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Abstract 

The purpose ofthis cross-sectional study wasto analyze factors which may relate to 

surviving family members’attitudestoward euthanasia and to determine their significance. 

ifany. This research used data which were collected by telephone survey from a sampling 

frame comprised ofadult surviving family members whose names were listed in the 

Knoxville NewsSentinelhttvittn July 1997and April 1998. Onethousand,sbc hundred 

seventy eight adults were listed onthe sampling frame.Three hundred forty nine persons 

were randomly selected from the population to ensure a95% confidence level and a 

permissible error of±.04. The response rate based onthe number ofpersons completing 

the survey relative to the number in the sample was38%. The response rate which took 

into consideration those in the sample who were noneligible and nonreachable was85%. 

The survey instrument was comprised ofthree scales; a euthanasia preference scale,a 

general self-efficacy scale,and an intrinsic religious orientation scale. Additionally, 

respondents were asked to complete a demographics section. 

A pilot study was carried out using sixty persons randomly drawn from the sampling 

frameto assess the survey instrument. SPSS® wasused to carry out anitem analysis of 

the scales resulting in the following Cronbach Alpha values: euthanasia scale(.76);self-

efficacy scale(.84);and,intrinsic religious orientation scale(.66). 

Data were analyzed using regression analysis in SPSS®.Following the data analysis,it 

was concluded that the correlation (-0.44 at /?<0.001) and regression model (p <0.001) 

show that there is a significant inverse relationship between the euthanasia and intrinsic 

V 
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religious orientation scores in this study. However,relationships between other predictors 

did not exist or were not able to be tested in this study due to paucity ofdata in some data 

cells. 

In conclusion,within the limitations ofthis study,intrinsic religious orientation is a 

predictor ofeuthanasia preference among surviving immediatefamily members. 
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CHAPTERI 

INTRODUCTION 

The term “euthanasia”comesfrom the Greek“eu”which means“well”and “thantos” 

which means“death.(Hendin,1973), Tordella(1977)defines euthanasia as “the act of 

allowing or inducing death for merciful reasons which mayinclude the act ofwithdrawing 

or withholding treatment.” This definition encompassesthetwo main elementsfound in 

most definitions ofeuthanasia—that the outcome is death and that the death induced either 

directly(active euthanasia-termination oflife)or indirectly(passive euthanasia such as 

withholding or withdrawing treatment)was done for merciful reasons. Although the 

meaning ofthe term(well death) is simple,its interpretation has affected legal, medical, 

and social controversy as far back as Hippocrates who said,“I will neither give a deadly 

drug to anybody ifasked for it, nor will I make a suggestion to this effect, This view is 

the philosophical basis for the Hippocratic Oath taken by doctors today which promises 

to relieve suffering and prolong and protect life (Doukas,Waterhouse,Gorenflow& Seid, 

1995).However,with the advances in medical technology and availability ofnew drugs. 

physicians are forced to deal not only with medical decisions,but also with the 

controversy involving ethical considerations of interventions that end a person’s life 

(Rushton& Terry, 1995). 

Euthanasia as a movementin the U.S.can be traced back to 1938 when the 

Euthanasia Society ofAmerica was established(Wintersheimer, 1995). In recent years. 
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media attention in the U.S. hasfocused on the topic due in part to landmark cases such as 

Cruzan v. Director,MissouriDepartment ofHealth and the Quinlan court case where 

surrogate decisions were questioned and decisions made on withdrawal ofsupport based 

on the patients informal comments before the patient entered the vegetative state and 

incompetency(King, 1991). Euthanasia has become especially salient in current social 

debate because in the contemporary arena ofmedical ethics and philosophy,“quality of 

life” has become almost as important as the biological definition ofdeath(Koop,1989; 

Schewe&Ritz, 1994). The decisions surrounding death especially through euthanasia 

have become complex “including the definitions oflife and death,and ofhuman 

personhood,the question ofthe meaning,value,and purpose ofhuman life, and the 

dilemma posed by our various duties to ourselves,our families, patients,clients,and 

society at large”(Smolin,1994). 

Problem Statement 

The problem in this study wasto determine ifgeneral self-efficacy, intrinsic religious 

orientation,and selected demographic variables could serve as predictors ofattitude 

toward euthanasia among surviving immediate family members. 

Purpose ofStudy 

The purpose ofthe study wasto analyze factors which may relate to surviving 

immediate family members’ attitude toward euthanasia and to determine their significance. 

ifany. The study population consisted of adults(persons over 18) who were identified 
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asimmediate family membersofdeceased persons whose death was reported in the 

obituaries printed in the Knoxville NewsSentinelfrom July 1997through April 1998. This 

study was dehmited to; 1) family members(mother,father, husband,wife,daughter,son, 

brother, sister)ofpersons whose death was reported in obituaries which appeared in the 

KnoxvilleNewsSentinelfrom July 1997through April 1998 (Note:the sample was 

drawn in retrospect from the 1997-1998 time frameto ensure the participating family 

members would have a greiving time before being contacted)with the sample being drawn 

through systematic random sampling;2) participants who were adults(minimum age 18); 

and 3) respondents who could be contacted by telephone. 

Thefactors identified for analysis in this study were: general self-efficacy,intrinsic 

religious orientation,respondent’s age,respondent’s education level,age ofthe deceased. 

respondent’sfamily income level,length ofillness,race,gender,religious preference,and 

relationship to the deceased. 

Research Question 

The purpose ofthe study was specifically addressed by the assessment ofthe following 

research question; 

What relationship,ifany,is there between a surviving immediate family 

member’s attitude toward euthanasia and general self-efficacy,intrinsic 

relgious orientation,respondent’s age,respondent’sformal education level. 

age ofthe deceased,respondent’s annualfamilyincome level,length of 

illness,race,gender,rehgious preference,and relationship to the deceased? 
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Need For the Study 

Markson(1995)notes that the issue ofhow and when we die is important because the 

cost of health care is the most rapidly rising portion ofthe consumer index. Markson 

(1995)notes,“Medicare expenses are the highest in the last year oflife and an estimated 

37 million people remain uninsured making euthanasia increasingly salient.” Studies also 

suggest that doctors and other health care providers are often hesitant to consider the 

family’s and often the patient’s wishes regarding advance directives because they are busy, 

afraid ofupsetting the patients, may have a lack ofexperience regarding advance 

directives procedures,or may be concerned about legal ramifications(Bedell&Delbanco, 

1984; Bedell,Pelle&Majer,1986). 

Most euthanasia research hasfocused on health care providers(Baume,O’Malley& 

Bauman,1995;Christakis& Asch,1995;Doukas etal,1995; Fins&Bacchetta, 1994; 

Pijnenborg,van Delden,Kardaun,Glerum,and van der Maas,1994; Rushton& Terry, 

1995). Many of these studies reveal that many health care providers do not communicate 

with their patient's families effectively,and because of their personal commitmentto 

sustaining life, are not alwaysinterested in hearing or doing what the immediatefamily 

wants ifit is contrary to opinions held by the health care providers. 

Additionally,with advances in medicine,a patient can be kept "alive" longer,but may 

experience a severe reduction in the quality oflife (Koop,1989). With health care costs 

rising sharply and many persons uninsured,there is debate in the medical ethics 
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community questioning whether money should be spent on cases which appear to be 

hopeless since provision ofhealthcare is a limited resource(Markson,1995) 

Although uncommon in the United States, in Britain and the Netherlands,the practice 

ofeuthanasia is common(Seale&Hall, 1995). In recent years,the issue ofeuthanasia in 

the U.S. has become salient,due in part to media coverage of landmark legal cases such 

as Cruzan v. Director,MissouriDepartmentofHealth and the Quinlan court case where 

surrogate decisions were questioned and decisions made regarding withdrawal ofsupport 

based on the patients informal comments before the patient entered the vegetative state 

and incompetency(King, 1991). 

Medical costs are increasing. The health care industry,through advanced technology, 

is able to support life beyond limits even imaginable afew years ago. Legal issues 

surrounding both support and withdrawal oflife support are becoming increasingly 

complex. Research on the attitudes held byfamily members ofill or deceased patients 

regarding euthanasia is limited(Rothchild, 1994; Seale and Hall, 1995a;Seale and Hall, 

1995b). However,immediatefamily members are often asked to interpret and make life-

support decisions(withholding or withdrawing treatment, assignment of durable power 

ofattorney, and living wills). Therefore,the study proposed by this paper would: 1)add 

to the literature,2)assist health care providers in better understanding the role of family 

membersin making medical decisions,and 3)assist religious and other support 

professionals in helping family members during the difficult times ofdecision making by 

helping them understand the variables which may influence decision-making behavior. 
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Assumptions 

Thefollowing assumptions were made regarding this study: 

1. Family members have attitudes toward euthanasia and these attitudes could be 

evaluated through use ofa self-report survey. 

2. Family members participating in the study responded to the questionnaire truthfully. 

3. The scales used in the study are reliable and valid instruments. 

Delimitations ofthe Study 

This study was delimited to: 

1. family members(mother,father, husband,wife,daughter,son,brother, sister)of 

persons whose death was reported in obituaries which appeared in the Knoxville News 

Sentinelfrom July 1997through April 1998 (Note:the sample was drawn in retrospect 

from the 1997-1998 timeframe to ensure the participating family members would have a 

greiving time before being contacted)with the sample being drawn through systematic 

random sampling; 

2. participants who were adults(minimum age 18);and 

3. respondents who could be contacted by telephone. 

Limitations ofthe Study 

Thefollowing limitations were made 

1. The survey instrument(questionnaire) used in this study required self-report. 
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2. The participants responded while in varied settings. 

3. Use ofa homogeneoussample resulted in paucity in some data cells. 

4. Generalizability is limited to the study population represented by the sampling frame. 

Definitions ofTerms 

Thefollowing definition of "euthanasia," was selected to ensure internal consistency 

because it wasthe one used for development ofthe euthanasia scale used in this study 

(Tordella, 1977). 

Euthanasia: the act ofallowing or inducing death for merciful reasons which 
may include the act ofwithdrawing or withholding treatment(Tordella, 1977). 

Other defined terms include: 

General Self-Efficacy: a person’s ability to cope with a large variety ofstressors as 
measured by the self-efficacy scale used in the study(Schwarzer, 1994). 

Intrinsic Religious Orientation: The direct application ofone’s religious behefsto 
daily life and the response to it(Feagin, 1964). 

Euthanasia Favorableness or Unfavorableness: The degree,as determined by the 
Tordella Scale,to which an individualfavors or does not favor allowing or 
inducing death for merciful reasons including the act ofwithdrawing or 
withholding treatment(Tordella, 1977). 

Chapter Summary 

This chapter has provided a briefintroduction to the study and described the study 

problem,study purpose,research question,need for the study,assumptions,study 

delimitations,limitations,and definitions of terms which may need to be operationally 

defined for the study. 
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The purpose ofthe study wasto analyze factors which may relate to surviving 

immediate family members’attitude toward euthanasia and to determine their significance, 

ifany. The need for this study is supported by a review ofthe literature which showsthat 

studies surveying family attitudes regarding euthanasia are extremely limited. 

Additionally,the topic ofeuthanasia and families attitudes regarding it are more salient 

with increases in life expectancy,increases in the cost of health care,and the advances in 

technology supporting life since more and morefamilies willface the economic realities of 

providing care to an aging family members and find themselves left with decisions which 

may include euthanasia.Koop(1989)notes with advances in medicine,a patient can be 

kept "alive" longer,but may have decreased quality oflife. Aslaws are made and the 

legal, moral,and philosophicalissues are debated,the attitudes offamily members 

regarding euthanasia need to be considered. Decisions need to reflect not only the attitude 

ofhealth care providers,but also family members. 
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CHAPTERn 

LITERATUREREVIEW 

Literature and Studies Related in Content 

A review ofliterature and studies related in content to this study provide afoundation 

to understanding what work has been done in the area proposed by the study. It allows 

the researcher the opportunity to expand on earlier work and to compare similar elements 

done in this study with those previously investigated. It is through a review ofcontent 

that the researcher establishes aframework upon which to add to the body ofknowledge 

already established. 

Persons other than the patients themselves often participate in decisions regarding 

euthanasia. Others involved include health care providers(physicians,nurses); family 

members,close fiiends,legal representatives, and whenthe person adheres to a religious 

faith,often a representative ofthe faith(clergy,rabbi, priest, etc.). Each ofthese groups 

has its own agenda whenfacing euthanasia and the perspectives represented by individuals 

within each group must consider situational,financial,legal,and the moral and ethical 

elements represented by the particular situation that affects the life or death dilemma. The 

following paragraphs describe studies which have been carried out specific to each 

category identified. 

WithdrawingAVithholding Treatment(Passive Euthanasial 

Rothchild(1994)reviewed twenty five sources(books andjournals)which were 

published between 1978 and 1992to ascertain the family dynamics which are involved in 

end-of-life treatment decisions when life support wasto be withheld or withdrawn.He 
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ascertained on the basis ofthe studies reviewed that variables affecting family decision 

making included: 

1. Patient’s Role in the Family: The part the family member plays relates to his/her 

perceived role in the family unit such as boss,scapegoat,caregiver,etc. Rothchild(1994) 

notes that families are more likely to feel inclined to prolong the Ufe ofa parent with 

young children than they are ofan aging bachelor. Also,a person who has traditionally 

wielded control(boss)may also expect other family membersto acquiesce to his/her 

decision. 

2. Developmental Stage ofthe Patient and Family: Whether a person is young or old 

often affects family decision making. Rothchild(1994) suggests that welet go ofthe 

aged chronically ill more readily than we do the young. Also,he notes that elderly who 

have children are more inclined to avoid advanced directives expecting family membersto 

know their wishes and act accordingly. Lansky,Cairns,&Hassanein(1978)note that 

young families who must deal with a child having a severe illness in which treatment or 

withdrawal oftreatment decisions must be made have a higher incidence ofmarital 

breakup than do older families. 

3. Family Cohesion: Decisions regarding withholding or withdrawing treatment can be 

complicated by polarization caused when old loyalties or conflicts are brought to the 

surface in situations where families are involved in divorce. For example,treatment 

decisionsfor children where there are also custody considerations can stir up conflicts. 

Similar situations arise where decisions must be madeinvolving children and spouses ofa 

former marriage regarding an aging parent. 
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4. Definitions ofWhat Constitutes a‘Tamily:” Increasingly with the advent of some 

persons involved in nontraditional lifestyles,the situation ofwhat constitutesfamily 

becomesincreasingly difficult. Rothchild(1994) cites a case(Steinbrook& Tirpack, 

1985)where alesbian housemate ofa patient dying fi-om esophageal cancer was asked by 

the medical staffto make end-of-life decisions for the patient who did not have an advance 

directive. The“housemate”was not comfortable making the decision and finally located a 

nephew and brother who had not seen the patient in years and the decision was made by 

them even though they had far less contact with the patient than did the housemate. 

Rothchild(1994)also cited a letter to the New England Journal ofMedicine which 

acknowledged a situation where a patient did not believe his/her children had the same 

views he/she held and signed over power ofattorney to a trusted fiiend rather that the 

children. 

5.Family Structural Characteristics; Based on her review ofthe literature,Rothchild 

(1994)also notes that‘Tamilies differ in their problem-solving style, openness,and 

assertiveness towards,or compliance with,the treatmentteams recommendations." Based 

on these differences, decisions may be determined by age,gender,or in other families. 

there may be an equality shared by all family members. The style ofhow afamily shares 

or refuses to share information therefore can influence end-of-life decision making. A 

dysfunctional or enmeshed family rather thanfocusing their anxiety or anger on the 

patient, may actually focus it on the treatment team. 

6. Denial, Guilt,and Anger: Ifafamily member harbors,any ofthese emotions,he/she 

may push for prolonging ofdying rather than withdrawal or withholding treatment. 
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Rothchild refers to this as the“Daughterfrom California syndrome”and cites as a 

hypothetical example an unmarried devoted daughter who caresfor her mother until an 

end-of-life decision eventually must be made. At that time,a second daughter from 

California who has not seen the mother for years arrives and accuses her sister of 

scheming to getthe estate and demandsthat the decision to withdraw treatment be 

rescinded. 

7. Communication ofTreatment Wishesto Proxies: Neither families nor physicians are 

good predictors ofpatient’s wishes without discussing the options with the patient. In 

summarizing studies she had reviewed,Rothchild noted that in general,families tended to 

choose more treatment,and physicians less treatment than the patients endorsed. Also, 

family members making decisions forincompetent persons sometimes knowingly chose 

contrary to the patient’s Avishes. 

In addition to the previous inter- and intra-individualfactors described,Rothchild 

noted an additionalfour cultural and externalfactors which influence family decision 

making with regard to end oflife decisions. They include: 

1. Sophistication. Some rural families,less familiar with the medical terminology and 

technology try to protect themselves and the ones they love by insisting that “everything” 

be done. In contrast,better educated families involve themselves in the ethics committee 

meetings and articulate their view. 

2. Ethnicity and Religion. Minority status can heighten afamilies distrust ofthe 

medicalteam and their recommendations. Rothchild(1994)suggests Mexican-Americans 

are more accepting ofdeath than Anglos. He also notes Catholics, as a group, are more 
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ready to accept do not rescesitate orders. Rothchild(1994)also suggests African-

Americans who believe in divine intervention lean toward maintaining life. 

3. Economic Pressures. The high cost ofmedical care can sway afamily to choose to 

hasten death, especially in countries without universal health care. 

4.Illness Variables. Smedira,Evans&Grais (1990),cited by Rothchild,noted that in 

intensive care units,families were more inclined to agree with the physicians in limiting 

care ifthe patients had metastatic cancer and severe head injuries than ifthey had 

respiratory or multiple organ failure. Also,certain illnesses with social stigmas such as 

AIDS can reinforce family members decisions to withhold or withdraw care. 

A study done by Seale and Hall(1995)in England which surveyed relatives and others 

who knew people who had died revealed that spouses were more likely than others to say 

that a later death would have been better. The study was a summary oftwo surveys based 

on the death certificates of3,696 persons who died in 1990 and an earlier sample of639 

drawn in 1987. The researchers did arandom sample ofdeath certificates from each of20 

district health authorities acrossEngland and followed up with interviews. The response 

rate was69% with those being interviewed identified in thefollowing categories: spouses 

(36%),other relatives(45%),fiiends/neighbors(9%)and 10% officials(wardensof 

sheltered housing,etc.). The authors used mutivariate analysis with logistic regression to 

analyze independent variables in the study. The authors conclude that the respondents 
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were influenced by considerationsin their ownlives rather than the condition ofthe 

deceased. According to the authors; 

Spouses were less likely than others to feel that it would have been 
better ifthe person died earlier. .. and spouses were more likely than 
othersto saythat a later death would have been better,though not in 
cases wherethe deceased was reported as having said they wanted to 
die soon.Spouses were influenced by theloss which the death ofthe 
person represented forthem,being more likely than others to say they 
missed the person who died a great deal,and felt loneliness wasa big 
problem. Non spouses(children and other relatives ofthe deceased, 
friends, neighbors, and a few officials) . . were more likely than 
spouses to say an earlier death would have been better. They were 
more likely than spouses to say this when the deceased wasnot said 
to have wanted to die earlier. This was influenced by the fact that 
they experienced care as more burdensome than spouses,finding it 
restricted their lives. 

The issue ofwithholding or withdrawing treatment is not only difficult for family 

members,such activities cross over into medical ethics,legal concerns,and also religious 

orientation. 

Physicians and other health care providers often find themselves at the center ofthe 

medical and ethical dilenuna. One example ofthe complexity ofissues involved in 

withholding or withdrawing treatment is views regarding nutrition and hydration in the 

terminally ill. Craig(1994),a consultant Geriatrician,suggests that sedation without 

hydration or nourishment for the terminally ill may in fact lead to death from lack of 

hydration or nourishment rather than the disease,which is tantamountto murder.He 

notes,“to take a decision to sedate a person,without hydration,until he/she dies is a very 

dangerous policy medically, ethically,and legally.”He notes that dehydration can result in 

circulatory collapse,renalfailure, anuria,and death. A key issue he notes currently being 
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debated in English courts is whether artificial feeding counts as medicaltreatment—which 

can lawfully be discontinued ifthe patient is receiving no benefit-or simply the means of 

sustaining life, which ifwithdrawn could lay a doctor open to a charge ofmurder. He 

believes that in making decisions regarding sedation and nutrition and hydration,“the 

underlying reasonsfor sedation and the cause ofthe patient’s inability to eat and drink are 

obviously ofcritical importance. He advocates communication between medical staff,the 

patient before the need arises,and the family to make sure that at the“end ofthe day there 

should not be the slightest groundsfor suspicion that death was due to anything but the 

disease. 

The honorable Donald C.Wintersheimer(1995),ajustice ofthe Supreme Court of 

Kentucky addressed the role ofcourts in terminating nutrition and hydration for 

incompetent patients. As one oftwojustices who dissented in a case in Kentucky in 

which the court authorized the discontinuance ofgastrostomy tubes used to provide 

nourishment and water to an incompetent patient, he felt that the opinion wasin error 

because it viewed artificial feeding ofthe patient by tube as an extraordinary medical 

treatment. He felt the majority opinion ofthe court adopted the view that there were no 

significant differences between terminating food and water and withholding or 

withdrawing life-sustaining medical treatment. He notes thatfood and water are basic 

human needs and the process offeeding by tube is no more medical treatment than 

unassisted feeding is self-medication. Thejudge’s concern focuses on the “slippery slope’ 

concept where the termination oflife movesfrom the realm of“voluntary”to 
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“involuntary.” Additionally,he points out that the right to live precedes the right to 

choose because the right to live is the ultimate right, or the right to have rights. 

The honorable Charles Leibson,(1995),ajustice in the Supreme Court ofKentucky 

wasthe author ofthe majority opinion in the case described in the previous paragraph. He 

described whythe Kentucky court allowed removalofthe feeding tubesfor Martha Sue 

DeGrella. He notes that as the case was discussed,it became obvious that the patient had 

expressed her choice informally while competent,although not in writing,to family 

members(husband,parents,brother)that she would not wantto be kept alive by 

extraordinary means—either mechanical or other artificial means. The court cited cases 

supporting the opinion recognizing the right ofa guardian ofa person in a persistent 

vegetative state to terminate nutrition and hydration for“an incompetent individual who 

has made his or her medical desires known prior to becoming incompetent.” Since Martha 

DeGrella had been in a nursing homefor nine years with severe brain damagefor which no 

medical treatment would benefit,the court ruled in favor ofher mother who was acting as 

legal guardian and who desired termination oftreatment. In summary,the decision to 

allow withdrawal oftreatment was made because the court believed a person in a 

persistent vegetative state has a right to withdrawal offurther medical treatment under the 

individuals common-law rights ofself-determination and informed consent being carried 

out by an incompetent person through the process ofsurrogate decision making so long as 

the wishes ofthe patient are known. They further determined in this case that the declared 

question in terminating life-sustaining medicaltreatment was a factual,not legal 

consideration noting,“Ifthe attending physician,the hospital or nursing home ethics 
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committee where the patient resides,and the legal guardian or next ofkin,all agree and 

documentthe patient’s wishes and the patient’s condition,and ifno one disputes then-

decision,no court order is required to proceed to carry outthe patient’s wishes.” 

In the DeGrella case,Leibson(1995)noted that medicaltestimony established that the 

patient reacted only at the reflexive level meaning she would withdraw from a painful 

stimulus,but did not experience pain by cognitive thought. This was as a result ofthe 

massive brain damage sustained in the injury causing her 9-year vegetative state. 

Increasing,discussion ofeuthanasia has centered on the definition ofdeath. Schewe and 

Ritze(1994)discuss the term “brain death” and postulate that ‘cortical death’ or ‘apallic 

syndrome’which involve ‘irreversible loss ofconsciousness’beincluded under the term 

brain death. They contend that under such a definition it would be easier morally, 

ethically, and legally to make decisions regarding the removal oflife-supporting devices. 

They note that “ifdetermination ofbrain death meantthe diagnosis ofdeath,no room 

would remainfor a moral conflict as to the cessation oftreatment.” Furthermore,the 

authors point out,“a clear cut distinction between life and death is a basic requirementfor 

ensuring the rule oflaw. It should always be so because legal uncertainty can lead all to 

easily to the loss ofmoral standards. 

Another area where withholding or withdrawing treatment are considerations is the 

area ofventilator support. This is an area ofpotential ethical controversy. Rushton and 

Terry(1995)describe a case study illustrating the ethical complications that can arise in 

such a situation. A 78-year old woman was admitted to the MedicalICU with severe viral 

pneumonia. After having been on a ventilator for 4 weeks she showed no improvement. 
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Her husband produced a durable power ofattorney which designated him as her legal 

surrogate. Since she had moderate renalfailure,upper gastrointestinal bleeding,and 

several other complications,the medicalteam and family decided that the goal wasto 

allow her to die. However,disagreement arose between the nurse caring for the patient 

and the attending physician when the physician wrote an order for a neuromuscular 

blocking agent because he did not want the patient to gasp or show signs ofstruggle for 

the sake ofthe patient and family. Although it was within the legal and ethical 

considerations ofthe situation to withdraw the ventilator,the question ofthe use ofthe 

neuromuscular blocking agents raised additional ethical questions. The discussionfocused 

on who’s needs were being met,the patient’s or those who were to attend the death. The 

author’s contend that the use ofthe agents were notjustified because thefocus was not 

consideration for the patient but others involved. The authors conclude by noting that 

physicians and nurses must continue to critically examine the ethicaljustification for 

actions they undertake. 

Although decision to have life support withdrawn and to die are best made by the 

patients, physicians take part in and sometimes make such decisions. Christakis and Asch 

(1995)have studied physician characteristics associated with decisions to withdraw life 

support. The authors surveyed 862Pennsylvania internists and asked them to make 

decisions in response to hypothetical vignettes. The physicians were also asked to report 

their actual experience with the withdrawal oflife support. The response rate was56% 

(n=485)and the data were analyzed using regression models. The response may be 

considered good considering that the survey involved completion ofa 20-page survey 
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booklet. With other factors controlled,the results showed that physicians were more 

willing to withdraw life support ifthey were young,practiced in a tertiary care setting, or 

spent more time in clinical practice. They were less willing ifthey were Catholic or 

Jewish. Physicians reported a higher frequency ofactually withdrawing life support if 

they were young,had more contact withICU patients, spent more time in clinical practice, 

or were specialists. Physicians with a greater willingness to withdraw were more likely to 

report having done so. The study suggeststhat patient preferences and clinical 

circumstances do not exclusively govern such ethical decisions as withdrawal oflife 

support but physician attributes may also play a part. 

Physician-Assisted Suicide and Voluntary Euthanasia(Active Euthanasia! 

Fins and Bacchetta(1994)assembled an annotated bibliography of24 articles focusing 

on the topic ofphysician assisted suicide and voluntary active euthanasia. The authors 

selected the articles based on"how frequently they were cited and how well they were 

argued." The authors were selected from a variety offields and hold differing 

perspectives. The24 articles were compiled originally as educational materialfor the 

ethics committee ofthe New York Hospital. Salient elements ofmany ofthe articles are 

given below and represent the euthanasia debate as it relates to physician-assisted suicide 

and voluntary active euthanasia and represents those points brought out by the authors 

cited by Fins and Bacchetta. 

Battin(1991)compared the process ofdying and attitudestoward euthanasia in the 

Netherlands,Germany,and the United States. The authorfound that in the United States 

most people die in healthcare institutions, and the vast majority ofthe patients die from 
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“electively withholding someform oflife-sustaining treatment.” She states that in the 

Netherlands,3.2% ofthe deaths per year are the result ofvoluntary active euthanasia 

(voluntary active euthanasia is legalin the Netherlands). In Germany,there is little 

tolerance for physician’s involvement with assisted suicide or voluntary active euthanasia 

even though “assisting suicide” is not a violation ofthelaw there. The author notes that 

the burden ofhistory-the Holocaust and Nazi-sanctioned involuntary active euthanasia 

may impact the people’s attitudes. She suggests that the Netherlands’s well-developed 

tradition ofprimary care makes it more amenable to voluntary active euthanasiathan 

either Germany or the U.S. where the physician-patient relationship is less continuous. 

The author notes that the litigious climate in the US would makethe Dutch modelof 

accommodation unworkable. She also suggeststhatin the U.S.,the lack ofuniversal 

healthcare would make it easy to see that the poor and disenfranchised mightfeel pressure 

to seek active euthanasia evenifthey did not really want to make such as choice. 

Brock(1992)presents the pros and cons in the debate regarding voluntary active 

euthanasia(VAE). He notes that the two basic values on which the argument‘Tor” VAE 

rests are “individual self-determination or autonomy and individual well-being.”However, 

he concludes that the patient’s “right ofself-determination does not entitle patients to 

force physicians to act against their own or professional values. In summarizing views 

‘against” VAE,the author says that euthanasia is always unethical and a second argument 

is that according to some who suggest it“may not be ethically wrong”in certain cases. 

public and legal endorsement could lead to adverse consequences. He contributes three 

features associated with moral culpability(consent ofthe patient, physical intention,and 



21 

social and legal sanction).He concludes that letting die and killing are morally equal,and 

ifwe accept letting die as an acceptable practice,weshould also acknowledge the 

reasonableness ofeuthanasia. Brock(1992) in looking at the question from the patient’s 

point ofview says that competent persons can waive their right to life(this is contested in 

Callahan[1992]in one ofthefollowing paragraphs), the author fiirther argues that our 

pluralistic society should not ground policy in religious beliefs which many in our society 

reject and suggests that the slippery slope arguments are the last refuge ofconservative 

defenders ofthe status quo. However,he does admit that legalization of VAE would lead 

to pressure to legalize some nonvoluntary euthanasia ofincompetent patients unable to 

express their own wishes. Considering the various concerns and perspectives he feels that 

physicians are the most appropriate group to carry out VAEto ensure that there are 

procedural safeguards and regulation. 

Brody(1992)views physician-assisted suicide and VAE under a clustered category of 

‘assisted death” and sees no legal or moral difference between the two.His views are 

based on negotiation,compromise,and practical reasoning rather than abstract ethical 

theory. He sees“assisted death” as a compassionate response to medical failure where 

medical interventions fail to arrange a good death. Although the author recognizes the 

psychological reasonsfor preferring patient control over physician-administered lethal 

injection,he objects to what he calls “letting the patient do the dirty work because this can 

be an abrogation ofresponsibility rather than an exercise ofprofessional integrity. The 

approach he recommendsis a legal modification ofthe practice in the Netherlands(where 

the practice is legal)and an“intraprofessional review,in an especially rigorous version of 
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the mortality and morbidity conference.” This process would compelthe physicians who 

assist patients in death to defend their actions against their peers in an openforum.He 

suggests that regular hospital ethics committees are ill suited to such as process because 

they are generally nonadversarial. 

According to Callahan(1992),euthanasia is a challenge to traditional Western views on 

the legitimate conditions under which one person can kill another,the limits ofself-

determination,and the types ofclaims that individuals can make on medicine. Proponents 

ofeuthanasia generally have arguments which fall into four categories according to the 

author including 1)the moral claim ofself-determination and well-being;2)the moral 

irrelevance ofthe difference between killing and allowing to die;3)the supposed paucity 

ofevidence to show likely harmful consequences oflegalized euthanasia;and 4)the 

compatibility ofeuthanasia and medical practice. The author attacks each ofthese 

arguments.He says that since euthanasia requires two people to enter into an arrangement 

with social sanction,it trespasses the bounds ofself-determination. He does notfeel that a 

person can consent to be killed although they can consent to their death by requesting that 

life-sustaining therapy be withheld or withdrawn. The author cautions that legalization of 

euthanasia could lead to legal abuses because ofthe technical difficulty that comes with 

writing and enforcing procedural safeguards noting that many problems relate to the 

ambiguity ofthe language ofthe debate on euthanasia.He also says that questions of 

illness and mortality are both medical and philosophical or religious. He says,“It is not 

medicine’s place to determine when lives are not worth living or when the burden oflife is 

too great. 
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Unlike many other authors who are either pro or con relative to the physician-assisted 

suicide and VAE debate,Clouser(1991)sees a“dynamic tension” between the various 

arguments as a means to prevent the developmentofdetrimental policy and a way to 

foster sound social and legal policy in a pluralistic society. He emphasizes a need for 

“empirical evidence” arguing that using particular cases makesfor poor policy 

development and cautions the reader against institutionalizing a morally acceptable action 

into public policy. In a summarizing statement he emphasizes the“need to consolidate our 

position(on self-determination and the zone ofprivacy)as it exists in right-to-die 

legislation and to clarify,refine,and inform,while...carefully and empirically studying the 

effects ofa policy that would allow suicide and assisted suicide.” 

Citing studies done by the World Health Organization,the American Medical 

Association,the American College ofPhysicians,and the American Pain Society,Foley 

(1991)reports that management ofpain and symptomsof patients with cancer is 

inadequate. She notes that inadequate access to palliative care can pressure impoverished 

patients to consider death as their only option. She also reviewsthe psychologicalfactors 

that influence suicidal ideation in cancer patients. She states,“the meaning ofpain,is 

chronicity,and the lack ofpain reliefall contribute to the patient’s psychological 

morbidity. This diminishes the patient’s quality oflife, and increases the likelihood of 

requests for assisted suicide.” For this author,the debate thatfocuses on termination of 

life for patients with far-advanced disease should first focus on assessing the availabiUty of 

continuing care for such patients. 
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From the perspective ofpolitical science,Jennings(1991)highlights a contradiction in 

libertarian bioethics which on the one hand aflSrms the right ofself-determination,and at 

the same time prohibits the authority to short-circuit the natural process ofdying.He 

notesthat failing to develop a societal notion ofthe good death limits the individual’s 

power over the circumstances ofdeath. He says that with this concept,it will be difficult 

to affirm the patient’s right to forgo life-sustaining treatment and at the same time 

proscribe VAE. He opposes public endorsement and legitimation ofphysician-assisted 

suicide and VAE because he does not believe the health care system could practice 

euthanasia humanely and without substantial abuse. 

Kass’s approach to the debate ofphysician-assisted suicide and VAEis to focus on the 

duties and responsibilities we have to each other rather than the language ofrights(Kass, 

1990). He sees a link between our dignity and the sanctity oflife. He says,“death with 

dignity,rightly understood,has largely to do with exercising the humanity that makes life 

possible and very little to do with medical procedures or the causes ofdeath. 

Furthermore,he notes that “the sanctity-and-dignity oflife is entirely compatible with 

letting die, but not with deliberately killing.” The authors sees several dangers in active 

euthanasia suggesting it subjects the aged and vulnerable to untenable social pressure,and. 

thus,threatens bad social consequences.He believes that euthanasia “violates the inner 

meaning ofthe art ofhealing. 

Koop(1989)believes that euthanasia is an affiont to our Judeo-Christian tradition 

which places a consistent and primary emphasis on the supreme value oflife. He states 

that proponents ofeuthanasia challenge essential,“life-centered” values and undermine the 
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fact that each individual is personally responsible for being a life-centered member ofthe 

human community.Hetakesissue with making assessments ofpatient’s quahty oflife, 

suggesting that it is impossible tojudge another person’s values concerning his or her 

quality oflife. 

Miller and Fletcher(1993)challenge seven arguments against euthanasia. They suggest 

that “killing another who requests to be relieved ofsuffering may be an act ofcompassion 

or caring” regardless ofwhether or not it is morally legitimate. They also do notfeel there 

is a moral distinction between killing patients and allowing them to die when the burdens 

oftreating a terminally ill patient outweigh the benefits. The authors also reject the 

slippery slope argument and suggest the key moralissue in legalizing VAE is whether a 

policy can be developed and implemented that maximizesthe probable benefits and 

minimizes the risks ofmorally objectionable abuses. The authors argue that euthanasia 

does not attack the distinctiveness and limitations ofbeing human noting that choice and 

control are distinctly human quahties. When confronting the argumentthat VAEis an 

assault on the human community,they point out that no reasonable persons would define 

killing as caring,though he or she might recognize cases in which killing at the request of 

the suffering person is the caring thing to do.They assert that VAE enables competent 

patients to request physicians to help them exercise their liberty. They also suggest that 

VAE does not undermine the integrity ofmedicine because it serves the beneficent end of 

reliefofsuffering. Although they are infavor ofpolicy which legalizes VAE,they would 

limit their policy to patients who can make voluntary requests,are competent,and are 

terminally ill. 
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Miller et al.(1994)provide a comprehensive approach to physician-assisted death for a 

restricted group ofpatients. First they would hmit physician-assisted death to“competent 

patients suffering from terminal illness or incurable,debilitating disease who voluntarily 

request to end their lives.” They believe such policy would protect patients, preserve 

professional integrity ofphysicians,and assure the public that voluntary physician-assisted 

death occurs only as a last resort. They believe that voluntary physician-assisted death 

serves the moral goals of relief ofsuffering and self-determination. Unlike many other 

authors who support physician-assisted suicide or VAE,theyfeel that physician-assisted 

death is only alegitimate option after standard measuresfor comfort care have beenfound 

unsatisfactory by competent patients in the context oftheir own situation and values. 

They condemn Jack Kevorkian’s approach and express concerns about“secret” physician-

assisted death in the U.S. which is unregulated. 

Miller(1992)looks at hospice care as an alternative to euthanasia. He asserts that 

hospice care responds compassionately to the “greatest needs and fears ofthe dying;fears 

ofuncontrolled pain;loneliness and abandonment;and loss ofcontrol.”He beheves 

aggressive management ofpain and attention to the patients and their families’ physical 

and psychosocial needs obviate the call for euthanasia. Asregards to policy,the author 

suggests proponents ofhospice care must convince legislators to ensure that barriers to 

pain and symptom control are eliminated because most patients withdraw requestsfor 

suicide when they receive adequate pain control. 

Miller’s emphasis on pain as a primary consideration and the need for good palliative 

care is somewhat supported by the New York State Task Force on Life and Law(1994). 
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The members ofthis task force were appointed by Governor Cuomo and the 

monograph report explores the ethical, legal,and public policy implications ofthe 

decriminalization ofphysician-assisted suicide and VAE. Basically theyfound that the 

dangers ofsuch a dramatic change in public policy would far outweigh any possible 

benefits. Theyfound that,“changes in the law could place the elderly,poor,socially 

disadvantaged and those without access to good medical care at risk.” The members 

found that “pain is often inadequately treated,and that the patients’ depression is currently 

under-diagnosed and poorly managed”and that these omissions correlate highly with 

suicide requests by patients who are terminally ill. 

PeUegrino(1992)takes the perspective that the two most powerful arguments against 
euthanasia are the Jewish and Christian beliefthat humans are stewards and not masters of 

the gift oflife and the Christian beliefthat even human suffering may have meaning. 

However,even though he mentions faith in his essay,the main thrust ofhis arguments 

against euthanasia involve philosophy rather than religion. He believes that physicians 

should not kill directly or indirectly, but that it is permissible to withhold or withdraw care 

feeling that there is a difference between kiUing and letting die. He says than in 

euthanasia,“the physician is the immediate cause ofa death that she fully intends” while it 

is the disease that overwhelmsthe patient when treatment is withheld or withdrawn.He 

further argues that socially or legally sanctioned euthanasia“devalues all life, but 

especially the lives ofcertain citizens-the chronicaUy iU,the aged,and the handicapped.” 

In an essay cited in Fins and Bacchetta(1994),13 Jewish and Christian theologians, 

philosophers,and legal scholars took a stand against euthanasia. Their basic arguments 



28 

were that euthanasia is contrary to faith,is based on grave moral error,does violence to 

our political tradition,and underminesthe integrity ofthe medical profession. They noted 

that although it may sometimes appear to be an act ofcompassion,kilUng is never caring. 

The contributors contended that physician-assisted suicide and VAEwere an evasion of 

moral duty. However,they did accept withholding or withdrawing medical treatments that 

are useless or excessively burdensome. Furthermore,they asserted,“we can and should 

allow the dying to die,but we must never intend the death ofthe Uving.” They also 

attacked current proposals to legitimize euthanasiafor the terminally ill because they felt it 

would lead beyond VAEand into involuntary euthanasia. They suggest weturn to 

religious, moral,political, and institutional sources ofwisdom that teach us again always 

to care,never to kill. 

Studies Related in Content and Methodology 

A review ofstudies related in content and methodology assists the researcher in 

selection ofappropriate methodology. The review can be used by the researcher to 

become aware ofthe strengths and weaknesses ofvarious approaches used in the study 

area. Every study is unique;however,an awareness oftechniques commonly used in the 

study area aids the researcher in selection ofthe approaches most appropriate for the 

study and provide support to defend use ofthe approaches selected. 

Researchfocusing onformal development ofscales to measure attitudes regarding 

euthanasia appears to be very limited in spite ofthe fact that several studies used non-

validated scales within their surveys to query their samples regarding their‘Teelings” on 
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various aspects ofthe topic(exceptions to this include Tordella[1977]and Doukasetal. 

[1995]whose studies are described in detail in the paragraphs which follow). 

Tordella(1977)developed a Thurstone scale to measure college students 

‘Tavorableness”and “unfavorableness”toward euthanasia. She established content validity 

through her use ofcollege students in actual item development and followed Thurstone’s 

use ofjudgesto scale the items. She estabhshed the reliability ofthe scale using the test-

retest method. The resulting Pearson Reliability Coefficient was.84 which exceeded the 

lower threshold requirement of.60to .70. The author carefully followed Thurstone 

development protocols,and the scale appearsto be a valid and rehable tool although it 

could not be determined within this literature review whether or notthe scale had found 

use beyond the initial development. Considering the scale developer used a diverse 

student population(multiple majors and ages), and the fact that health care professionals 

(professors,authors,lecturers)served asjudges,the scale may have potential for use 

beyond college students. 

The review ofeuthanasia hterature reveals that when studies are done regarding 

attitudes toward euthanasia, physicians appear to be the ones most commonly sampled 

(Cohen ei a/.,1994;Doukas,et al,1995;Pijnenborg,e/a/.,1994). However,Seale and 

Hall(1990)have donetwo studies in England that were nationalin scope and involved 

over 4000 participants(over80% ofthe sample wascomprised offamily members,with 

the remaining sample consisting offriends and government officials) and which focused 

on families’ attitudes regarding euthanasia. 
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Basically all ofthe studies identified in this literature review relating to attitude and 

euthanasia used a survey methodology and someform ofself-report questionnaire. 

Additionally, data analysis in each ofthe studies wasdone using statistical analysis 

(multivariate analysis,factor analysis, analysis ofvariance, tests,regression analysis, 

etc.). One possible exception to this is the Cohen(1994)study which was cited in Fins& 

Bacchetta(1994)and was described in percent ofrespondents without data analysis 

discussed by the authors citing the study. Specifics for the various studies are given in the 

descriptions ofthe studies which follow. 

Cohen etal.(1994)studied the attitudes ofphysicians in Washington State toward 

assisted suicide and euthanasia. The authors report that48%ofthe physicians sampled 

thought”that euthanasia was neverjustified” and 42%felt it wasan acceptable option in 

some cases. Although54%surveyed thought euthanasia should be legal, only33% said 

they would be willing to perform euthanasia. Thirty-nine percent ofthe sample felt that 

physician-assisted suicide is never ethicallyjustified. Although 53%thought assisted 

suicide should be legal in some situations,only40% said they would be willing to assist a 

patient in committing suicide. Ofall the respondents,hematologists and oncologists were 

most likely to oppose physician-assisted suicide and voluntary assisted euthanasia. The 

authors summarizesthe study by noting that VAE and physician-assisted suicide were 

divisive issues for physicians in Washington State and most were reluctant to participate 

despite a slim majority who approve their legalization. 

The attitudes and behaviors on physician-assisted death was explored by Doukasetal. 

(1995)based on a survey ofMichigan oncologists. The authors mailed surveys to all 250 
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practicing oncologists in the state ofMichigan. The actual study was carried out between 

February and April of1993. The authors used a Belief-Attitude-Intention Behavior model 

originated by Fishbein as a basisfor the theoretical frameworkfor the structure ofthe 

questionnaire. The4-page self-administered questionnaire began with definitions of 

passive euthanasia,assisted suicide,and action euthanasia followed by24 statements on 

these issue derived from statements on attitudes,intentions,and experiences from previous 

surveys. Respondents rated their level ofagreement with each statement on a 5-point 

Likert scale. The first 22ofthe 24itemsformed the attitude scale, while the last two 

items asked whether most oncologists and most nonmedical people would favor legislation 

allowing a terminally ill patient to ask an attending physician to help end his or her life. In 

addition,respondents were also asked to tell whether they had any experience with passive 

euthanasia, assisted suicide,and active euthanasia. The draft survey instrument was 

reviewed for validity by representatives from both side ofthe debate and tested on25 

oncologists at the University ofMichigan.Based onfeedback,the survey was refined and 

the final survey wasreviewed and endorsed by the Michigan State Medical Society. The 

questionnaire was mailed with self-addressed envelopes to the sample of250 physicians 

with a reminder notice sent 10 days later. After 3 weeks,a second mailing was sent to 

nonrespondentsfollowed with a final postcard reminder. A cover letter was used to tell 

the respondents the purpose ofthe study and provided assurances that responses were 

anonymous. The response rate was61.6%(n=154). Analysis ofthe results involved 

frequency and summary statistics for each item followed by a principal componentfactor 

analysis ofthe 22 attitude items. Then t-tests were used to determine associations 
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between attitudes,demographics and experiences. Where appropriate,Mann-WhitneyU 

tests,x^ tests,and analysis ofvariance were employed. The resultsfollowing analysis 

revealed; five distinct, meaningfulfactors regarding approval or disapproval ofphysician-

assisted death. Thefactors reflected global attitudes toward physician-assisted death, 

passive euthanasia,philosophical prohibitionstoward physician-assisted death,concerns of 

legal consequences with physician-assisted death,and attitudes that physician-assisted 

death could be avoided with better end-of-life care(alpha levels were noted at.94,.74, 

.76,.87,and .84 respectively). The survey discovered the level oftherapy withdrawal at 

81% with significant reservations toward assisted suicide and active euthanasia although 

the reported participation in such actions was noteworthy(18%and 4%).The scales 

reflecting global and philosophical attitudes correlated with several attitudes and behaviors 

toward physician-assisted death(P<.001). Physician-assisted death legislation was 

favored by 20.8% ofthe respondents. 

Pijnenborg et al.(1994)carried out a nationwide survey ofphysicians in the 

Netherlands concerning end-of-life practice in that country. They carried out a stratified 

random sample ofphysicians in the Netherlands based on type ofspecialty and followed 

the sampling with interviews. Out ofthe447 physicians sampled,41(9%)did not have 

time to be interviewed(the interview took2 V2 hours). One interview,according to the 

authors yielded useless information so,therefore, the interview portion ofthe study 

yielded an n=405. The interview involved asking the doctors about their involvement in 

various end-of-life decisions including questions aboutthe characteristics ofthe patient 

and the decision made. Phase II ofthis study involved taking a stratified sample ofthe 
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death certificates dated from Augustto November 1990. Stratification was based on the 

probability that an end-of-life decision was made. Forms detailing cause ofdeath for all 

41,587 deaths over this period were reviewed bytwo physicians and assigned to one of 

five groups. Whenthe end oflife decision wasthoughtto be high,a questionnaire was 

sent. After selecting a stratified sample,6,942 cases were drawn. A return response rate 

on the questionnaire was76%. The results ofthe survey revealed 2/5 ofall patients in the 

Netherlands die at home. General practitioners madefewer decisions about end oflife 

than hospital doctors and doctorsin nursing homes(34%,40%,and 56%ofall dying 

patients respectively). Euthanasia or assisted suicide was performed in 3.2% ofall deaths 

in general practice compared with 1.4%in hospital practice. In more than halfofthe cases 

which involved pain reliefor non-treatment,general practitioners did not discuss the 

decision with the patient mostly because ofincapacity ofthe patient,but20%ofthe cases 

cited paternalistic reasons. Older general practitioners discussed such decisions less often 

with their patients. Colleagues were consulted more often ifthe general practitioner 

worked in a group practice. The study noted that differences in work situations between 

general practitioners and hospital doctors and differences between the group ofgeneral 

practitioners contribute to differences in the number and type ofdecisions about the end of 

life and the decision making process. 

Seale and Hall(1995)did two surveys in England which sampled relatives and others 

who knew people from samples drawn from death certificates. One ofthe surveys was 

based on a sample of3,696 people who died in 1990(20 health authorities)and the other 

wasfrom a national sample of637 people who died in 1987. Data were analyzed using 
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logistic regression,bivariate and multivariate analysis. Dependency and distress were 

found to beimportantfactors compared to social class,strength,and type ofreligious faith 

and urban rather than rural location which in this study played little part. According to the 

authors,spouses were less likely than others to feel that it would have been better ifthe 

person had died earlier. Spouses were more likely than others to say that a later death 

would have been better except in cases where the deceased was reported as having said 

he/she wanted to die sooner. Non spouses,in contrast,were more likely than spousesto 

say an earlier death would have been better. The authors also noted that people who 

received hospice care were more likely to have respondents who felt it would have been 

better ifthey died earlier. Twoimportant variables which influenced this appeared to be 

level ofdistress and dependency experienced bythe dying person. 

Theoretical Basis 

The theoretical basis for the study isfound in attitude measurement using Thurstone 

scales and Likert scales and in various elements ofThe Health BeliefModel,and The 

Theory ofReasoned Action. Each ofthese and the two mainindependent variablesfor 

this study are explained in the following paragraphsfollowed by a section which provides 

rationale as to how they relate to the study. 

MitudeJ^easuLement 

Since “Attitude”is an abstract concept,it is hard to define,and multiple researchers 

have defined it in a variety ofways. Thefollowing are examples ofhow attitude has been 

defined: 
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Crutchfield, Kretch,&Ballachey(1962)define attitude as an enduring organization of 

motivational,emotional,perceptual and cognitive processes with respect to some aspect 

ofthe individual’s world. Green(1954)defines attitude as an implicit response that is 

both anticipatory and mediating in reference to patterns ofovert responses,that is evoked 

by a variety ofstimulus patterns. Fishbein(1967)defines it as a mental and neural state of 

readiness exerting a directive infiuence upon the individual’s response to all objects and 

situations with which it is related and individual mental processes which determine both 

the actual and potentialresponses ofeach person in a social world. Remmers(1954) 

defines attitude as an affectively toned idea or group ofideas predisposing the organism to 

action with reference to specific attitude objects. Crutchfield,etal(1962)have included 

in their definition the three necessary and inclusive components ofan attitude which 

involve the cognitive, effective,and behavioral elements. They have defined attitude as a 

system ofthree components centering about an object involving the beliefs about the 

object(a cognitive component),the affect connected with the object(afeeling 

component) and the disposition to take action with respect to the object(an action 

tendency component)(Crutchfield et. al, 1962). The authorsfurther define the “attitude 

object” as anything that exists for the individual. The concept ofattitude and studies of 

the concept can be traced back to the 1800's andform the basis for much ofthe field of 

social psychology(Fishbein, 1967). Actions ofindividuals are governed to a large extent 

by attitudes. Since the concept ofan attitude is abstract, measurement ofan attitude or 

change ofattitude is indirect. Fishbein(1967)notes that attitudes can be measured only on 

the basis ofinferences drawn from the responses ofthe individualtoward the object—his 
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overt actions and his verbal statements ofbelief,feeling,and disposition to act with 

respect to the object. The result ofmeasurement ofan attitude is an indication of 

direction and magnitude ofthe person’s action toward the object(Ferguson,1941; 

Tordella, 1977). Attitude measurement is most often done through the use ofattitude 

scales. The basic assumption in using scales is that there are differences in the responses 

ofindividuals to attitudinal statements and that these differences reflect attitude direction 

(favorable or unfavorable)on a psychological continuum as well as the magnitude(degree 

offavorableness or unfavorableness). There are three major types ofattitude scales 

including summated rating scales, equal-appearing interval scales,and cumulative scales. 

The advantages and disadvantages ofeach are summarized asfollows: The Guttman scale 

(cumulative)consists ofa small number ofunidimensionalitems with an individual’s 

response to the scale being reproducible. Thistype ofscale measures one attitude and is 

considered reproducible ifthe score an individual receives indicates the items ofthe scale 

with which he agreed. Major disadvantages ofthis type ofscale is that it is unidimensional 

and Guttman suggested that items had to have a coefficient ofat least.90for the itemsto 

possess scalability. According to Tordella(1977),researchers such as Festinger 

questioned the value ofa homogeneous scale over a heterogeneous one in that 

favorableness or unfavorablenesstowards an object could be indicated in a variety ofways 

by different people and the favorability would have different sources. Therefore, 

heterogenous scales such as Likert or Thurstone scales would serve as better indicators of 

the strength and direction ofa given attitude. Issues ofdimensionality are not the only 

criticisms. Criticism ofGuttman scaling has also focused on item selection. Guttman 
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emphasized intuition and experience in item selection while Edwards(1957)favored item 

analysis before testing for scalability. 

Another scaling option is Thurstone’s method ofequal-appearing intervals which was 

first described in 1929(Edwards,1957). Use ofthis technique involves the printing of 

statements about an attitude-object on separate cards withjudges asked to separate the 

statements into eleven categories representing degrees offavorableness,unfavorableness. 

and neutrality. The eleven categories are seen to represent equalintervals on a 

psychological continuum. Thejudgements are analyzed to find both a scale value(median 

ofthe distribution ofthejudgementsfor each statement)and aQ value(interquartile range 

ofthejudgementsfor each statement). TheQ value measuresthe variation among the 

judges. Generally,a large Q value is seen by someresearchers as an indication that the 

particular statement is ambiguous and should be discarded. The final scale constructed 

using this method consists ofitems with low Q values and which are relatively equally 

spaced along the psychological continuum(Edwards,1957).Individuals who respond to 

the final scale indicate the statements to which he or she agree and the median value of 

those statements represent the individual’s score. 

The third scale type is summated ratings(Likert Scaling)which was developed,by 

Likert in 1932. His goal wasto develop a scale that was a reliable and valid as the equal 

appearing interval scale, but less labor intensive in development.Likert eliminated use of 

judges and went directly to respondents with a collection ofa group ofattitude statements 

representing a spectrum offavorableness and unfavorableness to some attitude-object. 

The respondents were asked to respond to each statement by putting the statement into 
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one offive categories: strongly agree, agree, undecided,disagree,or strongly disagree. 

Thesum ofthe responses werethe individual’s score. Selection ofitemsfor a final scale 

were based on whether numerical scales were properly assigned and the statements were 

differentiating. Item analysis(calculation ofthe correlation coeflBcient ofeach statement 

with the battery)wasone method used to determine acceptability ofa given statement 

(Fishbein, 1967). Ifa correlation coefl&cient was negative,the numeric values assigned to 

that item was reversed. Ifthe coefficient waszero or verylow,the statement failed to 

measure what it wasintended to measure and, therefore,was undifferentiating and was 

discarded. 

Although reliabilities for results ofscales constructed using the Likert and Thurstone 

techniques have varied,Edwards(1957)concludes that the method ofequal-appearing 

intervals(Thurstone Scaling)is comparable to summated ratings(Likert Scaling)with 

respect to time and labor involved and that it is possible to construct scales by both 

methods which would yield comparable results. 

Literature and Studies Related in Theoretical Perspective 

Good research is based on afoundation oftheory. Theory provides theframework 

upon which to expand knowledge into uncharted areas. This study is constructed around 

behavioral constructs appearing in the Health BeliefModeland the Theory ofReasoned 

Action as described in thefollowing paragraphs. 
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Health BeliefModel 

The health beliefmodel has demonstrated its applicability in health research in “at-risk' 

and “sick-role” situations over several decades(Janz,& Becker,1984,Mullen,Hersey& 

Iverson, 1987). Janz et al.(1984)define sick role behavior as“actionstaken after 

diagnosis ofa medical problem in order to restore good health or prevent further disease 

progress. Glanz,Lewis&Rimer(1990)summarize the model based on health belief 

research dating from 1958 through 1984 noting that: 

individuals willtake actionto ward off,to screen for,or to control ill-
health conditions if they regard themselves as susceptible to the 
condition,ifthey believe it to have potentially serious consequences, 
if they believe the course of action available to them would be 
beneficial in reducing either their susceptibility to or the severity of 
the condition,and ifthey believe that the anticipated barriers to(or 
costs of)taking the action are outweighed by its benefits. 

Mullen,Hersey and Iverson(1987)note that; 

The model aflBrms that readinessto take action for health stemsfrom 

aperceived threat ofdisease,coming from an individual’s perception 
ofhis or her susceptibility to the disease and its potential severity. 
The cue for action can be triggered by an individual’s private 
perception or byreading about health matters. Behavior is evaluated 
from an estimate ofthe potential benefits ofhealthseeking action to 
reduce susceptibility or severity. The benefits are then weighed 
against perceptions ofphysical,psychologic,financial,and other costs 
or barriers inherit in the health-finding effort. 

Authors have shown that the Health BeliefModel dimensions exist and can be 

measured with a substantial amount of validity using Likert or multiple choice 

questionnaire items,”(Cummings,Jette&Rosenstock, 1978;Maiman,Becker,Kirsch, 

Haefiier&Drachman, 1977). Maiman era/.(1977) summarize some ofthe shortcomings 
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ofthe model pointing out that the constructs are operationalized diflfererently by 

researchers depending on what is being studied and that lack ofstandardization makes it 

difficult to compare various studies done by researchers. However,the model continues 

to be widely used. Glanzetal.(1990)describe it as“one ofthe most influential and 

widely used psychosocial approaches to explaining health-related behavior.” 

Theory ofReasoned Action 

The Theory ofReasoned Action suggests that the immediate determinant ofa person’s 

behavior is his intention to perform or not perform a specific behavior and that the 

behavior is under volitional control ofthe individual(Ajzen& Fishbein, 1980). These 

authors note that behavioralintention is afunction of1)attitude toward the behavior,and 

2)a subjective norm which is reflective ofsocial influences. They describe the subjective 

norm as an interaction between the person’s perception ofhow significant others in then-

social environment feeltoward his/her performance ofthe behavior and the person’s 

motivation to comply with these significant others. In contrast to the subjective norm 

which is reflective ofsocial influence on the individual,attitude toward the behavior is a 

personal factor. Together,the person’s“attitude toward the behavior,”and the subjective 

norm influence the person’s intention to perform the behavior. A more recent modelof 

the Theory ofReasoned Action includes“past behavior”as a construct along with attitude 

toward the behavior and the subjective norm(Bentley& Speckart, 1979).Bentley& 

Speckart(1979)note that past behavior influencesfuture behavior directly and indirectly. 

However,in this current study past behavior may be a minimalinfluence since the 



41 

decision-making with regard to initiating euthanasia is not normally one that would be 

frequently carried out by a respondent. 

Self-Efficacy asan Independent Variable 

Self-efficacy wasintroduced byBandura as a core aspect ofhis social-cognitive theory 

(Bandura,1977, 1997). The construct ofself-efficacy refers to person’s expectancy with 

regard to his ability to deal with a stressing situation. Although early theory suggested 

that self-efficacy was domain specific(relates specifically to a situation); recent research 

supports a view ofgeneralized self-efficacy which is a global confidence in one’s ability to 

cope across a wide range ofstressful situations(Schwarzer,1994). Glantzetal.(1990) 

note that the addition ofself-efficacy to the Health BeliefModelincreases it’s explanatory 

power. 

Several studies have demonstrated the importance ofself-efficacy in making successful 

adjustment to negative life events including such things as rheumatoid arthritis, myocardial 

infarction,and abortion(Bandura,1977,1991; Cutrona&Troutman, 1986; Schiaffino 

&Revenson, 1992;Smith&Coyne,1988;Cozzarelli, 1993). Self-efficacy has also been 

examined in studies in the following areas: smoking,weight control,contraceptive 

behavior;alcohol abuse,and exercise(Strecher,DeVellis,Becker,and Rosenstock,1986) 

Cozzarelli(1993)notes that self-efficacy affects human behavior through motivational. 

cognitive,and affective intervening processes and those with strong feelings ofself-

efficacy have been found to be less likely to abort coping efforts prematurely and to be 

willing to flexibly adopt new coping strategies when confronted with initial coping failure. 
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Religious Orientation as an Independent Variable; 

Baume et al.(1995)conducted a survey of1,238 doctors on the issues ofactive 

voluntary euthanasia and physician-assisted suicide and found that attitudes varied 

significantly based on reUgious affiliation with more doctors withoutformal rehgious 

affiliation(non-theists)being sympathetic toward euthanasia than doctors who professed 

religious affiliation. Baume,ei. al(1995)also noted that ofthose reporting a religious 

affiliation,Protestants were intermediate in their attitudes between those who were 

agnostic/atheist and the Catholic groups. Catholics recorded attitudes most opposed to 

euthanasia(Baume,et. al, 1995). Doukas,et. al.(1995)found similar results among a 

survey of250Michigan oncologists noting those respondents professing no relgious 

affiliation had morefavorable attitudes toward assisted suicide and active euthanasia than 

did Catholics,Jews or Protestants. 

In an essay cited in Fins and Bacchetta(1994),13 Jewish and Christian theologians, 

philosophers,and legal scholars took a stand against euthanasia. Their basic arguments 

were that euthanasia is contrary to faith,is based on grave moral error,does violence to 

political tradition,and undermines the integrity ofthe medical profession. Pellegrino 

(1992)noted that the two most powerful arguments against euthanasia are the Jewish and 

Christian beliefthat humans are stewards and not the absolute masters ofthe gift oflife 

and the Christian beUefthat even human suffering may have meaning. Christakis and Asch 

(1995)in a study ofphysican characteristics associated with decisions to withdraw life 

support noted that based on their study of862 physicians, physicians are less willing to 

withdraw life support ifthey are older,or ifthey are Cathohc or Jewish. 

our 
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American Orthodox Jews strictly prohibit euthanasia based on their view that life is 

infinitely valuable(Rosner,1986). TheRoman Catholic position under the principle of 

double effect(the permissibleness ofbad effect ifthe intent wasgood) is to allow 

physicians to alleviate the suffering ofdying patients even ifit shorten’s life, but they do 

not sanction euthanasia(PopePius XII,1980). Sorne Catholics refuse to tolerate 

termination oflife under any circumstances(Doerflinger, 1989). 

Several prominent psychologists such as Allport,Jung,and Erikson have placed great 

importance on religion as a“unifying philosophy oflife” and an integral part ofpersonality 

(Hergenhahn, 1980). According to Hergenhahn(1980),Allport believed that the person is 

by no means simply a passive reactor to the environment,but that a person’s behavior 

generated from within by the personality structure. 

Integration ofthe Theoretical Basis 

Glantz et al.(1990)note that the addition ofself-efficacy to the Health BeliefModel 

increases it’s explanatory power. The authors also note that self-efficacy is quite similar 

to the Health BeliefModel concept ofperceived benefits. 

Although no research on self-efficacy has been done in the area ofeuthanasia(the 

closest studies would be those relating to abortion)the construct may provide insight into 

a modifying factor which may influence a person’s decision to carry outthe act. Strecher, 

et al. (1986)note that self-efficacy affects people’s emotional reactions,such as anxiety 

and distress, and thought patterns. Thus,individuals with low self-efficacy about a 

particular task may ruminate about their personal deficiencies rather than thinking about 

accomplishing or attending to the task at hand;this,in turn,hinders successful 
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performance ofthe task. Efficacy expectations are learned fromfour major sources,1) 

personal experience,2)vicarious experience such as learning through observation from 

events and other people,3)verbal persuasion,and 4)one’s physiological state(e.g.,high 

physiological arousal usually impairs performance)(Stretcher,et. al, 1986). The authors 

(Stretcher,etal,1986)also note that“where the health practice is believed to lead to 

desired consequences but the change is difficult to make,self-efficacy considerations are 

probably paramount.” 

The independent variable,intrinsic religious orientation,may be animportant predictor 

variable. The previous studies cited in this chapter highlight that religion hasfrequently 

been included in studies relating to euthanasia and acknowledge that a person’s belief 

structure may be an important element affecting a person’s perception relative to 

euthanasia. However,most studies have not considered religious orientation but religious 

association. Afew ofthe studies have used the term “religiosity,” but have considered 

church attendance to be a measure of“religiosity.” Church attendance is only one 

dimension ofthe construct ofreligiosity and as such using only one dimension would 

result in a poor measure. The same might be said ofgroup or denominational association. 

The intrinsic religious orientation scale used in this study measures“one’s application of 

the one’s beliefsystem to his or her daily environment, Measurement ofone’s 

perception ofthe importance ofapplication ofone’s personal creedal system may be an 

important predictor variable in euthanasia studies that may have been overlooked. 

Both The Health BehefModel and the Theory ofReasoned action are rooted in the 

tradition ofvalue expectancy theories which provide a method for defining and assessing 
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the elements ofdecisions(Glanz,etal,1990). Glanz(1990)notes that“attitudes play a 

stronger role in the Theory ofReasoned Action than in the Health BeliefModel,but both 

place a strong emphasison the role ofbeliefs in understanding health behavior.” 

Mullen,et al. (1987)are critical ofThe Theory ofReasoned Action noting that its 

emphasis is almost entirely rational and does not recognize emotionalfear-arousal 

elements such as perceived susceptibility to illnesses. Glanz(1990)suggests that to 

explain behavior better.The Theory ofReasoned Action might need to be supplemented 

by the Health BeliefModel. The independent variables ofself-efficacy and intrinsic 

religious orientation can fit well as predictor variables in both the theory and the model. 

These variables can be seen as modifying factors which influence decision making. Self-

efficacy may be an integral part ofpersonality and as such affect the attitude componentin 

the Theory ofReasoned Action. Intrinsic religious orientation could be both internal and 

attitudinal as well as normative in that the person may make decisions based on how he or 

she feels the group feels regarding euthanasia and additionally may have internalized the 

dogma intrinsically so that attitude is a personal one with reinforcement from the 

normative influence. Within the Health BeliefModel,self-efficacy and intrinsic religious 

orientation may be seen as modifying factors influencing perceived threat based on the 

elaboration ofthe model by Dignan and Carr(1992). 
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Chapter Summary 

Review ofthe related literature and studies reveal that measurement ofattitudes 

regarding euthanasia can be done in a defensible manner. However,most published 

euthanasia research does not provide rationale regarding the theoretical framework upon 

which the research is based. Additionally,research which has been done hasfocused 

almost extensively on the healthcare providers with limited investigation done onfamily 

members as decision-makers regarding euthanasia. 

The health beliefmodel has been used in many“at risk” and “sick-role” health research 

studies(Glanzetal,1990)and may provide assistance in understanding decision-making 

byfamily members with regard to euthanasia. In addition,the Theory ofReasoned Action 

appears to provide a theoretical frameworkfor the study because the theory demonstrates 

how both attitudes and subjective normsinfluence intention to perform an action. The 

two mainindependent variables in this study,self-efficacy(attitude)and intrinsic religious 

orientation (subjective norm)are constructs which will fit well within the Theory of 

Reasoned Action and also are consistent with constructs contained in the Health Belief 

Model. However,there appearsto be no literature which speciflcally relates self-efficacy 

or intrinsic religious orientation to euthanasia decision making. 

A better understanding offactors relating to how families make decisions with regard 

to euthanasia might help healthcare professionals and religious representatives to better 

assist family members who must make difficult and complex choicesfor family members 

who are in the process ofdying. 
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CHAPTER III 

METHODOLOGY 

Introduction 

This chapter describes the study subjects and instruments used in the study,and 

summarizesthe methods and protocols used to collect,tabulate,and analyze the data. 

Study Population Description and Selection 

The study population for this study consisted of adults(persons over 18) who were 

identified asimmediate family members ofdeceased persons whose death was reported in 

the obituaries printed in the Knoxville NewsSentinelin July 1997,October 1997,January 

1998,and April 1998. Systematic random sampling was used to determine the months 

used in sampling. Twelve numbers representing each month ofthe year were placed in a 

box and a single number drawn to represent the beginning month for the interval sample. 

The number7was drawn so the first month to be selected was July. The researcher set 

the sampling interval at a three-month interval to ensure coverage over one year resulting 

in the selection ofthe remaining months which were October 1997,January 1998,and 

April 1998. This approach wasintended to ensure that all membersofthe population had 

an equal opportunity to be selected over a year timeframe and to negate any seasonal 

intervening variables which may have influenced death rates(e.g.,it is common knowledge 

that older persons do not tolerate heat as well as younger persons so a hot summer could 



48 

potentially result in an increase in the death rate ofthis age group ifthey did not have 

access to air conditioned facilities). The sampling frame wasconstructed by reviewing the 

obituary listing in the Knoxville NewsSentinelfor each month sampled and selecting 

family memberswho metthefollowing sampling criteria: 1)name and city ofhabitation 

were listed in the obituary;and,2)the name and address in the obituary listing identified 

them as being within the local calling area based on the listing ofcities identified as in the 

local calling area in the front ofthe Knoxville phone directory. Names and addresses of 

potential respondents were then compared to listings ofnames and addressses in a 

computer disk phone directory in an attemptto match phone numbers. This process 

resulted in 1,678 persons being identified as potential participants in the study. Three 

hundred and forty nine persons were then randomly selected from this sampling frame to 

meet sample size determination protocols described by Wang,Fitzhugh,and Westerfield 

(1995)for a95% confidence level and permissible error of±.04 based on a selection table 

included in the publication. SAS® wasused to generate the random numbers which were 

matched with the corresponding listing numbers in the sampling frameto identify the 349 

persons who would be selected. 
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Instrumentation 

Thefollowing paragraphs describe the instrumentation used in the study including 

instrument construction,pilot study testing,data collection,and data recording and 

analysis. 

Instrument Construction 

The telephone survey instrument constructed for this study contained an introduction, 

three scales, and a demographic question section(See Appendbc A). The three scales in 

the instrument were selected to help address the study research question which was: 

What relationship,ifany,is there between a surviving immediate family 

member’s attitude toward euthanasia and general self-efficacy,intrinsic 

relgious orientation,respondent’s age,respondent’sformal education level. 

age ofthe deceased,respondent’s annualfamily income level,length of 

illness, race,gender,religious preference,and relationship to the deceased? 

Part Iofthe instrument contains a Thurstone scale to determine favorableness for or 

against euthanasia(Tordella, 1977). The author ofthe scale reports aPearson Reliability 

Coefficient of.84for the scale(Tordella, 1977). The dependent variable in this study. 

euthanasia score,was derived through use ofthe euthanasia scale developed by Tordella. 

Part II ofthe survey instrument was a General Self-Efficacy scale. The general self-

efficacy scale used in this study was originally developed in Germany,has been translated 
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into 21 languages and has been modified from a 20-question Lickert scale to a 10-

question Licket scale(Jerusalem& Schwarzer,1992). Schwarzer(1998)notes: 

It has been used in numerous research projects, where it typically 
yielded internal consistencies between alpha=.75 and .91. The scale 
is not only parsimoniousand reliable,it has also proven valid in terms 
ofconvergent and discriminant validity. For example, it correlates 
positively with self-esteem and optimism,and negatively with anxiety, 
depression and physical symptoms 

The English version ofthe scale has an internal consistency alpha of.90. General self-

efficacy is one ofthe independent variables identified in the research questions and use of 

the general self-efficacy scale allowed for the testing ofthis attribute. 

The third scale contained in the survey instrument wasthe Intrinsic Religious 

Orientation Scale(Allport&Ross,1967). Robinson and Shaver(1975)note,“in studies 

done by Feagin(1964)and by Allport and Ross(1967),as well as in unpubhshed research 

available to us,the Intrinsic-Extrinsic Scale appearsto consistently demonstrate its 

construct validity.” The Intrinsic Religious Orientation Scale was first provided for 

researcher use in 1969mMeasuresofSocialPsychologicalAttitudes and has been 

retained for researcher use in the subsequent 1973 and 1975 editions. 

Instrinsic religious orientation wasone ofthe independent variables identified in the 

research questions for this study. The intrinsic orientation scale which wasincorporated 

into the instrument for this study made it possible to use the instrument to measure the 

intrinsic religious orientation ofeach family member participating in the study. 

https://alpha=.75
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Part III ofthe instrument wasfollowed by a demographic query section(See Appendix 

A). The demographic questions did not require scaling so data generated by the 

demographic questionsthemselves were used directly in the study analysis. 

Pilot Study Testing 

The survey instrument described in the previous paragraphs wastested in a pilot study. 

Membersofthe author’s doctoral committee were asked to evaluate the instrument. 

Feedback from them regarding wording,display and format wereincorporated into a 

refined instrument. Then,the refined instrument wastested on60 persons selected 

randomly from the study population.Feedback from the60 pilot study participants was 

used to further refine the survey instrument and also to test data recording and transfer 

protocols. During the pilot study,SPSS® wasused to carry out an item-analysis,ofthe 

scales resulting in the following Cronbach Alpha values: euthanasia scale,.76;self-

efficacy scale,.84;and,intrinsic religious orientation scale,.66. 

Validity ofthe instrument was supported by: 1)use ofrandom sampling; 2)use of 

scales that have already been used by researchers and described in published Uterature 

and;3)use ofa pilot study to test and refine the instrument. 

Data Collection 

SAS® wasused to generate 349random numbers. These random numbers were 

matched to the corresponding numbers on the sampling frame with each selection 

highlighted to represent which potential survey participants wereto be called from the 

1,678 person sampling frame. Then,each potential survey participant was called. Wrong 

numbers and disconnected lines were identified as such on the sampling frame.A 
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maximum offive callbacks were madefor each phone number listed. Ifcontact was not 

made by the fifth call,the number wasidentified on the sampling frame as a nonreachable 

number. One hundred fifty five people met sampling criteria of being able to be contacted 

by telephone out ofthe 349 personsrandomly selected to be called. One hundred and 

thirty one persons consented to participate in the survey out ofthe 155 persons eligible to 

participate. 

Two response rates were calculated based onformulae available from the 

Subcommittee on TheRole ofTelephone,Mail and Personal Interviews in Federal 

Statistics Methodology(1984). Thetwoformulae are asfollows: 

(1)Response Rate=(#completed/# in sample)x 100. and; 

(2)Response rate=#completed/(#in sample -(noneligible+nonreachable))x 100 

Based on the above formulae,the response rate based on the number ofpersons 

completing the survey relative to the number in the sample was38%. The response rate 

which took into consideration those in the sample who are noneligible and nonreachable 

was85%. 

Calling was mostfrequently done from 6:30 to 9:30 pm during the week and from9am 

to noon on Saturdays. Calling wasdone from7pm to9pm on Sundays. The average 

number ofsurveys completed in each calling session was three. 

The purpose and importance ofthe survey was explained to each contact. 

Additionally,he or she was provided assurances ofconfidentiality and was asked to 

respond to the survey instrument items(See Appendix A). The dialogue was scripted to 

ensure that each contact was made in a similar fashion. 
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Data Recording and Analysis 

Upon completion ofthe data collection and recording ofdata on the survey sheets(See 

Appendix A),the instrument scales and demographic data were summed and transferred 

to Microsoft Excel under unique headings appropriate for each variable. The euthanasia 

raw scale score for each observation wasrounded to the nearest tenth and multiplied by 

10 so that each score would be a whole number which would reduce the possibility ofdata 

transfer errors that might occur when transferring decimal numbers(although the scores 

were left in the study based on the previously described conversion,each euthansia score 

can be converted to a raw scale score by dividing by 10). Each record was given a 

chronological identification for compilation for data analysis to ensure proper 

configuration controlfor data manipulation. Data was exported from Excel into SPSS 

(SPSS reads Excel data files)for analysis. 

Descriptive statistics(mean,range,standard deviation,frequencies)were reviewed and 

variables screened for analysis based on availability ofdata in the various data cells. 

Wimmer and Dominick(2000)suggest data cells with less than 30 observations may 

produce results that are unstable. Therefore,in this study,based on the descriptive 

analysis, variables showing a paucity ofdata were eliminated from further analysis. 

The Forward Stepwise regression protocol was used to introduce the selected 

independent variables into the regression model. This process ensures that the computer 

analysis would result in the most parsimonious equation to account for the greatest 

variance in the model using a subset ofthe explanatory variables(Reed,personal 

communication, 1999). 
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Study Design 

This study was carried out using a cross-sectional study design. Such studies are 

common in health research and met the needs required for the purpose ofthe study. 

Study Variables 

The dependent variable included in this study wasthe respondent’s attitude toward 

euthanasia as determined by the respondent’s score on the euthanasia scale (See Part I, 

Appendix A). 

There were initially 11 independent variables included in this study. They were; general 

self-efficacy(SeePart II, Appendix A), intrinsic religious orientation(See Part III, 

Appendix A), respondent’s age,respondent’s education level, age ofthe deceased, 

respondent’sfamily income level,length ofillness,race,gender,religious preference,and 

relationship to the deceased. 

Based on a review ofthe descriptive statistics only five variables wereincluded in the 

regression analysis because the others showed paucity ofdata which would produce 

results that would not have been stable. The independent variables retained for analysis 

were: general self-efficacy,intrinsic religious orientation,age ofthe deceased,length of 

illness, and gender(included as a dummy variable). 
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Chapter Summary 

This chapter describes the study methodology. Major topics discussed include study 

population description and selection;instrumentation including instrument construction, 

pilot study testing, data collection,data recording and analysis;and study design including 

a description ofthe study variables. 

Each procedure wastested during the pilot study to ensure its appropriateness and 

usability. Feedback from pilot study participants and committee memberswasused to 

enhance the design and approach to ensure successful completion ofthe study. 

Additionally,a professional statistician reviewed the protocols and monitered the analysis 

process to ensure adherence to established statistical procedures including appropriate 

interpretation of analysis results. 
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CHAPTERIV 

ANALYSISOFTHEDATA 

Introduction 

This chapter provides the results ofthe analysis ofthe survey data collected in this 

study. Data were analyzed from 131 family members who responded to the survey. The 

purpose ofthe study wasto analyze factors which may relate to surviving immediate 

family members’ attitudes toward euthanasia and to determine their significance,ifany. 

The factors initially identified for analysis in this study were: general self-eflBcacy, 

intrinsic religious orientation,respondent’s age,respondent’s education level,age ofthe 

deceased,respondent’sfamily income level,length ofillness, race,gender,religious 

preference,and relationship to the deceased. However,due to paucity ofdata(See 

Demographic Analysis),only general self-efficacy,intrinsic religious orientation,age ofthe 

deceased,length ofillness and gender were retained for regression analysis. 

The study population consisted of adults(persons over 18) who were identified as 

immediate family members ofdeceased persons whose death was reported in the 

obituaries printed in the Knoxville NewsSentinelfrom July 1997through April 1998. 

This study was delimited to;1) family members(mother,father, husband,wife. 

daughter,son,brother, sister)ofpersons whose death was reported in obituaries which 

appeared in the Knoxville NewsSentinelfrom July 1997through April 1998 (Note:the 

sample was drawn in retrospect from the 1997-1998 timeframe to ensure the participating 

family members would have a greiving time before being contacted)with the sample being 
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drawn through systematic random sampling;2) participants who were adults(minimum 

age 18);and 3) respondents who could be contacted by telephone. 

The purpose ofthe study was specifically addressed by the assessment ofthe following 

research question; 

What relationship,ifany,is there between a surviving immediatefamily 

member’s attitude toward euthanasia and general self-efficacy,intrinsic 

relgious orientation,respondent’s age,respondent’sformal education level. 

age ofthe deceased,respondent’s annualfamily income level,length of 

illness, race,gender,religious preference,and relationship to the deceased? 

deceased,relative to afamily member’s attitude toward euthanasia 

Demographic Analyses 

The demographic characteristics ofthe study population are described in the 

paragraphs whichfollow and are presented in Table 1. The family member characteristics 

examined included: gender,race, age category ofthe respondent, number ofyears of 

formal education, respondent’s annualfamily income, relationship to the deceased, 

illness prior to death, and religious preference. 

The study population had a fairly equal gender distribution with 55% males and45% 

females. Ethnicity in the sample wasskewed with97%ofthe respondents being Anglo-

American and the remaining3%being Afiican-American. No other races were 

represented. The age,formal education,annualfamily income,relationship to the 
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Table 1: Demographic Profile 

Category 

Gender 

Male 

Female 

Ethnicity 
Anglo-American 

Afncan-American 

Age(Years) 
18-29 

30-39 

40-49 

50-59 

60-69 

70+ 

Formal Education 

(Yearsl 

1-6 

7-8 

9-12 

13-14 

15-16 

17-18 

19+ 

Annual Family 
Income 

IThousandsl 

<12 

12-15 

16-20 

21-25 

26-30 

31-35 

36-40 

41-45 

46-50 

51-55 

56-60 

60+ 

Respondents 
%(N) 

55.0 (72) 
45.0 (59) 

97.0(127) 
03.0( 4) 

00.8(1) 
09.9(13) 
22.1(29) 
27.5(36) 
15.3(20) 
24.4(32) 

03.0(4) 
04.6(6) 
40.4(53) 
21.4(28) 
20.6(27) 
06.1(8) 
03.8(5) 

10.3(13) 
12.0(15) 
06.3(8) 
05.6(7) 
10.3(13) 
05.6(7) 
02.4(3) 
04.8(6) 
06.3(8) 
08.7(11) 
01.6(2) 
26.2(33) 

Category 

Relationship to 
Deceased 

Father 

Mother 

Husband 

Wife 

Daughter 
Son 

Brother 

Sister 

IllnessMaLe 
Dgath . 

fil 

Not 111 

No Response 
Religious 
Preference 

Protestant 

Catholic 

Jew 

Other 

None 

Respondents 
%(N) 

00.0(00) 
04.6(6) 
05.3(7) 
13.0(17) 
26.0(34) 
34.4(45) 
09.2(12) 
07.6(10) 

80.0(105) 
19.0(25) 
01.0( 1) 

85.5(112) 
03.8( 5) 
00.8( 1) 
08.4( 11) 
01.5( 2) 
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deceased,and religious preference categories all showed paucity ofdata in several ofthe 

data cells(see Table 1). Eighty percent ofthe respondents reported that the deceased 

family member was ill before death. Nineteen percent reported that the deceased family 

member was not ill, and one person did not respond. 

Assessmentof Euthansia Scale Scores 

The dependent variable in this study wasthe respondent’s average score onthe 

euthanasia scale. The euthanasia score reflects the respondent’s degree offavorableness 

for or against euthanasia. A higher score indicates morefavorableness while alower score 

indicates lower favorablenesstoward euthanasia. The comparison ofscores on the 

euthasia scale by race(ethnicity),gender,age ofrespondent,category offormal education. 

religious preference,relationship to the deceased,and family income level is presented in 

the Table2whichfollows and discussed in the subsequent paragraphs. 

There were onlytwo races represented in the sample;Anglo-American and African-

American. There was also paucity ofdata in comparing the mean euthanasia scores of 

Anglo-Americans and African-Americans(See Table 2). There were onlyfour 

respondents who were African-American and the rest ofthe respondents were Anglo-

Americans. 

Gender was more equally represented in the study population than race with 72 

repondents reporting they were males and 59 reporting they werefemales. Males and 

females had similar mean euthanasia scores(See Table 2). 
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Table 2: Euthanasia Scores by Independent Variable 

Variable N* M(SD)** Variable N* M(SD) 

Gender Relationship tQ 
Male 72 29.39(5.60) Deceased 

Female 59 28.71(5.28) Father 0 00.00( - ) 

Ethnicity Mother 6 27.00(5.66) 
Anglo-American 127 29.06(5.49) Husband 7 31.71(5.02) 

Afncan-American 4 29.75(4.34) Wife 17 28.65(3.87) 

Age(Years) Daughter 34 29.41(5.65) 
18-29 1 29.00(- ) Son 45 29.40(5.75) 
30-39 13 30.08(6.32) Brother 12 28.58(5.70) 
40-49 29 29.34(5.79) Sister 10 27.30(5.89) 
50-59 36 30.14(5.49) 
60-69 20 29.00(4.53) Religious 
70+ 32 27.31(5.18) Preference 

Formal Education Protestant 112 28.90(5.32) 
(Years) Catholic 5 25.00(6.60) 

1-6 4 24.75(4.43) Jew 1 33.00(- ) 
7-8 6 28.83(3.92) Other 11 30.91(4.95) 

9-12 53 28.57(5.35) None 2 37.50(4.54) 
13-14 28 29.86(5.02) 
15-16 27 28.74(6.00) 
17-18 8 34.25(4.03) 
19+ 5 27.60(6.43) 

Annual Family 
Income 

(Thousands^ 

<12 13 28.54(4.50) N*=Numberof 

12-15 15 29.60(3.14) Respondents 

16-20 8 26.50(4.04) M(SD)**= Mean/ 

21-25 7 27.86(3.89) Standard Deviation 

26-30 13 28.08(4.91) 
31-35 7 26.00(5.16) Note; Mean 

36-40 

41-45 

46-50 

51-55 

3 

6 

8 

11 

26.33(6.11) 
28.17(4.96) 
30.38(6.44) 
31.09(7.44) 

euthanasia score 

for the study 
population 
(N=131)was 

56-60 2 35.50(2.12) 29.17 with a 

60+ 33 30.52(6.01) standard deviation 

of5.38 



61 

All age categories were fairly well represented with the exception ofthe 18-29 age 

category which contained only one respondent. The 50-59 age category contained the 

largest number ofrespondents. A generally accepted rule is that a data cell should contain 

at least 30 respondents to ensure stability ofdata in data analysis(Wimmer&Dominick, 

2000). The 70+age category meetsthis as doesthe 50-59 age category. The 40-49 age 

category is very close to this research standard with 29respondents. The60-69 age 

category,the 30-39 age category,and the 18-29 age category all fall below the minimum 

N so data stability cannot be ensured during data analysis. 

The description ofeuthanasia scores based on years offormal education is shown in 

Table 2. Asthe table shows,there wassome paucity ofdata in the 1-6,7-8,17-18 and 

19+ categories with the three remaining categories(9-12, 13-14,and 15-16)being well 

represented. The 1-6 years offormal education had the lowest euthanasia score mean and 

the highest mean wasin the 17-18 years offormal education category. 

The study population was heavily skewed toward the Protestant category ofreligious 

preference (See Table 2). The remaining categories showed paucity ofdata. The None 

category ofreligious preference was represented by two respondents;however,it showed 

the highest mean euthanasia score ofany ofthe religious preference categories. 

The Relationship to the Deceased category which was most represented in the study 

population wasthe Son category with 45 respondents. The next largest wasthe 

Daughter category with 45 respondents. There were no fathers represented by the study 

population. Although the Son and Daughter categories contained sufficient datafor 
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analysis,the remaining categories all showed paucity ofdata lowerthan the threshold 

required for analysis(See Table 2). 

Table2also presents the comparison ofeuthanasia mean scores by annualfamily 

income. Almost all ofthe data cells showed paucity ofdata exceptthe $60+ category 

which was represented by33 respondents. Although there is a limited amount ofdata,the 

higher euthanasia mean scores appear at the upper portion oftheincome categories with 

the means ofover 30 beginning at $46,000through $60,000. Scores below $46,000 

ranged from 26.00to 29.60. 

Forward Stepwise Regression Analysis ofStudy Data 

Forward Stepwise regression wasused to carry out the statistical analysis in this study 

to determine ifthere were any independent variables which would be significant predictors 

ofeuthanasia preference. The subsequent paragraphs describe in the detail the Forward 

Stepwise regression modeltesting. 

Forward Stepwise Regression Analysis 

A stepwise procedure using forward selection based on controlled entry of 

independent variables was used to obtain a regression model. The Forward Stepwise 

procedure analyzes each variable to see ifit meets a tolerance criterion(0.05)to be 

entered into the regression equation. The selection process stops when the established 

criterion for theF statistic is no longer met. One benefit ofusing Forward Stepwise is that 

as insignificant variables are removed there may be less masking ofthe influence ofthe 
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remaining variables and contributing variables and their contributions are more clearly 

identified. 

Study variables used for the analysis were: general self-efficacy,intrinsic religious 

orientation,age ofthe deceased,length ofillness,and gender. Other independent 

variables initially identified in this study were omitted from analysis because ofpaucity of 

data in some ofthe data cells. Wimmer and Dominick(2000)suggest that analysis ofdata 

with cells containing less than 30respondents produce results that are unstable. 

Although general self-efficacy,intrinsic religious orientation,age ofthe deceased. 

length ofillness,and gender wereintroduced into the model,the Forward Stepwise 

procedure only retained intrinsic religious orientation. 

Table 3 presents the regression coefficient and t-test on the individual parameter 

estimate. Intrinsic religious orientation is the only independent variable in the model with 

a regression coefficient significantly different from0(p <0.001)and appearsto be the 

only significant predictor ofeuthanasia preference based onForward Stepwise regression. 

The model reveals the euthanasia score decreases by.657for every unit that intrinsic 

religious orientation rises. The relationship is inverse with aPearson’s Correlation 

Coefficient of-0.44 and a p <0.001(See Table 4). 

The model explains slightly over 18% ofthe variation in score(See Table 5).The 

ANOVAfor the Forward Stepwise Regression Modelis shown in Table 6. The table 

shows anF value of29.489 and a significance level of p<0.001. 
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Table 3.Forward Stepwise Regression Model Coefficient^®^ 

Forward Stepwise Unstandardized 

Regression Coefficients 

Model 
B Std. 

Error 

(Constant) 48.631 3.609 

Intrinsic Rel. Orientation -0.657 0.121 . 

Score 

Dependent Variable; Euthanasia Score 

Table 4. Correlations 

Independent Variable 

General Self-Efficacy 
Intrinsic Religious Orientation 
Age ofDeceased 
Length ofIllness 
Gender 

* significant variable 

Correlation 

-0.020 

-0.439* 

-0.064 

-0.114 

-0.062 

Standardized t Sig. 
Coefficients 

Beta 

13.474 0.000 

-0.442 -5.509 0.000 

Significance 

0.819 

<0.001 

0.469 

0.198 

0.481 
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Table 5. Forward Stepwise Regression Model Summary 

Model R R Square Adjusted Standard Error 

ofthe Estimate 

.187 .181 4.87 

Stepwise 

predictor; Intrinsic religious orientation score 

Forward .433 

Table 6. Forward Stepwise Model ANOVA*’ 

Initial Sum of df Mean F Significance 
Regression Squares Square 
Model Source 

Regression 698.093 1 698.093 29.489 0.000* 

Residual 3030.184 128 23.673 

Total 3728.277 129 

a. Predictors: Intrinsic religious orientation 
b. Dependent Variable: Euthanasia Score 

Chapter Summary 

The correlations and regression modelshow that there is a significant 

(/? <0.001)inverse relationship(-0.44)between the euthanasia and intrinsic religious 

orientation scores in this study. The model reveals that the euthanasia score decreases by 

0.657for every unit rise in the intrinsic religious orientation score. However,significant 

(0.05)relationships between other predictors in this study do not exist, or were not able to 

be tested in cases where variables showed a paucity ofdata in some data cells. 



66 

CHAPTER V 

STUDYSUMMARY,FINDINGS,CONCLUSIONS,AND 

RECOMMENDATIONS 

Study Summary 

The purpose ofthe study wasto analyze factors which may relate to immediate 

surviving family members’attitudes toward euthanasia and to determine their significance, 

ifany. Thefactors identified for analysis in this study were; general self-efficacy,intrinsic 

religious orientation,respondent’s age,respondent’s education level,age ofthe deceased. 

respondent’s family income level,length ofillness,race,gender,religious preference,and 

relationship to the deceased. Each ofthese wasidentified as an independent variable 

which may relate to the participating immediate family member’s attitude toward 

euthanasia,which wasthe dependent variable measured in this study using the euthanasia 

scale. 

The purpose ofthe study was specifically addressed by the assessment ofthe 

following research question: 

What relationship,ifany,is there between a surviving immediatefamily 

member’s attitude toward euthanasia and general self-efficacy,intrinsic 

relgious orientation,respondent’s age,respondent’sformal education level. 

age ofthe deceased,respondent’s aimualfamily income level,length of 

illness, race,gender,religious preference,and relationship to the deceased? 
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Findings 

Forward Stepwise regression analysis wasused to answer the research question. The 

following findings are based on the analysis of data using Forward Stepwise regression 

analysis as presented in Chapter 4: 

Research Question 

Whatrelationship,ifany,is there between a surviving immediate family member’s attitude 

toward euthanasia and general self-efficacy,intrinsic religious orientation, respondent’s age, 

respondent’sformal education level, age ofthe deceased,respondent’s annualfamily income 

level,length ofillness, race,gender,religious preference,and relationship to the deceased? 

Research Question Findings 

1. General self-efficacy did not appear to be a significant predictor(p<.05)of 

euthanasia scores in the regression modeltested in this study. 

2. Intrinsic religious orientation appeared to be a significant predictor(p<0.001)of 

euthanasia scores in this study. 

3. Respondent’s age was not analyzed in this study because ofpaucity ofdata in 

several data cells. 

4. Respondent’sformal education level was not able to be analyzed in this study 

because ofpaucity ofdata in several ofthe education level categories. 

5. Age ofthe deceased did not appear to be a significant predictor(p<.05)of 

euthanasia scores in the regression modeltested in this study. 
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6. Respondent’sfamily income level was not able to be tested in this study because 

several oftheincome level categories showed paucity ofdata. 

7. Length ofillness did not appear to be a significant predictor(p<.05)ofeuthanasia 

scores in the modeltested in this study. 

8. Race was not able to be tested in this study since the sample wasfairly 

homogeneous with onlytwo races represented and with one oftwo races only 

represented by4individuals. 

9. Gender in this study in this study does not appear to be a signficant predictor of 

euthanasia scores. 

10. Relgious preference was not able to be tested in this study because ofpaucity of 

data in some ofthe data cells. 

11. Relationship to the deceased was not tested in this study because ofpaucity ofdata 

in some ofthe relationship categories. 

Conclusions 

Within the limitations ofthis study,intrinsic religious orientation is a predictor of 

euthanasia preference. Other^factors analyzed in the study do not appear to be predictors 

ofeuthanasia preference. 

Recommendations 

Thefollowing recommendationsfor further study are based on the findings and 

conclusions presented in this chapter: 
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1. Dueto the paucity ofdata in some categories ofthe race,education,income, 

respondent’s age,religious preference,and relationship to the deceased variables, 

a study similar to this study should be conducted with a larger more diverse 

sample to determine ifthere are significant differences in attitudes regarding 

euthanasia with regard to each ofthese variables. Ifthe study is replicated using a 

study population similar to the one used in this study,stratified sampling may be a 

sampUng methodology which may yield a higher cell countfor analysis. 

2. Because this study revealed that a trait such as intrinsic religious orientation can be 

identified as a strong highly significant predictor ofeuthanasia scores even in a 

regional homogenous sample,perhaps researchers should identify and study other 

traits which may relate to euthanasia preference in addition to the demographic 

variables which are morefrequently studied. 

3. Although general self-efficacy was not a significant predictor ofeuthanasia 

preference in this study,persons may wantto replicate this part ofthe study using 

a self-efficacy scale which is domain specific to euthanasiato determine ifself-

efficacy which is specific to euthanasia is a predictor ofeuthanasia preference. 

4. Additionally,because this study has shownthat immediate family members will 

respond to survey questions,additional studies should be made ofthis group to 

determine their degree ofinvolvement in health care decision making and attitudes 

they may have in making such decisions. 
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CHAPTER VI 

THESTUDYINRETROSPECT 

This concluding chapter covers elements ofthe study not necessarily supported by the 

data,but which may add to the understanding ofthe study and which may benefit others 

who carry out additional research in the area. 

This study demonstrates that research can be carried out on sensitive topics such as 

euthanasia ifthe researcher is consistent in his approach and demonstrates sensitivity to 

the respondent while making the contact and throughout the survey process. However the 

difficulty ofgetting to the intended audience may make the effort arduous and time 

consuming. The researcher must be prepared to spend the time it takes to solicit the 

responses in a manner which will encourage the respondents’ participation. Also,the 

researcher should be prepared to use a sampling replacement methodology to ensure that 

participation is maximized to ensure adequate data for analysis. The actual time to 

complete the survey questionnaire contained in the appendix ofthis study was 

approximately 12 minutes. However,in addition to the time actually answering the 

questions,this researcher estimated that additional time would be required based on other 

influences such as callbacks,disconnected phones,interruptions during the survey,etc. 

Considering these variables the researcher estimated that it would be possible to complete 

five surveys in a three-hour calling period. The actual average number completed during 

a three-hour calling period during this study wasthree surveys. Sunday evenings and 

Saturday mornings appeared to be the best time to reach potential respondents. 
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Upon initial contact,respondentsin general appeared slightly apprehensive and asked 

questions regarding the study eventhough an introductory script provided an overview. 

Once the respondents received additional assurances ofthe importance ofthe study and 

assurances of confidentiality they appeared willing to participate and as the survey 

progressed even appeared grateful to participate in many instances. Often following 

completion ofthe survey questionnaire,the respondents wanted to talk personally about 

their experiences and some even expressed feelings of“guilt” and “aloneness”in having 

had to make or participate in euthanasia decisions. After the respondents had an 

opportunity to talk about their feelings, many expressed appreciation for the call and noted 

that the interchange had provided a sense ofclosure. This researcher notes that although 

it is not part ofthis research,the responses suggest there may often be influences,possibly 

cultural or role related, which inhibit family membersfrom having psychological closure 

on euthanasia decisions once they are made. 

Onlytwo persons who were potential respondents and who refused to participate 

expressed strong feelings against the survey. One individual thoughtthe phone call was an 

attempt to sell burial insurance or a grave plot even though the researcher attempted to 

explain before the respondent hung up on the interview. Another respondent was in the 

middle of litigation with the tobacco industry over the allegedly tobacco-induced death of 

afamily member and was told by her lawyer not to take any phone calls regarding the 

family member’s death. She believed the researcher was probably a representative ofthe 

tobacco industry trying to influence the case. 
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Although this study did identify that intrinsic religious orientation is a significant 

predictor ofattitude toward euthanasia,many ofthe variables included in the study were 

not able to be adequately tested due to paucity ofinformation in some ofthe study cells. 

This was due in part to the sample size,but also may have been influenced by the 

homogeneity ofa regional sample. For example,the study only had two races 

represented;Anglo-American and Afiican-American. However,only4 African-Americans 

responded to the survey. A similar observation can be made about religious preference 

where most ofthe respondents were Protestant(N=l12). Other respondents reporting 

religious preference included Catholic(N=5),Jew(N=4),Other(N=l1)and None(N=2). 

The“None”category had the highest euthanasia scores ofany group but was only 

represented bytwo individuals. Although the sample was representative, with limited data 

in some cells the study may not have been sensitive enough to pick up some influences 

which may appear significant in a studyfrom a less homogenous population and larger 

sample. This does not suggest that research should not be done on a regional sample,but 

it does suggest that a researcher may wantto use data collection methodologies which 

ensure adequate data cell counts and exercise caution in selecting variables to be studied 

depending on whether it is a regional or national study taking into consideration that some 

effects may not be as readily detected in a homogenous regional sample. The researcher 

may also want to exercise caution in establishing categories which are so restrictive they 

reduce data cell counts to critical levels. For example,ifa researcher created an income 

category on increments of$10,000 rather than $5,000 more data would be clustered in 

each cell and the danger ofminimal data representation in a cell would be reduced. 
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APPENDIXA 

Analysis ofSelected Factors as Predictors ofSurviving Family Members’Attitudes Toward 
Euthanasia. 

InterviewerVoice Track 

Hello,this is JeffHoyerfrom the University ofTennessee College ofHealth,Leisure and Safety 
Sciences. Are you the('family member)of(deceased)who passed away ?We are 

conducting a survey aboutfamily attitudes regarding euthanasia which is the actof allowing or 
inducing death for mercifulreasons. This survey is importantbecause although health care givers 
have been surveyed regarding their attitudes,no one has askedfamily membershow theyfeel. 
Participation in the surveyis limited to persons 18 years ofage and older. Your participation in the 
10to 15 minute surveyis voluntary and all responses are confidential.Ifduring the survey you wish 
to discontinue you maydo so. Also,yourname will not appear anywhereon the survey. Your 
telephone number wasselected randomlyfrom listings of&ose persons in the area whohavelost a 
loved one in the pasttwo years. MayIinterview you? 

(If“YES”continue with survey,if“NO,”say“thank you,”and hang up and selectthe next potential 
respondent). 

INTRODUCTION(Part I); 
Part one deals with general questions on euthanasia.There are no right or wrong responses 
and your responses are entirely confidential and will be mixed in with other persons’ 
comments. 

PartI(5 Minutes) 
Iam going to read you a series ofquestions. Please take a second and either “agree”or 
ccdisagree” with the statement. 

[Noteto Coder; ifperson agrees, write the “value”in the“agree”column for later 
tabulation] 

Value 

1. A person with a terminal illness has the right to decide to die. 4.15 

j
2. God gave us life and heshould bethe only one to end it. 1.81 

3. Euthanasia is acceptable ifthe person is old. 3.41 

4. Inducing deathfor mercifulreasons is wrong 1.65 

5. Euthanasia should be accepted in today’s society 4.45 

6. There are never cases when euthanasia is appropriate. 1.09 

7. Euthanasia should be allowed onlyifthefamilyconsents 3.25 
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8. Death should be allowed butnotinduced in cases ofterminal 
illness. 3.76 

9. Euthanasia is helpful at the righttime and place(under the 
right circumstances). 4.03 

10.Euthanasia is a humane act. 4.50 

11. Euthanasia should be againstthelaw. 1.23 

12.The question ofeuthanasia should be left up to the entire 
family and notthe individual. 2.83 

13.There are veryfew cases when euthanasia is acceptable. 2.07 

14. A person should NOTbe kept alive by machines. 2.44 

15. Euthanasia should be used ONLY whenthe person has 
a terminalillness. 3.63 

16. Naturaldeath is a curefor suffering. 2.71 

17. The taking ofhuman life is wrongno matter whatthe 
circumstances. 1.36 

18. Euthanasia is acceptable in cases when all hopeof 
recovery is gone. 3.90 

19. Euthanasia gives a person a chance to die with dignity. 4.29 

20. Euthanasia should be practiced only to eliminate 
physical pain and notemotional pain. 3.00 

21. Man’sjob is to sustain and preserve life, notend it. 2.22 

TOTALRespondent“Agree”Value Average 
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INTRODUCTION(PartE): 
Parttwo deals with 10 general questionson self-efficacy which some authors say is a person’s 
abihty to make decisionsin stressfiil situations. Again,it is emphasized there are noright or wrong 
responses.Your responses are entirely confidential and will be mixedin with other persons’ 
comments. 

PartTI(4Minutes) 

Please respond in one offour categories. “Nottrue(1);”“Hardly true(2);”“Moderately True(3);” or“Exactly 
True(4).” 

Numeric.Vajue 

1. Ican always manageto solve difficult problemsifItty hard enough. 

2. Ifsomeone opposes me,Icanfind means and waysto getwhatI want. 

3. It is easyfor meto stick to my aims and accomplish my goals. 

4. Iam confidentthatIcould dealefficiently with une:q>ected events. 

5. Thanksto myresourcefiilness,Iknow how to handle unforeseen situations 

6. Ican solve mostproblemsifIinvestthe necessary effort. 

7. Ican remain calm whenfacing difficulties becauseIcan rely on my 
coping abilities. 

8. WhenIam conffonted with a problem,1can usuallyfind several solutions. 

9. IfIam in trouble,Ican usually think ofsomething to do. 

10. No matter whatcomesmyway,Iam usually able to handle it. 

SUM 

INTRODUCTION(Part III): 
Partthree deals with9general questions on intrinsic religious orientation which looks at how a 
person applies his or her beliefsystem to daily life. Again, there are no right or wrong responses. 
Yoiu- responses are entirely confidential and will be mixedin with other persons’comments. 

PartIII(3 Minutes) 
Please respond in one offive categories given for each question: 

1.1 try hard tocany myreligion over into all myother dealings in life. 
Definitely disagree Disagree Agree Definitely Agree 

1 2 3 4 

2. Quite often I have been keenly aware ofthe presence ofGod orthe divine being. 
Definitely nottrue Tends notto be True Tendsto be True Definitely True 

1 2 3 4 
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3.Myreligious beliefs are whatreally lie behind my whole approach to life. 
Definitely notso Probably notso Probably so Definitely so 

1 2 3 4 

4.The prayers Isay whenIam alone carry asmuch meaning and personalemotion 
as those said by me during services. 
Almostnever Sometimes Usually Almostalways 

1 2 3 4 

5.Ifnot prevented by unavoidable circumstances, I attend Church: 
<once a month Twoorthreetimes a month Aboutonce a week > once a week 

1 2 3 4 

6. Rehgion is especially importantto me because it answers many questions about 
the meaning ofhfe. 
Definitely disagree Tendto disagree Tend to agree Definitely agree 

1 2 3 4 

7. Iread hterature aboutmyfaith(or church). 
Never Rarely Occasionally Frequently 

1 2 3 4 

8. IfI were tojoin a church group,Iwould prefer tojoin(A.)a socialfellowship,or(B.)a bible 
study group. 

Would prefer bible study Probably prefer bible study 
1 2 

Probably prefer socialfellowship Would prefer socialfellowship 
3 4 

9. It is importantto meto spend periods oftimein private rehgiousthought and meditation. 
Never true Rarely true Occasionally true Frequently true 

1 2 3 4 

SUM 

Thank youfor participating in this survey. Before closing I’d like to getsome generalinformation that may 
also bevaluable in the study. 

DemographicInformation 
Category which best describes your age?(Circle one): 18-29,30-39,40-49,50-59,60-69,70-H 
Yearsofformaleducation)Circle one: 1-6,7-8,9-12,13-14,15-16,17-18,19+ 
Gender?Male Female_ Race? White Black ^Hispanic ^Asian Native 
American Other 
Age ofdeceased loved one 
Relationship to the deceased(circle one)? mother/father/husband/wife/daughter/son/brother/sister 
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Approximate level ofannualfamilyincome(Circle One)? 
LessThan$12000 

$12,000to$15,000 
$16,000to $20,000 
$21,000to$25,000 
$26,000to $30,000 
$31,000to $35,000 
$36,000to$40,000 
$41,000to$45,000 
$46,000to$50,000 
$51,000 to$55,000 
$56,000to$60,000 
Over$60,000 

Wasthe deceased ill prior to death?Yes ^NO . If“Yes,” estimated length oftime underthe care ofa 
care giver prior to death .(days). 
Rehgious preference:Protestant ,Cathohc ,Jewish ,Other None 

Scale Source Citations 

PartI: Euthanasia Scale 

Tordella,M.An instrumentto appraise attitude ofcollege students toward euthanasia.Thesis, 
DepartmentofHealth Sciences,Western Illinois University, 1977. 

PartII: SelfEfficacy Scale 
Schwarzer,R.Measurementofperceived self-efficacy. Psychometric scalesfor cross-cultural 

research. Berlin,Germany:Freie Universitat Berlin,1993. 

PartIII: Intrinsic Religious Orientation 
Robinson,J.&Shaver,P. MeasuresofSocial Psychological Attitudes. AppendixBto measuresof 

political attitudes. Survey Research Center Institute for Social Research. Revised Edition,1975. 
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