3d‘‘Autonomous Information Seeker Who
Values Quality Rather Than Quantity of Life.’’
Factor 3 accounted for 12% of the variance,
and Q-sorts of four participants defined this
factor, illustrated in Fig. 2. Patients in this
group were keen to be involved in decision
making regarding AH and felt strongly that
hydration should be discussed with them in
advance, at a time when they were fit enough
to be involved in decision making. They
wanted information about benefits and bur-
dens of AH to make an informed decision:
‘‘Good information is very important. This would
need to be in advance as I might not be fit enough
to be involved when the time comes.’’ These pa-
tients wanted to make independent decisions
and were not likely to be influenced by faith,
the media, or family. They strongly disagreed
about medical staff making decisions on their
behalf, for example, ‘‘The doctor suggested I
should have a drip earlier this week. I wanted to
make my own decision and decided to try and drink
more.’’
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Participants who defined Factor 3 wished for
quality of life over quantity at all costs. Although
agreeing that having a drip may prolong life,
these patients only wished for AH if it were
likely to improve their quality of life. Factor 3
patients were concerned about the experience
of being attached to a drip and indicated
weak agreement that AH may be uncomfort-
able or disturb sleep, although they did not
agree that it would be a burden. Other factors
such as enjoying different tastes and flavors,
which may improve quality of life, were impor-
tant to this group. ‘‘I have a very dry mouth. The
nurses have been giving me different types of fruit
juice. I find it refreshing. It is important to keep
having different flavors.’’

Factor 3 participants disagreed that they
were willing to try any measure that might ex-
tend their lives. This was illustrated in com-
ments such as ‘‘I wouldn’t go to drastic actions. I
believe when your time is up, your time is up’’ and
‘‘If it isn’t doing you any good, what is the point?’’

Consensus Statements
Consensus was apparent for 10 statements

(defined as all patients agreeing or all patients
disagreeing with the statement), highlighted
in bold in Table 1. All patients agreed that pro-
vision of fluid was a basic necessity and so they
would want AH if they could no longer drink,
but only if it improved quality of life. Patients
also agreed that this decision was important
and should be discussed with medical staff
while they were well enough to do so. All pa-
tients would be guided by what medical staff
suggested, although for patients defining Fac-
tor 3, this did not mean that medical staff
should make the decision.

Responses also demonstrated that patients
were not influenced by information from the
Internet or television and disagreed that AH
reduces quality of life or separates a patient
from friends or family. No patient agreed
with the statement that AH would cause him
or her problems.
Discussion
Decision-Making Domains

We found that patients had strongly held
opinions regarding AH at the end of life. Sev-
eral domains appear to influence a decision
about AH: the patient’s understanding of
AH, their philosophical position on end-of-
life care, the process of discussion, and who
makes the final decision. We identified three
distinct decision-making styles reflecting
convergent or divergent views across these
domains.

Understanding of AH. Faced with not being
able to drink, some patients would worry and
all patients would want a trial of AH. They
did not appear to be content with mouth
care as a substitute for this. Factor 1 patients
regarded AH as providing hope and that it
should be used routinely until death, although
these views were not shared by the other two
decision styles.
There were no strongly held views on the

benefits of AH, with only ambivalence or
weak agreement regarding the effect of AH
on energy levels and alertness. This finding
probably reveals a lack of knowledge but could
suggest that these benefits are not particularly
valued although these outcomes are supported
by better evidence.5 Previous studies demon-
strate a negative correlation between knowl-
edge about AH and desire for AH, with those
patients who are better informed being less
likely to want AH.10

More interestingly, patients did not perceive
that AH was a burden nor that it would cause
problems or reduce quality of life, common
reasons cited by staff for withholding AH.21

This may reflect the reality of patients’ previ-
ous experience of AH: ‘‘It’s only a piece of tub-
ing.’’ In some cases (Factor 1), statements
highlighted an acceptance of putting up with
practical limitations of being attached to
a drip in order for perceived benefit: ‘‘I’ve got
used to having drips, I’m pretty adaptable.’’ Partic-
ipants did not agree with the perception that
AH would prevent them being close to their
family, and given the choice of AH as an inpa-
tient or being at home without it, they would
choose the former.

Philosophical Position of End-of-Life Care. The at-
titude toward end-of-life care differentiated
patients’ decision-making styles most. For
some patients, prolonging life was the most im-
portant influence on their decision (Factor 1).
Although AH is unlikely to influence progno-
sis in patients at the end of life, this group
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considered AH necessary to stay alive. It has
been suggested that many requests for such fu-
tile treatment reveal that patients are not ready
to let go and die.22

Others strongly disagreed with this view in
relation to AH. Factors 2 and 3 participants
recognized that there may come a time when
their prognosis would not be affected by med-
ical intervention and at this point would only
wish for AH to provide comfort. Certain pa-
tients appeared to feel that their life lacked
any quality and thus would not wish for it to
be prolonged even if AH was likely to do so.

Process of Discussion. There was a strong con-
sensus that AH was an important issue, and
the benefits and burdens should be discussed
with patients when they are able to take part
in a discussion. This is consistent with the
U.K. End of Life Care Strategy.23 However,
health care professionals have been shown to
influence decision making toward their own
preferred outcome through selective presenta-
tion of information.24 Such a ‘‘framing effect’’
can bias both the perception of the problem
and the way it is processed by the patient.

Who Makes the Final Decision?. Patients were
consistent in their willingness to be guided
by doctors, and many would be happy for doc-
tors to make the final decision. However, for
some patients (Factor 3), autonomy was para-
mount, and they wanted to make the decision
themselves. These findings reflect earlier stud-
ies indicating that although patients typically
express a high degree of interest in learning
about their illness and treatment, their prefer-
ence for actual participation in treatment deci-
sion making is highly variable.25e27

In general, the influence of family was min-
imal, and although religious faith was impor-
tant for some in making a decision, many of
the patients interviewed rejected its influence.
Interviews with family caregivers have shown
that they were concerned that withholding
fluids would shorten life, and many had re-
ceived no information about AH, did not un-
derstand the benefits or burdens, and were
misinformed; caregivers had rarely discussed
AH with the patient.28 Decisions regarding
AH are frequently left until a point when pa-
tient involvement may be limited by fatigue
or impaired cognition.1 The fact that most of
these patients did not wish for their family to
make decisions for them and yet are willing
to be influenced by medical staff highlights
the need for timely communication among pa-
tient, family, and health care providers.

Study Limitations
This study has potential limitations. We re-

cruited from one U.K. hospice, and most pa-
tients were of white British ethnicity, although
we recruited four patients who were not from
this ethnic group. Although it is recognized
that cultural factors influence attitudes regard-
ing AH, this study was small and only included
patients able to read and speak English. In addi-
tion, we did not evaluate mood or perceived
quality of life of recruited patients, and these
may have influenced attitudes toward AH at
the end of life.

The researcher was present with each partic-
ipant during the Q-sort process. This was nec-
essary, as many participants needed physical
assistance to pick up or place cards. The pres-
ence of the researcher may have unconsciously
influenced participants’ responses.29

This study aimed to explore diversity in atti-
tudes regardingAHat the end of life. Although
three statistically independent factors were
identified (representing distinct decision-
making styles), and a number of consensus
statements revealed, it is not claimed that these
factors represent all possible views nor that re-
sults can be generalized to the wider popula-
tion. Q-sample sizes are typically smaller than
those of a regular survey. Replication in other
centers or with a different sample including
those for whom English is not a first language
would be valuable and may reveal additional
factors. Similarly, replicationwithin larger sam-
ples of cancer and noncancer patients would
be important.

Bias also may occur in the interpretation of
the research data. Although factors can be an-
alyzed statistically, these results require human
interpretation. We took measures to reduce
bias: One of us (C. M.) identified factors,
whereas the other (M. I. B.) acted as domain
expert. We agreed on the final three factors
for inclusion and their defining characteristics.

Implications for Clinical Practice
Clinicians should discuss AH with patients at

the end of life as part of advance care planning
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discussions. Although clinicians may feel un-
comfortable discussing such sensitive topics,
this study indicated that interviewed patients
welcomed the opportunity to explore their
feelings about AH. Many of these patients
would be guided by medical opinion, but
some patients will want to make this decision
on their own. Although the decision regarding
AH is usually based on whether it improves
quality of life, for some patients, AH will be
seen as life prolonging. Involving family carers
in these discussions is likely to be helpful.

We have shown that Q-sort methodology is
feasible in a palliative care population for ex-
ploring ethically challenging issues, and this
could be used in clinical practice to clarify pa-
tient attitudes’ regarding AH and tailor subse-
quent discussions. This approach has been
used in oncology clinics to screen patients for
appropriate interventions relating to fatigue.30

There is a risk that health care professionals
may withhold AH because they perceive it as
a burden on patients and on their interactions
with family. Our findings indicate, however,
that these patients would wish for a trial of
AH and do not see this intervention as a bur-
den or likely to reduce their quality of life. In-
terestingly, the recently revised Liverpool Care
Pathway for the Dying now places greater em-
phasis on the assessment and management of
hydration at the end of life.31 Finally, the im-
pact on patients’ decisions of evidence-based
information regarding the physiological bene-
fits and burdens of AH needs to be tested in
a clinical trial.32
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