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Abstract: This study aimed to examine the reliability and validity of the Euthanasia Attitude Scale
(EAS) in Greek medical doctors. A cross-sectional study design was conducted, including 120 physi-
cians at clinical setting in 2019 (men 64.5%). A self-report questionnaire, including socio-demographic
data and the Euthanasia Attitude Scale, which assesses attitudes towards euthanasia, were used for
data collection. The mean (standard deviation) of the EAS were 74.62 (14.33). The Cronbach’s alpha
was 0.944 and the confirmatory factor analysis to investigate the validity of the EAS scale, after modi-
fication effects, revealed an acceptable adjustment for the questionnaire. The GFI index was above 0.8
and close to 0.9, and the CFI index was above 0.9, which is the acceptable limit. The RMSEA index
was acceptable below 0.08. The total Gr-EAS correlated with all five factors (Pearson r = 0.400-0.973,
p < 0.001). According to the findings of this study, the Euthanasia Attitude Scale is a reliable and valid
measure for assessing the attitudes toward euthanasia in Greek physicians. This Greek adaptation
will be valuable in future studies examining the attitude of physicians towards euthanasia.
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1. Introduction

The word euthanasia is derived etymologically from Greek and it means good and
peaceful death [1]. The creation of technological achievements that can prolong life, as well
as the changes that are observed from generation to generation or intercultural in patients’
views form new moral dilemmas for societies. Patients who “suffer”, fearing that their lives
will be prolonged unnecessarily or that they will end up with unbearable discomfort and
will probably become a burden to their loved ones [2], express requests to expedite their
termination by euthanasia or medical assistance, a fact that provokes conflicting views and
reactions within both the scientific community and the general public. The intensity of the
problem surrounding euthanasia is reflected in the fact that, in modern bioethics, this issue
dominates and claims, together with that of prolonging life, the position of being the most
active research field [3]. For those who provide care in terminally ill patients, euthanasia
is an open dilemma in every day clinical practice. Even the Hippocratic Oath gives very
good reasons both in favor or against euthanasia, when practitioners commit to “do no
harm” [4].

Extensive engagement with the issues of euthanasia and physician-assisted suicide
has led to the development of numerous definitions of the two concepts that can sometimes
be confusing. Among these definitions, the two do not mention anything about the rules
and values associated with those defined, nor do they take a position on whether they
constitute justified acts of murder by invocation. These are the definitions of the European
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Association of Palliative Care (EAPC) that have recently been adopted by the International
Union for Palliative Care and Palliative Care [5,6]. Euthanasia is the deliberate cessation by
a doctor (or other person) of a person’s life of medication, following that person’s voluntary
and capable request [7]. Physician-assisted suicide (PAS) is the deliberate assistance by
a physician of a person to end his or her life by providing him or her with medicines for
self-administration, upon the voluntary and capable request of that person [8,9]. Indicative
of the ongoing debate and controversy over euthanasia and medically assisted suicide
(MAS) are the growing number of declarations made by various actors in recent years [10].

National and international medical and nursing associations, religious organizations,
and political parties have tried, through a total of 62 declarations (45 of which express
rejectionist positions), to stimulate public interest and /or call for reforms. At the same time,
there are more and more international moves for the legalization of euthanasia and MAS.
Voluntary euthanasia (with the patient’s consent) is legal in only few countries, including
Canada, New Zealand, Belgium, the Netherlands, Luxemburg, Colombia, Spain, and some
States of Australia [11]. In Greece, some forms of euthanasia seem to take place “behind
closed doors”, while there is talk of an urgent need to fill legal gaps [12]. In most countries,
there are no relevant regulations and only in some legal orders have they become a reality
that is protected by the current legislation. Proponents of legalization argue that respect for
patient autonomy and therefore the right of critically ill or severely disabled patients to
control the time and manner in which they die [13]. Others argue that sometimes it can
be the only choice of a person, when, e.g., they want to get rid of incurable suffering, and
palliative care or treatment regimens no longer work. According to Verbakel and Jaspers
(2010) [14], another reason that euthanasia and MAS are accepted by many (and especially
those who have had experience in caring for terminally ill patients) is that they believe
that they ensure dignity in the death process. Those who oppose legalization base their
arguments on issues of ethical principles and values [15]. Several researchers claim that
euthanasia or assisted suicide practices would shake patients’ and society’s confidence
in the medical body [16] and would facilitate the end-of-the lives of vulnerable people
such as the elderly, the disabled, the mentally ill, and the financially weak, for whom this
euthanasia “is not a matter of medical but of social rules, ethics, and law”, as stated in the
introductory report of the relevant law passed in the Netherlands. Nevertheless, health
professionals hold an important, crucial position and are an integral part of the whole
process as they are the ones that patients will usually turn to and who will eventually be
called upon to implement these practices. Therefore, studies evaluating their views or
experiences and attitudes towards euthanasia would potentially be helpful to the wider
dialogue. The EAS scale has been extensively used by researchers. Indicatively, the study
of Nortje (2013) [17], who used it in a sample of South Africans of different nationalities,
studied the effect that national background has on individuals’” views on euthanasia. Sigh
et al. (2015) [18] used it to measure the views of a sample of physicians (oncologists,
hematologists, and psychiatrists) from 28 public and private hospitals in Delhi on passive
and active euthanasia, while Tang et al. (2010) validated its reliability and validity in a
study performed on clinicians in Hong Kong [19]. In addition, Alborzi et al. (2018) used
EAS to quantify the views of a sample of ICU nurses so that they could then relate them to
the moral discomfort they may experience in the performance of their duties [20]. The aim
of this study was to present an adaptation and validation of the Euthanasia Attitude Scale
and to evaluate its psychometric properties among a sample of physicians in Greece.

2. Materials and Methods
2.1. Participants

A convenience sample of 120 physicians in a clinical setting, who were members of
the Medical Association of Athens, were invited to participate in the study. Snowball
sampling was used to select the study sample (77.5% response rate). A prior sample size
calculation was not performed, rather the sample size was based on the entire population
of the clinical setting used in our study. The exclusion criteria consisted of those physicians
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who were not willing to participate in the study. The university’s ethical committee
approved the conduct of the study. Completion of the questionnaires lasted 10 min,
and no compensation was provided to the participants. Each participant completed a
demographics questionnaire regarding age, gender, marital and job status, and years
of prior working experience. All participants were reassured that their anonymity and
confidentiality would be protected without obtaining any personal, identifying information.
They have primarily been informed about all the details of the study (scope, their right to
withdraw, being undertaken as part of a master thesis completion).

2.2. Instruments

The Euthanasia Attitude Scale (EAS) developed by Holloway, Hayslip, and Mur-
dock [21] is a questionnaire consisting of 30 (16 positive and 14 negatively structured) items
related to consent in passive or active euthanasia, the rights of end-stage patients, the place
of modern technologies in life preservation, brain death, the role of the physician in the
final phase of the patient, and other ethical and legal issues. The answers are given on
a four-point Likert scale and can be “strongly agree”, “agree”, “disagree”, or “strongly
disagree”. For each participant, the numbers chosen for the 30 sentences are added to-
gether creating a score, which can range from 30 to 120. Values <75 are indicative of a
negative overall attitude, while values 75-120 reflect positive attitude [18]. The EAS scale is
divided to five factors—Factor I “General Orientation towards Euthanasia” (1, 3, 5, 8-10, 16,
20-24, 27, and 28), Factor II “patients’ rights issues” (7, 9, 14, 16, 17, 29, and 30), Factor III
“role of life-sustaining technology” (6, 11, 12, 14, and 15), Factor IV “professional’s role”
(2, 4, 25, and 26); Factor V “ethics and values” (1, 3, 10, 18, 19)—with excellent psycho-
metric properties, possessing stability over time, internal consistency, and discriminant
validity [21].

2.3. Procedure

Permission to translate the original English version of the Euthanasia Attitude Scale
into Greek for research purposes was obtained from one of the authors (Bert Hayslip). The
translation was done using the guidelines for the process of cross-cultural adaptation of
self-report measures [22]. The EAS was initially translated into Greek independently by two
physicians, who were fluent in English. The two drafts were then compared item by item
until the consensus was reached through discussion. The revised draft of the Greek version
of the EAS (Gr-EAS) that was agreed upon was then translated back into English by two
bilingual individuals who had no prior knowledge of the instrument. The back translations
were compared, and inconsistencies were addressed until a final back-translation document
was agreed upon. This version was then compared with the original English version of the
EAS for final confirmation of the linguistic accuracy. The backward translation was also
checked after a pilot test of the questionnaire in Greek in a sample of 20 people, in order to
capture problems regarding the wording and comprehension of the questions (if they did
not understand a word, if a word or expression was offensive or unacceptable, etc.). This
resulted in the final version of the Greek EAS questionnaire.

2.4. Data Analysis

Descriptive statistics were used to describe the characteristics of the sample, such as
mean, standard deviation (SD), maximum (max), and minimum value (min). The Pearson’s
r test was also performed. The Pearson correlation coefficient was used to measure the
strength of a linear association between two variables, where an value r = 1 means a perfect
positive correlation and a value of r = —1 means a perfect negative correlation. Cronbach’s
alpha coefficient was used to examine the internal consistency of each of the subscales with
the customary level of >0.070, reflecting a satisfactory internal consistency [23]. Finally,
confirmatory factor analysis was used to check the validity of the EAS scale with a maxi-
mum likelihood procedure, in which the CFI (comparative fit index), GFI (goodness of fit
index), and RMSEA (root mean) were evaluated (square error of approximation) [24]. CFI
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and GFI indices can have values from 0 to 1, and it is considered that there is a good fit to
the data when it is close to or above 0.9, or with even stricter criteria when it is close to or
above 0.95 [25]. The CFI index is considered more appropriate for model estimation as it
takes into account the sample size. In addition, for the GFI index, a limit of 0.8 has been
proposed for good adjustment. RMSEA values less than 0.05 indicate a good adjustment
and values up to 0.08 indicate an acceptable adjustment. Data analysis was performed
using the Statistical Package for Social Sciences (SPSS) (version 22, Armonk, NY, USA). The
level of statistical significance was set at 5%.

3. Results

Here, 93 physicians took part in the present study, with a mean age of 53.7 years
(SD = 7.4). Most were men (64.5%) with 25.4 (SD = 8.0) years of service on average. While
the vast majority of the sample (95.7%) embraced the Orthodox religion, three doctors
(3.25%) declared themselves atheists and one (1.1%) stated something else. Of the sample,
39.8% stated that they come in contact with an end-stage patient two to three times a year,
while 25.8% stated this occurred once every 2-3 months. About 53% of participants cared
for 1-10 dying patients in the last 12 months, while 33.3% did not care for a dying patient.
Years of service, frequency, and number of dying patients treated were independently
associated with EAS score, while gender and age were not (Table 1). Religion is one of the
most studied variables that influence attitudes towards euthanasia, but in our sample, all
physicians embraced the Orthodox religion, while only four of them considered themselves
as atheists. Only three of them reported that they had some kind of training in treating
end-of-life patients. Physicians who needed training on psychological support in end-of-life
patients scored higher in EAS total score.

Table 1. Associations with the total score of the Euthanasia Attitude Scale (EAS).

Category N Mean SD p-Value
Gender
Male 60 74.68 13.88
Female 33 7452 15.32 0.201
Years of service
<20 28 79.93 13.37
21-30 43 73.60 14.37 0.037
>30 22 69.86 13.89
Age
<50 31 78.68 13.69
51-60 43 72.63 13.09 0.156
61+ 19 72.53 17.14
Treating dying patients
2-3 times a year 48 7717 15.01
Once every 2-3 months 24 75.96 13.57 0.025
More than once a month 21 67.29 11.31
Number or dying patients
0 31 77.74 16.711
1-10 49 75.35 12.321 0.016
11+ 13 64.46 11.377

Need for training on
psychological support in
end-of-life patients
no 37 73.70 12.558

yes 56 75.23 15.467 0.060

Means of individual items of Gr-EAS ranged from 2.02 to 3.39. (Table 2). In Table 2
standard deviations, item homogeneity and a if item is deleted are also described. Ho-
mogeneity index was found between 0.001 and 0.826. Cronbach « values for EAS, if item
deleted, ranged from 0.939 to 0.949.
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Table 2. Means (M) and standard deviations (SD), item homogeneity, if an item is deleted, skewness,
and kurtosis of EAS items.

Item —Total Cronbach’s
Items Mean SD . Alphaif Item Skewness Kurtosis
Correlation
Deleted

1. Even if death is positively preferable to life in the
judgment of a terminal patient, no action should be 2.02 0.847 0.717 0.941 0.508 —0.314
taken to induce the patient’s death.

2. Under any circumstances I believe that physicians
should try to prolong the lives of their patients
3. To me there is absolutely no justification for
ending the lives of persons, even though they are 2.16 0.798 0.721 0.941 0.224 —0.434

terminally ill.

4. Some patients receive “comfort measures only”
(for example. pain relieving drugs) and are allowed
to die in peace without further life extending
treatment. This practice should be prohibited.

5. Ibelieve it is more humane to take the life of an

individual who is terminally ill and in severe pain 2.25 0.702 0.652 0.942 0.385 0.256
than to allow him/her to suffer.
6. An individual who is “brain dead” should be kept
alive with proper medical intervention.
7. I believe that a person with a terminal and painful
disease should have the right to refuse 2.81 0.557 0.458 0.943 —0.049 —0.098
life-sustaining treatments.
8. I'bear no ill feelings toward a person who hastens
the death of a loved one to spare the loved one 2.24 0.902 0.751 0.940 0.238 —0.717
further unbearable physical pain.
9. I believe there should be legal avenues by which
an individual could pre-authorize their own deathin ~ 2.65 0.816 0.697 0.941 0.008 —0.544
case intolerable illnesses arises.
10. I cannot envision any medical circumstance in

2.60 0.694 0.157 0.949 0.323 —-0.393

2.81 0.664 0.107 0.946 —0.905 1.466

2.95 0.728 0.547 0.943 —0.436 0.245

which the termination of life would be merciful. 2.37 0857 0615 0942 —0.047 —0.691
11. I would support the decision to reject additional
treatments if a dying person contracts a secondary 258 0.665 0.380 0.944 0.491 _0.424

disease that is sure to bring about a quick and
painless death.
12. I would support a doctor’s decision to reject
extraordinary measures if a patient has no chance 2.42 0.681 0.342 0.944 0.299 —0.029
of survival.
13. I support the decision to provide “comfort
measures only” if a terminally ill patient is dying 3.39 0.590 0.170 0.946 —0.358 —0.679
and has only a few hours of life left.

14. If I were faced with the prospect of having a

loved one suffer a slow and painful death, I would

support his/her decision to refuse further medical 273 0-782 0-608 0942 0.097 —0-663
life-sustaining treatment.
15. Tome it s an act of mercy toa living but "brain 5y gy 0.649 0.942 ~0177 0514
dead” person to turn off life-sustaining machines.
16. If I were faced with the situation of suffering a
slow and painful death, I should have the right to B
choose to end my life in the fastest and easiest 263 0844 0792 0-940 0-119 0698
way possible.
17. Itis eruel to prolong intense suffering for 283 0717 0.504 0.943 —0276  0.033
someone who is mortally ill and desires to die
18. No one, including medical professionals, should 177 0.898 0.798 0.940 0.649 0993

be allowed to decide to end a suffering person’s life.
19. To me, anyone who assists a suffering and
terminally ill person to die is nothing but a 2.51 0.892 0.718 0.941 0.030 —0.707
common murderer.
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Table 2. Cont.

Ttem—Total Cronbach’s
Items Mean SD . Alphaif Item Skewness Kurtosis
Correlation
Deleted

20. A terminally ill person who is in severe pain
deserves the right to have his/her life ended in the 2.48 0.731 0.593 0.942 0.483 —0.189
easiest way possible.

21. If a friend of mine were in severe pain, close to
death, and begged me to try to convince the doctors

to end his/her life mercifully I would ignore 2.10 0.945 0.752 0.941 0.119 —1312
their plea.
22. The injection of a lethal dose of some drug to a
person in order to prevent that person from dyingan ~ 1.89 0.926 0.823 0.939 0.553 —0.901
unbearably painful death is unethical.
23. No matter how much a person might plead for
death to avoid unbearable pain, no one should assist 2.03 0.938 0.826 0.939 0.420 —0.873
the person to accomplish his/her wish.
24. Inducing death for merciful reasons is acceptable. 2.11 0.758 0.785 0.940 0.275 —0.237
25. Terminally ill patients who try to starve
themselves to death to avoid unbearable pain should 3.18 0.658 0.001 0.947 —0.445 0.310

be forcefully fed intravenously.
26. For me, it is unethical to allow the termination of
a human life when medical technology is able to 2.34 0.617 0.609 0.942 0.478 0.264
preserve it.
27. The termination of a person’s life, done as an act

. 2.05 0.889 0.820 0.940 0.178 —1.145
of mercy, is unacceptable to me.

28. Assisting a person who faces a future life of

unbearable pain to end his/her life is murder, as I 2.33 0.771 0.750 0.941 0.216 —0.223
see it.
29. One shogld haYe the 1.'1ght to. choose .to die if 273 0.739 0.668 0.941 0183 _0.165
he/she is terminally ill and is suffering.
30. A terminally ill individual should be allowed to 311 0521 0.336 0.944 0327 2914

reject life support systems.

3.1. Confirmatory Factor Analysis

The Shapiro-Wilk test for normality was statistically significant (p = 0.000) for all items.
An examination of the Kaiser—Meyer Olkin measure of sampling adequacy suggested that
the sample was factorable (KMO = 0.868). The Bartlett’s test of sphericity was significant
(p = 0.000). The confirmatory factor analysis performed to investigate the validity of the EAS
scale, after modification effects, revealed an acceptable adjustment for the questionnaire,
where the GFI index was above 0.8 and close to 0.9 and the CFI index was above 0.9, which
is the acceptable limit. The RMSEA index was acceptable below 0.08. Descriptive statistics
of the Gr-EAS questionnaire and its five factors are given below (Table 3). The mean value
of the Gr-EAS total was found to be 74.62 (SD 14.33).

Table 3. Descriptive statistics of the Gr-EAS and its factors.

Mean SD Min Max

General (?rlentatlon towards 241 74 1 4
euthanasia

Patients’ rights issues 19.5 3.5 12 28
Role of life sustaining 132 25 7 19
technology

Professional’s role 10.9 1.1 8 14
Ethics and values 11.5 3.2 5 19

Gr-EAS total 74.62 14.33 55 109
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The intercorrelation matrix for the Gr-EAS dimensions is presented below (Table 4).
Of note is the strong positive association between general orientation towards euthanasia,
patients’ rights issues, role of life sustaining technology, and ethics and values, accordingly
with attitude towards euthanasia (Gr-EAS total).

Table 4. Intercorrelations between the Gr-EAS factors and Gr-EAS total.

Patients’ Role o.f I.“lfe Professional’s Ethics and
. Sustaining Gr-EASTotal
Rights Issues Role Values
Technology
General orientation towards r 0.841 0.723 0.311 0.926 0.973
Euthanasia p 0.000 0.000 0.002 0.000 0.000
Patients’ rights issues r 0.770 0.262 0.783 0.897
& p 0.000 0.011 0.000 0.000
. . r 0.293 0.695 0.828
Role of life sustaining technology p 0.004 0.000 0.000
Professional’s rol r 0.346 0.400
rofessional’s role p 0.001 0.000
, r 0.933
Ethics and values p 0.000

In order to calculate reliability of Gr-EAS, we used the method of internal consistency.
The resulting reliability coefficient was very high (Cronbach’s alpha = 0.944), which indi-
cates the consistency and stability of the measurement and indicates that all items measured
the same construct.

3.2. Internal Consistency Reliability

Cronbach’s « for Gr-EAS total was found to be 0.944, while each of the five factors of
the scale was above 0.7 (Table 5), which shows that there was an acceptable reliability of
the questionnaire

Table 5. Cronbach’s o« for Gr-EAS and the five factors.

Cronbach’s o

General orientation towards Euthanasia (14 items) 0.951
Patients’ rights issues (7 items) 0.823
Role of life sustaining technology (5 items) 0.710
Professional’s role (4 items) 0.710
Ethics and values (5 items) 0.855
Gr-EAS total 0.944

4. Discussion

Holloway primarily developed the Euthanasia Attitudes Scale in order to measure
and assess attitudes toward both passive and active euthanasia, significant in both an
educational and a didactic sense to the extent that individuals not only rarely confront their
feelings about and attitudes toward euthanasia, but also seldom take the opportunity to
share such feelings with significant others [21]. The scale developed was also designed to
reflect the complexity of situations in which euthanasia decisions might be made. Holloway
recognized the complexity of the issue and created a 30-item questionnaire which included
many issues involved in euthanasia, such as views about the professional’s role, patients’
rights, and active versus passive euthanasia [21]. They concluded in their study that,
although persons often express fairly strong attitudes toward euthanasia, they are not fixed
and indeed can change significantly via death education within a fairly brief period of
time. In this study, we translated the Euthanasia Attitude Scale (EAS) and then assessed
its internal reliability and construct validity, performing confirmatory factor analysis to
create a valid Greek version of the survey. Validation of this questionnaire will be used for
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further studies as there are no existing tools for measuring the attitudes towards euthanasia
in Greece. Physicians’ attitudes towards euthanasia are well described, in that they do
not lie only in their values, but also their education, and will have an impact on how they
are going to deal with possible medical dilemmas. The the Greek version of Euthanasia
Attitude Scale (EAS), has good internal consistency, and the Cronbach’s alpha ranged
from 0.710 to 0.951 for the five factors, while the total Gr-EAS was found to be 0.944. The
minimum required was 0.7. The confirmatory factor analysis performed to investigate the
validity of the EAS scale, after modification effects, revealed an acceptable adjustment for
the questionnaire, where the GFI index was above 0.8 and close to 0.9, and the CFI index
was above 0.9, which is the acceptable limit. The RMSEA index was acceptable below
0.08. The EAS total score was sensitive to years of service, frequency and number of dying
patients treated, and need for training on psychological support in end-of-life patients, but
not to age and gender. Onieva-Zafra also stated that beliefs of euthanasia can change and
vary according to individual education and experience [26]. The same study that aimed
to evaluate EAS scale psychometric properties among a sample of nursing students in
Spain performed an exploratory factor analysis and found that the Kaiser-Meyer-Olkin
index of sampling adequacy was 0.905 and the Bartlett’s Test of Sphericity was 2972.79
(p <0.001). The factorial solution comprised four domains and the scale demonstrated
adequate internal consistency (Cronbach’s alpha % 0.878). The initial structure based on
four domains was conserved, with a factorial solution that explained 52.79% of the total
variance [26]. However, another study that aimed to examine the reliability and validity
of the Euthanasia Attitude Scale (EAS) in Hong Kong medical doctors found a higher
percentage of total variance (62.10%) [19].

5. Conclusions

According to the findings of this study, the Euthanasia Attitude Scale is a reliable and
valid measure for assessing attitudes toward euthanasia in Greek physicians. Despite its
limitations, Gr-EAS is recommended for use because of its good psychometric properties.
The Gr-EAS questionnaire will be valuable in future studies examining the attitude of
physicians towards euthanasia.

Author Contributions: Conceptualization, M.M.; methodology, M.M.; software, A.N.; validation,
M.M. and K.V,; formal analysis I.P,; resources, K.V.; data curation, N.T.; writing—original draft
preparation, V.T.; writing—review and editing, V.T.; visualization, M.M.; supervision, M.M.; project
administration, P.S. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethics Committee of Hellenic Open University gave approval
on 10 November 2017 protocol code eap_dmy_dmy51_KV2014.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Acknowledgments: We thank participants for their contribution.

Conflicts of Interest: The authors declare no conflict of interest.

1.  Fernandez-Martinez, E.; Fernandez-Muifoz, ].J.; Romero-Blanco, C.; Parra-Fernandez, M.L.; Onieva-Zafra, M.D. Spanish Version
of the Attitude Towards Euthanasia Scale. Int. |. Environ. Res. Public Health 2020, 17, 3855. [CrossRef] [PubMed]

2. Ohnsorge, K.; Gudat, H.; Rehmann-Sutter, C. What a wish to die can mean: Reasons, meanings and functions of wishes to
die, reported from 30 qualitative case studies of terminally ill cancer patients in palliative care. BMC Palliat. Care 2014, 13, 38.

[CrossRef] [PubMed]

3. Borry, P; Schotsmans, P.; Dierickx, K. Empirical research in bioethical journals. A quantitative analysis. J. Med. Ethics 2006,
32, 240-245. [CrossRef] [PubMed]

4. Sarafis, P.; Tsounis, A.; Malliarou, M. Euthanasia an active area of research in contemporary bioethics: Challenges for the Society
and the professionals of Health-Care. Hell. J. Nurs. Sci. 2012, 5, 21-25.


http://doi.org/10.3390/ijerph17113855
http://www.ncbi.nlm.nih.gov/pubmed/32485846
http://doi.org/10.1186/1472-684X-13-38
http://www.ncbi.nlm.nih.gov/pubmed/25161387
http://doi.org/10.1136/jme.2004.011478
http://www.ncbi.nlm.nih.gov/pubmed/16574880

Nurs. Rep. 2022, 12 312

10.

11.

12.

13.
14.

15.
16.
17.
18.

19.

20.

21.

22.

23.
24.

25.

26.

De Lima, L.; Bennett, M.L; Murray, S.A.; Hudson, P.; Doyle, D.; Bruera, E.; Granda-Cameron, C.; Strasser, F.; Downing, J.; Wenk, R.
International Association for Hospice and Palliative Care (IAHPC) List of Essential Practices in Palliative Care. . Pain Palliat. Care
Pharmacother. 2012, 26, 118-122. [CrossRef]

De Lima, L.; Woodruff, R.; Pettus, K.; Downing, J.; Buitrago, R.; Munyoro, E.; Venkateswaran, C.; Bhatnagar, S.; Radbruch, L.
International Association for Hospice and Palliative Care Position Statement: Euthanasia and Physician-Assisted Suicide. J.
Palliat. Med. 2017, 20, 8-14. [CrossRef]

Chapple, A.; Ziebland, S.; McPherson, A.; Herxheimer, A. What people close to death say about euthanasia and assisted suicide:
A qualitative study. J. Med. Ethics 2006, 32, 706-710. [CrossRef]

Fontalis, A.; Prousali, E.; Kulkarni, K. Euthanasia and assisted dying: What is the current position and what are the key arguments
informing the debate? J. R. Soc. Med. 2018, 111, 407-413. [CrossRef]

Gutierrez-Castillo, A.; Gutierrez-Castillo, J.; Guadarrama-Conzuelo, F.; Jimenez-Ruiz, A.; Ruiz-Sandoval, ].L. Euthanasia and
physician-assisted suicide: A systematic review of medical students’ attitudes in the last 10 years. . Med. Ethics Hist. Med. 2020,
13, 22. [CrossRef]

Inbadas, H.; Zaman, S.; Whitelaw, S.; Clark, D. Declarations on euthanasia and assisted dying. Death Stud. 2017, 41, 574-584.
[CrossRef]

Herath, HM.M.T.B.; Wijayawardhana, K.W.5.M.; Wickramarachchi, U.I; Rodrigo, C. Attitudes on euthanasia among medical
students and doctors in Sri Lanka: A cross sectional study. BMC Med. Ethics 2021, 22, 162. [CrossRef] [PubMed]

Voultsos, P.; Njau, S.N.; Vlachou, M. The issue of euthanasia in Greece from a legal viewpoint. |. Forensic Leg. Med. 2010,
17,131-136. [CrossRef] [PubMed]

Bauchner, H.; Fontanarosa, P.B. Death, Dying, and End of Life. JAMA 2016, 315, 270-271. [CrossRef] [PubMed]

Verbakel, E.; Jaspers, E.-V.A. A comparative study on permissiveness toward euthanasia: Religiosity, slippery slope, autonomy,
and death with dignity. Public Opin. Q. 2010, 74, 109-139. [CrossRef]

Emanuel, E.J.; Onwuteaka-Philipsen, B.D.; Urwin, ].W.; Cohen, J. Attitudes and Practices of Euthanasia and Physician-Assisted
Suicide in the United States, Canada, and Europe. JAMA 2016, 316, 79-90. [CrossRef]

Boudreau, J.D.; Somerville, M.A. Euthanasia is not medical treatment. Br. Med. Bull. 2013, 106, 45-66. [CrossRef]

Nortje, N. Cultural Perspective on Euthanasia. Res. Psychol. Behav. Sci. 2013, 1, 77-80. [CrossRef]

Singh, S.; Sharma, D.K.; Aggarwal, V.; Gandhi, P. Attitude of doctors toward euthanasia in Delhi. Asian J. Oncol. 2015, 1, 49-54.
[CrossRef]

Tang, W.-K.; Mak, K.-K.; Kam, PM.-H.; Ho, ] W.-K_; Chan, D.C.-Y;; Suen, T.-L.; Lau, M.C.-K,; Cheng, A.K.-C.; Wan, Y.-T.; Wan,
H.-Y; et al. Reliability and validity of the Euthanasia Attitude Scale (EAS) for Hong Kong medical doctors. Am. J. Hosp. Palliat.
Care 2010, 27, 320-324. [CrossRef]

Alborzi, J.; Sabeti, F.; Baraz, S.; Miladinia, M.; Saidkhani, V.; Sharhani, A. Investigating of Moral Distress and Attitude to
Euthanasia in the Intensive Care Unit Nurses. Int. |. Pediatrics 2018, 6, 8475-8482. [CrossRef]

Holloway, H.D.; Hayslip, B.; Murdock, M.E.; Maloy, R.; Servaty, H.L.; Henard, K.; Lopez, L.; Lysaght, R.; Moreno, G.; Moroney, T.;
et al. Measuring attitudes toward euthanasia. Omega 1994, 30, 53—65. [CrossRef] [PubMed]

Beaton, D.E.; Bombardier, C.; Guillemin, F.; Ferraz, M.B. Guidelines for the process of cross-cultural adaptation of self-report
measures. Spine 2000, 25, 3186-3191. [CrossRef] [PubMed]

Tavakol, M.; Dennick, R. Making sense of Cronbach'’s alpha. Int. J. Med. Educ. 2011, 2, 53-55. [CrossRef] [PubMed]

Miiller, T. Von Charlottenburg zum Central Park West. Henry Lowenfeld und die Psychoanalyse in Berlin, Prag und New York; Déja vu:
Frankfurt, Germany, 2000.

Hu, L.T.; Bentler, PM. Cutoff criteria for fit indexes in covariance structure analysis: Conventional criteria versus new alternatives.
Struct. Equ. Modeling 1999, 6, 1-55. [CrossRef]

Onieva-Zafra, M.D.; Fernandez-Mufioz, ].J.; Parra-Fernandez, M.L.; Romero-Blanco, C.; Fernandez-Martinez, E. Adaptation and
validation of the Euthanasia Attitude Scale into Spanish. Nurs. Ethics 2020, 27, 1201-1212. [CrossRef]


http://doi.org/10.3109/15360288.2012.680010
http://doi.org/10.1089/jpm.2016.0290
http://doi.org/10.1136/jme.2006.015883
http://doi.org/10.1177/0141076818803452
http://doi.org/10.18502/jmehm.v13i22.4864
http://doi.org/10.1080/07481187.2017.1317300
http://doi.org/10.1186/s12910-021-00731-2
http://www.ncbi.nlm.nih.gov/pubmed/34876119
http://doi.org/10.1016/j.jflm.2009.01.014
http://www.ncbi.nlm.nih.gov/pubmed/20211452
http://doi.org/10.1001/jama.2015.19102
http://www.ncbi.nlm.nih.gov/pubmed/26784774
http://doi.org/10.1093/poq/nfp074
http://doi.org/10.1001/jama.2016.8499
http://doi.org/10.1093/bmb/ldt010
http://doi.org/10.12691/rpbs-1-5-3
http://doi.org/10.4103/2454-6798.165115
http://doi.org/10.1177/1049909109358407
http://doi.org/10.22038/ijp.2018.28177.2439
http://doi.org/10.2190/EQP2-KUFM-W7TH-BUTL
http://www.ncbi.nlm.nih.gov/pubmed/11654176
http://doi.org/10.1097/00007632-200012150-00014
http://www.ncbi.nlm.nih.gov/pubmed/11124735
http://doi.org/10.5116/ijme.4dfb.8dfd
http://www.ncbi.nlm.nih.gov/pubmed/28029643
http://doi.org/10.1080/10705519909540118
http://doi.org/10.1177/0969733019864162

	Introduction 
	Materials and Methods 
	Participants 
	Instruments 
	Procedure 
	Data Analysis 

	Results 
	Confirmatory Factor Analysis 
	Internal Consistency Reliability 

	Discussion 
	Conclusions 
	References

