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Issues of right to life, as well as death have surfaced as topics of hot debate. In 

particular, questions about when and if individuals have the right to end their own lives 

have emerged and gained considerable attention as health policy issues having the 

potential to affect all Americans.. 

The purpose of this study was to identify the factors that are most likely to 

influence an individual's decision to support or not support voluntary active euthanasia 

(VAE) and physician assisted suicide (PAS) in specific medical situations. This study also 

examined the differences in medical vignettes by various demographic and attitudinal 

factors. Data were collected from a sample of classified staff members at two institutions 

of higher learning in Oregon. A survey was used to collect all data. Paired sample T-

tests, stepwise multiple regression analysis and repeated measures multiple analysis of 

variance (MANOVA) were used to analyze the data. 

Based on survey results, there were significant differences in attitudes toward PAS 

and VAE for each medical vignette. Religious beliefs, fear of dependency, and fear of 

death were the most powerful predictors of individual support for PAS in each medical 
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situation. In the case of VAE, there were differences in support on each medical situation 

in terms of the most powerful predictors: fear of dependency and religious beliefs for the 

cancer vignette, fear of dependency, religious beliefs, and age for the ALS vignette, and 

religious beliefs and fear of dependency for the paralysis vignette. 

The repeated measures MANOVA revealed that in general, the older the individual 

was, the less likely they were to support PAS or VAE. However, women over age 66 in 

this study were more likely to support VAE than were the males age 66 and over. Males 

in the 51-65 year old category were more supportive of VAE than females in this age 

category. Also, those who were more fearful of death were more likely to have a higher 

level of support for VAE. In all three vignettes (Cancer, Amyotrophic lateral sclerosis 

(ALS), and paralysis) for both PAS and VAE, there was a significantly different level of 

support measured on a seven point Likert scale. 
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FACTORS INFLUENCING INDIVIDUAL ATTITUDES TOWARD 
VOLUNTARY ACTIVE EUTHANASIA AND PHYSICIAN ASSISTED SUICIDE 

CHAPTER I 

INTRODUCTION 

American ethics support the belief that life is precious, and should be nurtured, 

preserved, and allowed to flourish regardless of gender, race, ethnicity, or physical status. 

This basic value is compromised under certain circumstances. It can be argued that 

abortion and capital punishment are two such circumstances that do not coincide with the 

belief that all humans have an inalienable "right to life." 

Americans are taught many inalienable rights, such as the right to education, right 

to privacy, right to clean air, and right to the pursuit of happiness, in addition to the right 

to life. These rights, especially the right to life, are rarely questioned when one is young 

and in the prime of health; however, the right to life and the definition of life as precious 

may be viewed quite differently when the person is suffering from an intractable illness. In 

selected circumstances, many have come to question the appropriateness of a "preserve 

life at all costs" point of view. For example, is the life of a pain-wracked cancer patient in 

the last stages of death still "precious" and should it be preserved at all costs? Is there a 

point where "life" becomes "non-life" and when the right to a dignified and humane death 

may be as precious as the right to life? 

Issues of right to life, as well as the right to a dignified death have surfaced as 

topics of hot debate. When, if ever, does a person have the right to end suffering by 

actively ending his/her own life? Who, if anyone, should make these life or death 
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decisions? These questions and others like them have opened the doors for legislative 

action that could legalize the right-to-die. Recent news stories, medical journal articles, 

and three State referenda--the most recent to come from the State of Oregon-- have 

publicized the right-to-die issue. The American public, subjected to a flurry of politically 

charged campaigns in support of or against right-to-death amendments, has been caught in 

the resulting controversy. Surveys have shown that the majority of Americans favor 

some form of passive euthanasia in certain circumstances such as the removal of life 

support machinery when there is no hope for quality of life to improve, or the deliberate 

withholding of life support machinery even when it will hasten death (Teno & Lynn, 1991; 

Wanzer, et al, 1989). Yet, in spite of this apparent support, Proposition 161, a measure 

that would have legalized voluntary active euthanasia and assisted suicide in California, 

was voted down by a 54-46 majority of voters (Capron, 1993). A similar voters' 

contradiction was noted in the State of Washington with initiative 119, a measure 

designed to assist a patient's suicide and to engage in active voluntary euthanasia. 

Although polls indicated support for initiative 119, this initiative was narrowly defeated in 

a referendum (Mayo & Gunderson,1993). Forty percent of Washington voters cast their 

ballots in favor of the initiative (Elliott, 1992). Initiatives and propositions are just the 

first of many that will fuel the debate over the legalization of assistance in the dying 

process. 

How did we arrive at such a fervor over these issues of life and death? Modem 

technology has helped to bring the issue of assisted death to the forefront. As 

technological advances have begun to play an increasingly important role in our health 

care delivery system, the continuation of life long after the normal body would have 

ceased functioning has become a medical reality. As a result, family members are often 

forced to experience a loved one's agony in a way that previous generations have never 

had to face. The proliferation of neonatal units, CAT scanners, dialysis machines, organ 

transplants, and respirators, and powerful medications, all are reflections of our society's 
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collective faith in the power of technology and our desire to use technology to control 

disease and disability that might otherwise result in death. In some cases this control may 

result in prolonging the dying process at extreme monetary and seemingly unbearable 

physical and emotional burdens. When this is the case, most would agree that the practice 

of passive euthanasia, (the discontinuation of technologies that are keeping someone 

alive), is morally acceptable (Ho & Penney, 1991). However, what about situations 

where ethical boundaries are less clearly defined? What about ending life before artificial 

means are started, or ending life because a person does not wish to endure the pain? 

These situations as well as many others, have served to further complicate the right-to-die 

issue and focus increased amounts of attention on the circumstances surrounding an 

individuals right to choose when and how they die. 

Almost everyone is concerned about the last stage of his or her life (Freeman & 

Pellegino, 1993). Personal end of life decisions are usually hard choices, and no 

alternative seems unequivocally desirable. When the least severe alternative is death, the 

onerousness of the other alternatives becomes a reason for opting for death. Fear, loss of 

control, loss of dignity, and high financial costs appear to be among those more onerous 

factors that have stirred the current euthanasia movement (Freeman & Pellegino, 1993). 

Other arguments for the legalization of voluntary active euthanasia and assisted 

suicide center on the magnitude of suffering and the autonomy of the patient (Benrubi, 

1992). Does the patient have the right to choose death when other options seem 

unbearable, and should that authority be extended to include active voluntary euthanasia 

and physician assisted suicide? Although, many would agree that there are legitimate 

arguments for the support of PAS and VAE, there is a strong, vocal group that would 

disagree. 

Supporting ethical principles such as the respect for autonomy and the will to 

retain dignity and control, are key factors in the debate (Brock, 1992). The opposition 

voices concerns about the perversion of proper aims of medicine; the fear that 
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incompetent individuals in society will be targeted for involuntary active euthanasia; 

("slippery slope" theory), and denial of the sanctity of life (Coyle, 1992; Elliott, 1992). 

These arguments have yet to be fully examined with respect to certain end of life 

situations. 

Attitudes and beliefs that lead to decision making are typically based on selected 

human and societal values. These values include such things as autonomy and the 

preservation of dignity. Each individual makes his or her choices in life dependent upon 

the strength of these values. Recent research on different types of euthanasia has 

examined the role of "desire for quality of life" in choosing euthanasia or "natural death" 

(Coyle, 1992). Relationships between such variables describing religious beliefs, loss of 

control, fear of pain, and perceived health status have been examined, as well as those 

identifying certain demographic aspects of a given population (Coyle, 1992; Domino, & 

Miller, 1992; Ho & Penney, 1991; Ostheimer, 1980;). These studies and others have found 

that individuals tend to be less in favor of voluntary active euthanasia than physician 

assisted suicide but that those individuals ranking high on religiosity tended to be less in 

favor of any type of euthanasia. Research from the Netherlands has supplied some 

evidence as to specific types of medical conditions that are more likely to be considered 

acceptable as justifications for euthanasia (The Remmelink Report, 1992). This research 

has indicated that cancer is the most frequent cause of the request for euthanasia. 

Although the research provides some indication of the conditions that may cause a person 

to request euthanasia, much additional research is needed. In particular, the special 

circumstances in which requests from terminal patients might be acceptable, should be 

explored. 

Although situation specific conditions have provided fertile grounds for debate, 

confusion over the actual meaning of terms such as voluntary active euthanasia and 

physician assisted suicide has contributed to the end-of-life controversy. Initiative 119, 

Washington's referendum bill, would have legalized what it called "aid-in-dying." It was 
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unclear to the voters whether the law would have permitted voluntary active euthanasia as 

well as physician assisted suicide (Elliott, 1992). Provisions of this initiative that would 

have specified who would actually administer the lethal drugs to end life were not made 

clear in the referendum. The inability of voters to clearly understand proposed differences 

between voluntary active euthanasia and physician assisted suicide has been a consistent 

problem in proposed legislation. To date this issue has been largely ignored in polling 

questionnaires (Ostheimer, 1980; Wade & Anglin, 1987). In Oregon, the polls predicted 

a close outcome to the election as it did in Washington, however, in Oregon the legislation 

was passed. 

Over the last thirty years, the general population has demonstrated increasing 

support for euthanasia, however, polls have failed to satisfactorily investigate relationships 

between individual attitudes toward euthanasia and selected demographic variables 

(Jorgenson & Neubecker, 1981; Ho & Penney, 1991; Ostheimer, 1980). Clearly, terms 

such as passive euthanasia, voluntary active euthanasia, and physician assisted suicide 

must be defined during the campaign so that the issues can be judged under individual 

merit rather than incorrect perceptions. Additional research is needed to determine if 

attitudes towards voluntary active euthanasia differ from those of physician assisted 

suicide if legislation is to be passed that will represent what the public truly desires. 

Attitudes for the acceptance or rejection of a particular type of euthanasia have 

been based on definitions of the types of euthanasia alone and not specific case scenarios 

that might better explain the conditions at the end of life. Scenarios using examples of the 

possible situations and conditions that may exist at the end of life have not been used to 

determine a person's attitudes concerning euthanasia and assisted suicide. This study, 

through the use of vignettes, aims to clarify which factors are important in a person's 

attitude toward both voluntary active euthanasia and physician assisted suicide. 
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Statement of the Problem 

Previous research has helped to identify values and beliefs that seem to most 

strongly influence individual attitudes toward voluntary active euthanasia and physician 

assisted suicide in certain groups (Coyle, 1992; Kass, 1993). Although there are many 

studies that have addressed this issue, research has failed to adequately define and 

differentiate the findings to specific types of euthanasia. Do individuals hold the same 

attitudes and beliefs for voluntary active euthanasia as they do for assisted suicide? Due 

to an apparent lack of knowledge by the public and the flaws in the prior and current 

research, we are left with a minimal understanding of the factors that contribute to a 

person's decision to support or not to support voluntary active euthanasia and /or 

physician assisted suicide. 

Values and beliefs, including religiosity, fear of death, perceived health status, 

type of medical situation, and previous life experiences need further investigation with 

regard to decisions to support voluntary active euthanasia and assisted suicide. Moreover, 

previous survey techniques and research designs have not examined the types of medical 

situations that may be more acceptable in drawing support for voluntary active euthanasia 

and assisted suicide. 

Purpose of the Study 

The purpose of this study was to identify the factors that are most likely to 

influence an individual's decision to support or not support voluntary active euthanasia 

and/or assisted suicide in specific end-of-life situations. Unlike previous studies, this study 

used vignettes that depicted different medical situations that a person may encounter at the 



end of life. The identification of the factors most likely to influence a person's decision to 

condone or condemn voluntary active euthanasia and physician assisted suicide were 

determined. 

Research Questions 

The following research questions were examined in this study: 

1.	 Are there significant differences between support for physician assisted 

suicide and voluntary active euthanasia for each medical situation? 

2.	 Are there significant differences between the respondents' likelihood of 

choosing physician assisted suicide versus voluntary active euthanasia for each 

medical situation? 

3.	 Are there significant differences between respondents' support for physician 

assisted suicide and their likelihood to choose physician assisted suicide for 

themselves in each medical situation? 

4.	 Are there significant differences between respondents' support for 

physician assisted suicide and their likelihood to choose physician assisted 

suicide for themselves in each medical situation regarding voluntary active 

euthanasia? 

5.	 Are there significant differences in the level of support regarding 

physician assisted suicide under three medical situations by gender and 

age? 

6.	 Are there significant differences in the level of support regarding 

voluntary active euthanasia by gender and age? 

Are there significant differences in the three decisions regarding support of 

physician assisted suicide by religious beliefs, fear of death, and fear of 

dependency? 

7 
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8. Are there significant differences in the three decisions regarding support of 

voluntary active euthanasia by religious beliefs, fear of death, and fear of 

dependency? 

9.	 Of the following variables (gender, age, income, fear of death, religious 

beliefs, life experience, marital status, fear of dependency, and health 

status), which are significant predictors of support for the three medical 

situations involving physician assisted suicide? 

10.	 Of the following variables (gender, age, income, fear of death, religious 

beliefs, life experience, marital status, fear of dependency, and health 

status), which are significant predictors of support for the three medical 

situations involving voluntary active euthanasia? 

Significance of the Study 

The issues of voluntary active euthanasia and physician assisted suicide have 

become increasingly prominent in the medical and lay press in recent years (Meucci,1988; 

Tong, 1993). There are ethical and legal issues that guide the debate over the legalization 

of voluntary active euthanasia and physician assisted suicide. The question of the right-to

die has been placed in the forefront of policy makers. Consequently, public opinion has 

been elicited to determine if people do indeed have and want the "right -to-die." 

The right-to-die is a public health concern. The public health profession strives to 

better the health of a community or society by examining the needs of its constituents and 

the underlying reasons for these needs. More empirical data is needed to examine the 

reasons why a society so ingrained in the sanctity of life has increasingly vociferated for 

the option to choose death by some means other than a natural process. Previous research 

has only brushed the surface. There is a need to know who are the people in favor of the 

legalization of voluntary active euthanasia and, or, physician assisted suicide, what 

circumstances are more acceptable in supporting their decision, would individuals be likely 



9 

to choose euthanasia for themselves, and what values and beliefs are important in 

supporting legalization. Examining the attitudes and beliefs that a person has toward 

active voluntary euthanasia and assisted suicide will provide further information as to the 

nature of this extremely controversial and complicated issue. 

Delimitations 

This study had the following delimitations: 

1.	 The sample was limited to classified staff members at Chemeketa 

Community College, and Oregon State University. 

2.	 All subjects had the ability to read, understand, and physically fill out 

the survey. 

3.	 All participants were in a middle to upper class income level. 

4.	 Data were collected by a conventional pen and pencil survey. 

5.	 Demographic aspects of the population were limited due to the inability to 

have a representative sample from the general population. 

Limitations 

This study had the following limitations: 

1.	 Some population groups were not represented. 

2.	 This research was conducted in the state of Oregon. 

3.	 Generalizations of the findings have to be approached cautiously due 

to the non-random voluntary nature of the sample. 

4.	 Age, economic status, and marital status do not represent what is likely to 

be found in the general population. 
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Defmition of Terms 

The following terms were defined for use in this study: 

1.	 Voluntary Active Euthanasia: a competent adult requests, for reasons assumed to 

be merciful, that another person end his /her life with an intentional act. The other 

person (family member, friend, professional) takes the last step in ending life 

(Brock, 1992; Tong, 1993; Wanzer et al., 1989). 

2.	 Physician Assisted Suicide: a competent adult requests that a physician give 

him/her the assistance to terminate his or her life by prescribing a drug which will 

end life. The act of bringing about death is performed by the patient (Tong, 1993). 

3.	 Fear of Death: "Emotional reaction involving subjective feelings of unpleasantness 

and concern based on contemplation and/or anticipation of any of the several 

facets related to death" (Hoelter, 1979). 

4.	 Right to Die: A concept that is based on a civil liberty and relates to an 

individual's perception of a good death (Kass, 1993). 

5.	 Health Status: The perception of health based on the individual's perception of 

illness. 

6.	 Voluntary passive euthanasia: competent adult patients directly communicate to 

their physicians that they wish certain medical treatments to be withheld or 

withdrawn; it also includes cases in which incompetent adult patients indirectly 

communicate their treatment wishes by means of previously written advance care 

directives (Tong, 1993). 
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CHAPTER H 

REVIEW OF THE LITERATURE 

Individual decisions about whether or not a person has the right to determine when 

and how he or she will die have become an issue of great interest in our society today. 

This study examined several factors that were believed to contribute to the attitudes an 

individual holds about the end of life. It described personal and social variables that may 

affect the attitudes a person develops concerning the acceptance or rejection of the right 

to choose and the likelihood of choosing physician assisted suicide and voluntary active 

euthanasia given specific in end-of-life scenarios. The following literature review has been 

selected to provide an understanding of many factors that influence this decision making 

process. 

The literature review is divided into the following sections: (a) Euthanasia: a 

historical overview, (b) Arguments for and against the legalization of physician assisted 

suicide, voluntary active euthanasia, and (c) Factors influencing right-to-die decisions. In 

the first section, euthanasia is considered from a historical perspective and current 

practices in the United States and other countries are discussed. The second section 

examines the philosophical arguments for and against physician assisted suicide and 

voluntary active euthanasia. The third section discusses and identifies the factors found in 

current literature that are most likely to influence a person's attitude toward euthanasia, 

such as strength of religious beliefs, fear of death, age, gender, and education. 
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Euthanasia: A Historical Overview 

To understand more fully the nuances of current ethical debate over physician 

assisted suicide (PAS) and voluntary active euthanasia (VAE), it is important to provide a 

historical view of its conceptual origins. Proposals to legalize physician assisted suicide or 

voluntary active euthanasia for the incurably ill became a focal point of public policy 

debate in several countries toward the end of the 19th century (Worsnop, 1992). The 

role of the physician in dealing with the dying patient received significant attention in those 

early years. The physician, it was thought, could slow down the inevitable process of 

dying. Modem technology has allowed for new serologic tests that enable early diagnosis 

and better palliative care, making many terminal illnesses more chronic in nature (Marzuk, 

1994, Cassel & Meier, 1990). Many patients with illnesses such as AIDS and cancer are 

living longer and dying more delayed deaths. As a result, the age of heroic medicine has 

emerged. 

Technological advances that allowed the prolonging of life in the case of a 

terminally ill patient were becoming increasingly more common. Prior to the advances in 

medical technology, terminally ill patients died sooner and physicians had no choice but to 

offer comfort until death. Today, in contrast to those early years, some would argue that 

physicians are needlessly prolonging the dying process (Worsnop, 1992). 

These advances in modem technology have helped to create a controversy that has 

opened the doors for increased concem about the right-to-die issue. The ability to 

prolong life and thus possibly prolong suffering, was a catalyst for many of the 

contemporary arguments prompting law makers to introduce legislation that would 
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legalize euthanasia. In 1906, the Ohio legislature introduced a bill that would have 

legalized euthanasia as a just end of life in the case of a terminally ill person. (Worsnop, 

1992). In other words, those individuals that were enduring what they believed to be 

intolerable conditions could choose to end their own life. Opponents believed that this 

type of legislation would invite abuse from those seeking inheritance or a way to "un

load" burdensome relatives. Relatives that were in line to inherit large sums of money 

might be inclined to hasten the death of a potential family member so they could collect 

early. Others might prematurely encourage euthanasia for a relative that was seen as 

useless and burdensome because of medical cost and amount of care needed. The Ohio 

bill was defeated. Other countries were interested in this issue as well. 

Three decades passed where the intensity of the debates about euthanasia declined 

in the United States but in 1920 euthanasia became a subject of interest in Germany 

(Binding, & Hoche, 1992). German interest was ignited by a book entitled The Permission 

to Destroy Life Unworthy of Life (Binding & Hoche, 1992; Pfasfilin, 1986; Womsnop, 

1992). German Professors Alfred Hoche and Karl Binding, described in this book, the 

carefully controlled conditions in which a physician would be able to help terminate life. 

When the Nazis took power in 1933, the ideas in this book were redesigned into sinister 

new shapes (Hollander,1989). Laws such as compulsory sterilization of people with 

hereditary illness and mass extermination of undesirables were enacted. The abuse that 

was anticipated by opponents of euthanasia laws had become a reality in Germany. In the 

Netherlands, the practice of voluntary active euthanasia (VAE) and physician assisted 

suicide is done but still not legal. 
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Common misconceptions about the legality of euthanasia in the Netherlands have 

helped to stir the controversy in the United States. It is a common belief in the United 

States that voluntary active euthanasia and assisted suicide are legal in the Netherlands 

(Jecker, 1994). The law describing the Dutch penal code states that anyone "who takes 

another person's life even at his explicit and serious request, will be punished by 

imprisonment of at the most 12 years or a fine of the fifth category" (De Wachter, 1992). 

The Dutch have regulated the act of euthanasia but have not legalized it (Van der Wal, 

Muller, Christ, Ribbe, van Eijk, 1994). Studies have revealed to some extent the nature of 

euthanasia in the Netherlands (The Remmelink Report, 1992; van der Maas, van Delden, 

Pijnenborg & Looman, 1991; Gomez, 1991). These studies have attempted to uncover 

the violations that include nonvoluntary active euthanasia . The Remmelink Report (1992) 

concluded that 1000 cases of nonvoluntary active euthanasia occur in the Netherlands 

annually. Some have disputed the report challenging the improper definition of 

nonvoluntary active euthanasia in the report (Jecker, 1994; Welie, 1992). These findings 

pose questions about the practice of physician assisted suicide and voluntary active 

euthanasia and have contributed to the emergence of the debate in the United States. 

Polls have also added to public interest in the euthanasia controversy. In 1937 the 

Gallop organization conducted the first nationwide poll on euthanasia. The question was 

asked, "Do you favor mercy deaths under government supervision for hopeless 

invalids?" Forty-six percent of those interviewed said "yes," and fifty-four percent said 

"no" (Womsnop, 1992). 
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Over the years, many other significant events served to shape the movement. 

During the late 1960's and 1970's the euthanasia movement had a revival marked by 

several classical cases of assisted suicide or voluntary active euthanasia. The Karen 

Quinlan case represents one of America's most famous cases of medical ethics involving 

passive euthanasia (Tong, 1993). Karen was respirator dependent and had a naso-gastric 

feeding tube. As a result of a request from her parents that the respirator be removed, a 

legal precedent was established. In January 1976 the New Jersey supreme court ruled in 

favor of removing all life supporting mechanisms (Chervenak & McCullough, 1991). 

Karen continued to live for several years following the removal of life support. Additional 

trauma was then imposed on the family who were forced to endure the pain of watching 

their daughter lie in a vegetative state for many more years. This case led to cases that 

involved the deliberate ending of life. 

In 1978, English journalist Derek Humphry provided a graphic description of the 

assisted death of his wife who had been suffering from bone cancer. The request 

supposedly came from his wife. As a result of such requests and events, Humphry and his 

second wife, Ann Wickett Humphrey, founded the Hemlock Society in 1980 (Humphrey, 

1987). The Hemlock society supports the option of voluntary active euthanasia for the 

advanced terminally ill and incurably ill. 

The professional research world was also getting actively involved in the issues 

related to euthanasia. Professional medical journals were printing articles that surprised 

and shocked the medical world as well as the general public. In 1989 the New England 

Journal of Medicine published a special article entitled "the Physician's Responsibility 
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Toward Helplessly Ill Patients: A Second Look" (Wanzer et al., 1989). The article 

discussed the role of the physician in end of life situations with the terminally ill. It was 

revealed that ten of the twelve authors endorsed physician-assisted suicide. In another 

article published in the Journal of the American Medical Association, a physician 

describes how he helped a patient end her life (It's Over Debbie, 1988). The Case of 

Patricia Diane Trumbull and Timothy Quill in 1991 where Dr. Quill admitted to 

prescribing a lethal dose of barbiturates for the terminally ill Trumbull who decided that 

she did not want to suffer the indignities and pain of endstage leukemia shocked the 

medical world with his admission of the act (Qui11,1991). A New York grand jury refused 

to return a criminal indictment against Quill. This reluctance to punish doctors for 

rendering suicide assistance to terminally or incurably ill patients signaled a shift toward 

viewing such conduct sympathetically. The American Medical Association has come out 

clearly against physician assisted suicide, however, as seen from these reports, many 

physicians support the issue under certain circumstances. 

One doctor, Jack Kevorkian, has been an activist in the support for physician 

assisted suicide. In 1990, Janet Adkins, an Oregon woman in the early stages of 

Alzheimer's disease, killed herself with the aid of a "suicide machine" devised by Dr. Jack 

Kevorkian. Kevorkian has helped 20 terminally ill people to kill themselves since 1990 

and has fueled the debate over the appropriateness of physician assisted death (McGregor, 

1994). 

Other evidence of the growing concern and perhaps support for euthanasia has 

been seen in the many more recent polls that have resembled the initial 1937 poll. Public 
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opinion polls regarding voluntary active euthanasia and physician assisted suicide have 

been used frequently over the last 20 years in the United States (Crespi, 1987; Senn, 

1993). In 1983, a statewide poll in California revealed that ninety-five percent of the 

population approved of active euthanasia (Meucci, 1988). Public opinion polls in 

Washington were very favorable with two out of three Washingtonians favoring 

Ithysician aid-in-dying" (Tong, 1993). In general, these polls have revealed considerable 

support for euthanasia, yet the results of two United States referenda, one in California 

and one in Washington, failed to show majority support for physician-assisted suicide 

(Meucci, 1988; Parachini, 1989). 

Public interest continued to increase with more and more individuals asking 

questions about how to end their own lives. This led to the publishing of the book Final 

Exit, a suicide manual by Derek Humphry in 1991 (Humphry, 1991). The push for 

patients' rights were increasing as these events and others like them continued to occur. 

Another State following in the battle toward legalization of physician assisted 

suicide placed a referendum on the ballot. In November of 1994, the State of Oregon had 

a ballot measure that asked for the legalization of physician assisted suicide for the 

terminally ill and it successfully passed. Oregon is now the first state and the first place in 

the world to have legalized physician assisted suicide. These are some of the most 

influential events that have stirred the recent debate over the euthanasia issue. 

The increase in the awareness of the rights of the dying patient has been translated 

into new laws (Worsnop, 1992). More than forty-five states now have legislation 

covering advance directives and sixteen states specifically provide that a proxy can 
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authorize the withholding or withdrawal of life support (Wanner et al., 1989). In the 

United States, eighty-five percent of deaths occur in institutions and about seventy percent 

of these involve the elective withholding of some type of life- sustaining treatment (Battin, 

1992). At present, legislative statutes that make assisted suicide a criminal act exist in 28 

states. A 29th state, Michigan, has enacted a statute that makes assisting suicide a felony; 

however, the statute is under review (Margolick, 1993). Actions such as these are driving 

forces behind the creation of public policy towards euthanasia. 

The cases that emphasize the medical rights of the individual, lead to support for 

what some believe to be the next logical step-- freedom of choice in dying, voluntary 

active euthanasia, or physician assisted suicide. Fourteen states have legislation pending 

that is concerned with the legalization of physician assisted suicide (The Hemlock Society, 

1994). The Hemlock Society Report also lists thirty-two states that currently have laws 

criminalizing assisted suicide: Arkansas, Arizona, California, Colorado, Connecticut, 

Delaware, Florida, Hawaii, Illinois, Indiana, Kansas, Kentucky, Maine, Michigan, 

Minnesota, Mississippi, Missouri, Montana, Jew Jersey, Mew Mexico, New York, 

Nebraska, New Hampshire, North Dakota, Oklahoma, Pennsylvania, South Dakota, 

Texas, Washington, and Wisconsin. Eleven other states consider it a crime through 

common law (The Hemlock Society, 1994). 

Laws that govern the actions of a human being regarding life and death choices are 

likely to surface in every state. The reasons behind the creation of laws governing 

euthanasia need to be examined in greater depth. According to Senn (1993), information 

from polls is only one of the indicators of attitudes and values that guide medical practice 
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and subsequently legalization of certain practices. Social scientists argue that the pollsters' 

underlying assumptions about the nature of public opinion are wrong (Crespi, 1987). In 

the case of euthanasia, tradition, life experience, religiosity and religion, emotions, rights 

of patients, physicians and society, and the complexity of medical circumstances are 

contributors to the understanding of attitudes and values related to euthanasia. These 

attitudes and beliefs are not adequately examined by the type of question and method 

used in polling (Crespi, 1987). 

Types of Euthanasia 

Polls indicate that euthanasia is something that individuals are either for or against. 

(CeloCruz, 1992; Ostheimer, 1980; Senn, 1993). However, the issues surrounding 

euthanasia can sometimes be confusing due to the many terms associated with the 

intentional termination of life. The literature has defined the many types of euthanasia in 

the attempt to place a clear distinction on the differences. 

Passive euthanasia is classified in a number of ways, and is perhaps the most easily 

justifiable type of life termination in which death occurs in the course of treating a 

terminally ill person by forgoing potentially life-prolonging measures (Emanuel, 1994; 

Vaux, 1989). The public has indicated that passive euthanasia is often acceptable 

(Blendon, Szalay, Knox, 1992; Teno & Lynn, 1991; Wanzer, et al., 1989). Along with the 

forgoing of certain life-supporting technologies is the actual administering of a palliative 

treatment that may result in death (Block & Billings, 1994). The physician's main intent is 

to control pain, but the medicinal dosage may also hasten death (Vaux, 1989). 
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Tong (1993) puts passive euthanasia into three classifications: (a) voluntary 

passive euthanasia, (b) nonvoluntary passive euthanasia, and (c) involuntary passive 

euthanasia. The first includes cases in which the patient requests that certain medical 

treatments be withheld or withdrawn. It also includes incapable patients who indirectly 

communicate their treatment wishes by written advance care directives or by previous oral 

testimony. 

The second classification, nonvoluntary passive euthanasia, includes cases in 

which one does not know for sure what treatment a incompetent patient wants but there is 

good reason to believe that the person would want to die under the circumstances. 

Finally, involuntary passive euthanasia includes cases in which the patient does not wish to 

have medical technology withdrawn as others believe is in their best interest. 

On the other end of the spectrum is active euthanasia. Active euthanasia has also 

been referred to in the literature with respect to three classifications: (a) voluntary active 

euthanasia, (b) nonvoluntary active euthanasia, and (c) involuntary active euthanasia 

(Brock, 1992; Coyle, 1992; Tong, 1993). As with passive euthanasia, these three forms of 

active euthanasia differ in that the immediate termination of life is caused by the direct 

action of another person administering a lethal amount of medication (Tong, 1993). 

Voluntary active Euthanasia involves the administering of a lethal dose of medication to 

the patient at the request of that patient (Brock, 1992). Nonvoluntary active euthanasia 

implies that a lethal dose of medication is given to a patient that is incompetent but who 

has previously expressed the will to be killed if suffering enormous pain. (Brock, 1992; 

Tong, 1993). Finally, with involuntary active euthanasia cases, family, friends, or 
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physicians make the decision to end a patient's life knowing that this person would not 

want to be killed under these circumstances (Tong, 1993). 

The distinction between active euthanasia and passive euthanasia seems to be 

clearly defined in the literature (Brock, 1992; Rachels, 1975; Tong, 1993). Also defined 

in the literature is a third type of euthanasia called physician assisted suicide. Physician 

assisted suicide has been likened to voluntary active euthanasia in that the choice in dying 

rests fully with the patient (Brock, 1992). With physician assisted suicide, however, the 

physician supplies the lethal dose of medication to end life and the patient administers it to 

him-or herself (Brock, 1992; Emanuel, 1994). 

To further complicate the numerous terms used when describing passive and active 

euthanasia other terms have been substituted that seem to add to the confusion of 

definition. Physician aid-in-dying was used as part of the language in the Washington I

119 ballot in 1991 (Carson, 1992). Physician aid-in-dying includes all types of active 

euthanasia where the doctor is actively involved in the dying process (Carson, 1992). 

With the confusion of so many terms to describe the types of euthanasia, the 

literature discussing active and passive euthanasia may mean different things to different 

people. While the ethical and moral debates concerning these two types of euthanasia are 

complicated; the issues become even more unclear to a public that has difficulty 

understanding fundamental differences in related terminology. 

The arguments for and against the legalization of physician assisted suicide and 

voluntary active euthanasia have been repeated over and over in the literature in the last 

two decades. The most prominent reasons for the support of euthanasia include: 
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concerns for avoidance of suffering, beneficence, dignity at the end of life, control, and 

individual autonomy (Battin, 1992; Brock, 1992; Emanuel, 1994; Callahan, 1992; 

Gunderson & Mayo, 1993). 

Arguments in Support of Euthanasia 

Self-determination or autonomy has been examined as one of the most 

fundamental reasons for the passage of an assisted death statute (Brock, 1992; Gunderson 

& Mayo, 1993; Haddad, 1991; Rachels, 1986; Quill, Cassel & Meier, 1992; Weir, 1992). 

To respect a person's autonomy is to respect the autonomous choices which that person 

makes concerning his or her life. Thus, individuals have different ideas about what is 

good and valuable in life and society recognizes this by allowing each person to pursue 

their views about the good life (Brock, 1992; Rachels, 1986; Quill et al.., 1992). 

Proponents of euthanasia therefore, would believe that being able to choose when and 

how one dies is part of self-determination or autonomy. 

A second argument for euthanasia is beneficence, furthering the well-being of 

individuals (Angell, 1988; Brody, 1992; Brock, 1992; Quill et al., 1992). In some cases, 

continuing to live can inflict more pain and suffering than death (Emanuel, 1994). If each 

person has a different perception of what is good and valuable, there will be no single 

objective standard to define when life is burdensome enough to be ended. Only an 

individual can decide when his or her life is more burdensome than death. Proponents of 

euthanasia claim that if life can be sufficiently burdensome to stop life-sustaining 

treatment; then, individuals can deem it sufficiently burdensome to warrant ending it by 

euthanasia. 

A third argument for euthanasia maintains that it is an individual right to avoid 

suffering (Brock, 1992; Quill et al., 1992; Brody, 1992; Gunderson & Mayo, 1993; Kass, 

1993; Nicholson, 1993). This reason for adopting assisted suicide is probably the most 

frequently cited in the literature. It is argued that pain and suffering at the end of life does 
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not need to be endured. When all pain relief fails and everything possible has been done to 

relieve the distress occasioned by a terminal illness, and the patient still perceives his or 

her situation as intolerable, then proponents of euthanasia would agree that assistance in 

dying is warranted. Some believe it is the last act in a continuum of care provided for the 

hopelessly ill patient (Quill et al., 1992). 

Finally, in the case of the terminal patient with a progressive debilitative illness that 

promises to create a situation of complete dependency, those in support of euthanasia 

would argue that it is a right to have a death with dignity (Angell, 1988; Brock, 1992; 

Cassel, 1990; Emanuel, 1994; Rachels, 1986; Weir, 1992; Kass, 1993). Proponents of 

euthanasia would argue that the indignity that is created by many progressive terminal 

illnesses can be avoided at a patients request for euthanasia. The case of Janet Adkins, an 

Oregon woman that killed herself with the Dr. Jack Kavorkian suicide machine, who was 

in the early stages of Alzheimer's disease, is just an example of the type of condition that 

might encourage dignified death early in a progressive illness. 

Arguments Against Euthanasia 

Paralleling the arguments in support of euthanasia are arguments against 

euthanasia. First, it is claimed that while autonomy is a fundamental value, it does not 

justify euthanasia (Callahan, 1992; Kass, 1993; Singer & Siegler, 1990). The argument 

maintains that everything an individual wants to do, is permitted under the claim of 

autonomy. Autonomy to kill oneself in the case of physician assisted suicide would mean 

the involvement of another person. Those against euthanasia believe the right to kill 

oneself should not and does not extend to another person. 

Secondly, it is not clear that beneficence can justify legalizing euthanasia 

(Pellegrino, 1992). The question is raised "should a few hard cases of uncontrollable pain 

and suffering at the end of life warrant social policy?" (Teno & Lynn, 1991). 



24 

Thirdly, pain and suffering in most cases can be controlled (Blendon et al., 1992; 

Block & Bilings, 1994; Kass, 1989). It is also argued that there is no objective way of 

determining when a life involves so much suffering that it is not worth living (Gunderson 

& Mayo, 1993). Some would also argue that human life is sacred and that pain and 

suffering is a part of the process of life (Block & Bilings, 1994). 

The suffering at the end of life often takes place in a health care environment. this 

may mean that in addition to personal indignities and human suffering people may have to 

endure, they may also have a financial burden that may be overwhelming. Although many 

people have the perception that chronically ill people linger for years, running up 

exorbitant health care costs, in America , we devote the majority of our health dollars to 

the last six months of life (Belgum, 1990). The cost of dying is an underlying reason for 

the support of euthanasia but it is most often mentioned as an argument against 

euthanasia. Those against euthanasia say that one can never set a dollar figure on life, 

and therefore cost should never be a factor in the issue of legalizing euthanasia (Belgum, 

1990). 

Finally, critics argue that once society sanctions euthanasia in one circumstance, 

people won't know where to draw the line. This is the "slippery slope" argument that 

could potentially lead to the killing of severely handicapped newborns, the frail elderly, or 

other vulnerable or "useless" members of society (Haddad, 1991; Kass, 1993; Niemira, 

1993). The arguments that support or go against the legalization of physician assisted 

suicide and voluntary active euthanasia are supported by many demographic and 

psychological factors. These factors are important in the discussion of why individuals 

choose to support or reject the notion of legalizing the two forms of euthanasia. 
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Factors Contributing to the Support or Lack of Support for Physician Assisted 
Suicide and Voluntary Active Euthanasia 

Several factors are discussed in the literature that have been researched as 

influential in determining what makes a person support or not support euthanasia. These 

factors are both demographic and psychological in nature. 

Psychological Factors 

Religious Beliefs 

The literature suggests that religious beliefs have been closely related to health 

practices throughout history (Domino & Miller, 1992; King, 1990; Harmon, 1985). 

Studies have been done on different religions and correlations to health have been 

established; however, religious beliefs are sometimes hard to assess in relation to behavior. 

Glock (1962) has pointed out at least four ways in which religion may be assessed: (a) 

religious practices, the rules that govern a particular group; (b) religious feelings, the 

strength and extent of a person's beliefs; (c) religious knowledge, the understanding of the 

meaning of doctrine, and (d) religious effect, the actions a person takes as a consequence 

of his or her beliefs. Harmon (1985), has additionally stated that studies may be 

confounded by poor assessment of ones religious beliefs. The review of the literature on 

religious beliefs and health generally focuses on health status rather than on health 

behaviors and attitudes, therefore, few studies have been able to provide more than a small 

amount of information regarding a person's attitudes toward PAS and VAE (Holden, 

1992). 
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The studies that do compare religiosity to attitudes about euthanasia have all been 

consistent in reporting a negative correlation between religious beliefs and support for 

euthanasia (Adams, Bueche, & Schvaneveldt, 1978; Finlay, 1985; Ward, 1980). That is, 

the stronger one's religious beliefs, the less likely they are to support PAS or VAE. 

People with strong religious beliefs may believe that the life they have is not their own, 

and therefore it is not under an individuals power to do with it what he or she wants 

(Marty & Hamel, 1991). On the other hand, if people are not responsible to an ultimate 

other, then the scope of individual autonomy increases. 

Fear of Death 

Death anxiety and fear of death have been investigated with a variety of subjects 

and settings. Lester and Templer (1992-93) have concluded the following concerning a 

number of demographic comparisons: (a) highly religious persons tend to have lower 

death anxiety; (b) Elderly persons tend to have somewhat lower death anxiety than young 

and middle-aged persons. However, in general there doesn't seem to be a strong 

relationship between death anxiety and age; (c) death anxiety of husbands and wives 

correlate positively; and, (d) death anxiety is related both to one's general psychological 

health and to specific experiences pertaining to death. Other studies have concluded that 

females, (Glass, 1990; McMordie, 1979; Nelson, 1978), younger individuals (Davins, 

1979), and those less religious (Westman & Brackney, 1990; Westman & Canter, 1985) 

have higher death anxiety or fear of death. 

Becker (1973), proposes that fear of death is intrinsic to all people. He maintains 

that such fear cannot be tolerated in the conscious and therefore must be denied. Again, 

Kellelear (1984) argues that the term "denial" is too ill-defined, and its meaning is too 

broad for specific application and description. Kellelear also argues that it may be that 

modem society does not fear death so much as it fears dying. In the research done by 

Lester and Templer (1992-93), a comparison study of college students was done that 
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analyzed their attitudes towards death today and in 1935. It was found that in general, 

college students are more fearful of dying today and that they are much more preoccupied 

with the idea of their own death. 

Fear of Dependency 

Perhaps one of the factors that most strongly influences a persons fear of death is 

the actual process of dying. Fear of dependency may be an important component of a 

person's beliefs about the dying process. There is little empirical data that analyzes the 

fear of dependency in different situations. Much philosophical discussion is seen in the 

literature that would support high levels of dependency as a major factor in the arguments 

in support of PAS or VAE. Therefore, little can be said in terms of the quantitative 

analysis of this construct. We do know from the literature previously cited in this review 

that fear of dependency seems to play a major role in the support for PAS and VAE. Many 

articles have examined the philosophical reasons why people should be able to end their 

lives if dependency on technology or another human being is inevitable (Cassel & Meier, 

1990; Gunderson & Mayo, 1993). A study by Blendon et. al. (1992) examining the results 

of two polls, revealed that a large percentage of people indicated that they feared ending 

up in a nursing homes and being dependent on others or on machines. The fear of being 

burdensome and useless is a pervasive force behind the argument of dependency (Meucci, 

1988). 

Demographic Variables 

A variety of polls have attempted to examine the demographic variables of age, 

gender, socioeconomic status, marital status, and educational level, with questions seeking 

attitudes towards euthanasia. These variables have contributed to the understanding of 

beliefs and attitudes that people have regarding the issue of euthanasia. 
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Age 

Death and dying have obvious relevance to an understanding of aging and old age. 

In general, the research reveals that older people express less fear of death than other age 

groups (Bengtson, Cuellar, & Ragan; 1977; Kalish & Reynolds, 1976). Kalish and 

Reynolds asked respondents in Los Angeles: "So you feel people should be allowed to die 

if they want to?" The older the population the less there appears to be acceptance of the 

idea. They also found that people were more likely to disagree with the above statement if 

they had strong religious beliefs, regardless of their age. 

Gender 

The relationship between gender and the acceptance of the right to request PAS 

or VAE has also been examined in the literature. It was found in that women appear to be 

less accepting of euthanasia than men in older populations (Ward, 1980). The fear of 

death literature indicates that in general, women fear death more than males do (Robbins, 

1989). Both Templer and Schulz (as cited in Robbins, 1989) suggest that gender may be 

one of the variables that is most consistently related to death anxiety and the fear of death. 

The literature in younger age groups, does not specifically address euthanasia. 

Education 

A third demographic variable that needs mentioning is education. It has been 

found that the less educated a person is, the less the likelihood of acceptance of 
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euthanasia, especially when coupled with older individuals (Ward, 1980). Older 

individuals tend to become more religious as they age and therefore, this factor coupled 

with a lack of education increases the belief that euthanasia is not acceptable (Ward, 

1980). 

Summary 

It is widely believed that attitudes and beliefs, as well as demographic 

characteristics of an individual play a major role in the decisions one makes about the last 

stages of life. Specifically, these factors may play a role in determining whether or not an 

individual has the right to make decisions about how he or she should die. We have seen 

that euthanasia is not a new issue but rather it has emerged as an issue that is closely 

related to the changes that our society has made in the last 30 years related to technology 

and the dying process. The types of euthanasia , some more acceptable than others, have 

been examined by a host of researchers. 

The philosophical arguments for and against euthanasia are based both on 

psychological factors and demographic characteristics of a population or an individual. 

Past studies have served to clarify selected aspects of personal or societal factors that may 

influence right to death decisions, however, there are significant aspects of this 

controversy that remain unanswered. There is much research needed that will examine the 

differences in attitudes based on the type of terminal situation an individual may 

encounter. 

This is a very complex issue that has generated substantial public interest and 

resulted in the introduction of public policy designed to legalize specific types of 
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euthanasia. An understanding of how individuals think concerning the euthanasia issue is 

imperative before public policy can represent the needs and desires of the people. This 

research has taken a step in the direction of providing information useful in understanding 

the beliefs and attitudes that could help shape health policy concerning physician assisted 

suicide and voluntary active euthanasia. 
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CHAPTER Ill 

RESEARCH DESIGN AND METHODS 

This study identified the factors that contribute to an individual's decision 

regarding the practice of voluntary active euthanasia (VAE) and physician assisted suicide 

(PAS) at the end of life in a sample of classified staff workers at two institutions of higher 

education. It examined the association of the dependent variables representing the 

decision to support or not to support voluntary active euthanasia and physician assisted 

suicide with several independent variables: age, perceived health status, previous life 

experience, religious beliefs, fear of dependency, marital status, fear of death, and type of 

medical situation. A discussion of the methods used are presented in this chapter. 

Subjects, instrumentation, data collection, and statistical analysis are discussed. 

Subject Selection 

The study sample was drawn from listings of classified staff members at 

Chemeketa Community College, and Oregon State University. The list of classified staff 

members at Chemeketa Community College was obtained by formal request to the 

president of classified staff organization. Classified staff lists at Oregon State University 

were obtained through the director of personnel. Participation in the study was 

completely voluntary and all participants were assured confidentiality. 
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Instrumentation 

A questionnaire and an accompanying cover letter were given to each participant 

in the study. Questions were formulated to collect information on demographics and 

attitudes towards voluntary active euthanasia and physician assisted suicide. The 

questionnaire contained key questions and statements that helped to examine the 

significance of perceived health status, fear of death, religious beliefs, fear of 

dependency, age, gender, marital status, life experience, and type of medical situation. 

These questions were derived partially from existing scales and partially from designed 

measures. The subset of questions representing the life experience variable had a mean 

reliability coefficient of .79 (alpha). Vignettes were used to portray situations that 

represent certain medical situations that may take place at the end of life. The vignettes 

were adapted from previous research to accommodate the methods intended for this 

research (Oregon Health Decisions, 1993). These vignettes served as a tool to more 

intimately involve the study participant. 

One existing scale was used in the data collection, the Multidimensional Fear of 

Death Scale (MFODS) (Hoelter, 1979). The MFODS is the most elaborate of the death 

fear scales (Wass & Forfar, 1982). It consists of42 items assessing eight dimensions and 

yielding eight subscales which were derived through factor analysis: (a) fear of the dying 

process , (b) fear of the dead, (c) fear of being destroyed, (d) fear for significant others, 

(e) fear of the unknown, (f) fear of conscious death, (g) fear for the body after death, (h) 

fear of premature death. The mean reliability coefficient for the MFODS is .75 (alpha). 

Given the small number of scale items, the average reliability of the subscales is considered 

good. In the interest of limiting the survey questionnaire to a reasonable length, this study 

used the following subscales as they best fit the needs of this research: fear of dying, fear 

of being destroyed, fear for significant others, and fear of the unknown. The mean 

reliability coefficient for the combined subscales used in this study was .73 (alpha). 
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Procedure 

A questionnaire and an accompanying cover letter were distributed to each name 

on the staff listing via campus mail. Study participants were asked to return the 

questionnaire within one week to a designated office at their respective institution. An 

envelope was supplied for return purposes. After two weeks no additional questionnaires 

were returned. 

Data Analysis 

All the data used in this study was derived from the information provided on each 

self-reported questionnaire. The statistical package for the Social Sciences (SPSS/PC+) 

was used to analyze all data. Cronbach's alpha coefficient was utilized to assess the 

reliability of all instruments and scales utilized in this study: Reliability for the fear of 

death scale = .73, and life experience = .79. 

Descriptive statistics were generated by the initial data analysis. The specific data 

analysis procedures utilized to examine each research question are described as follows: 

Research Question # 14 4 

1. Are there significant differences between support for physician assisted suicide and 

voluntary active euthanasia for each medical situation? 

2. Are there significant differences between the likelihood to choose physician assisted 

suicide and voluntary active euthanasia for each medical situation? 

3. Are there significant differences between support and likelihood for each medical 

situation regarding voluntary active euthanasia? 

4. Are there significant differences between support and likelihood for each medical 

situation regarding voluntary active euthanasia? 

These first four questions were answered using a paired sample t-test procedure. 

The paired sample t-test takes into consideration the lack of independence and therefore is 
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the most appropriate for testing differences in this sample. The paired sample t-test 

computes a mean and standard error of the differences and determines the probability that 

the absolute value of the mean difference was greater than zero by chance alone. 

Research Question # 5#6, #7, #81 

5. Are there significant differences in support for physician assisted suicide under three 

medical situations by gender and age? 

6. Are there significant differences in support for voluntary active euthanasia under three 

medical situations by gender and age? 

7. Are there significant differences in support for physician assisted suicide under three 

medical situations by fear of death, religious beliefs, and fear of dependency? 

8. Are there significant differences in support for voluntary active euthanasia under three 

medical situations by fear of death, religious beliefs, and fear of dependency? 

Repeated Measures Multivariate analysis of variance was used to answer these 

questions. The MANOVA tested the equality of means using a multivariate F-value. If the 

multiple F-value was significant, univariate F-tests were examined to determine if there 

were significant differences when the dependent variables were considered separately. 

In univariate F-tests, ANOVA's are performed on single dependent variables 

which are adjusted to remove the effects of the other dependent variables (Fink & 

Kosecog 1978). The F-statistic is derived mathematically by dividing the total variation 

in the dependent variable into components and then comparing different estimates of the 

variance components with one another. The F-statistic will be smaller if the estimates are 

similar If the estimates are not similar, however, then the F-value will be a large number 

and the null hypothesis can be rejected. When a F-test for an independent variable which 

is being studied at more than two levels leads to the rejection of the hypothesis of equality 

of means, all that is certain is that one group's mean is different. 
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Research Question # 9 and #10: 

9. Of the following variables: gender, age, income, fear of death, religious beliefs, life 

experience, fear of becoming dependent, marital status, and perceived health status, which 

are the significant predictors of support for the three medical situations involving physician 

assisted suicide? 

10. Of the following variables: gender, age, income, fear of death, religious beliefs, life 

experience, fear of becoming dependent, marital status, and perceived health status, which 

are the significant predictors of support for the three medical situations involving 

voluntary active euthanasia? 

Stepwise multiple regression analysis was employed to determine the best 

predictive model for each medical situation. In stepwise regression, sometimes referred to 

as statistical regression, the order of entry of variables is based solely on statistical 

criteria. Stepwise regression is considered the surest path to the best prediction equation 

(Tabachnick & Fidell, 1989). 
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CHAPTER IV 

RESULTS 

Surveys were distributed to the classified staff at Chemeketa Community College 

in Salem Oregon and Oregon State University in Corvallis Oregon. Of the 1204 surveys 

distributed, 825 were returned, representing a 68% response rate. 

Sample 

In the study population of 825, 67% (n = 552) were female and the remaining 

23% (n= 259) were male. Subjects ranged in age from 19-78. The average age of the 

sample was 45 years. Sixty-six percent (n = 548) of the subjects were married; 10% (n = 

86) were single, 15% (n = 128) were divorced, 2% (n = 21) were widowed, and 4% (n = 

34) had a live-in partner. Forty-two different classified staffjob titles were represented 

with the highest percentage of individuals being clerical staff (n = 241, 29%). Eight levels 

of education were represented in this sample: only .1% (n = 1) of the population had an 

eighth grade education or less; .2% (n = 2) had some high school; 12% (n = 98) had 

graduated from high school; 6.5% (n = 54) had technical school training; 37% (n = 306) 

had some college; 32% (n = 264) had college degrees; 8% (n = 67) had graduate degrees; 

and 4% (n = 31) had post graduate degrees. With over 44% of subjects having at least a 

bachelor's degree, and another 37% having had some college, it is clear that this sample 

was generally well educated. Household incomes of subjects ranged from the 0-$2,499.00 

category to the $100,000.00 or more category. Two percent (n = 15) were in the 

$7,499.00 or less category, 2.1% (n = 17) were in the $7,500.00 to $12,499.00 category, 

9.8% (n =79) were in the $12,500.00 to $17,499.00 category, 19.4% (n = 156 were in the 

$17,500 to $22,499.00 category, 32.6% (n = 262) were in the $22,500 to $29,999.00 

http:29,999.00
http:22,499.00
http:17,499.00
http:12,500.00
http:12,499.00
http:7,500.00
http:7,499.00
http:100,000.00
http:0-$2,499.00
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category, 15.4% (n = 124) were in the $30,000.00 to $39,999.00 category, 9.1% (n = 73) 

were in the $40,000.00 to $49,999.00 category, 6.6% (n = 53) were in the $50,000.00 to 

$64,999.00 category, 2.1% (n = 17) were in the $65,000.00 to $84,999.00 category, and 

only 1% (n = 8) of the population were in the last two categories that ranged from 

$85,000.00 to $100,000.00 or more. 

Only 1.7% (n = 14) of the population indicated that they were uninsured in terms 

of health insurance; a percentage that is much lower than that of the rest of the population. 

The majority of the respondents indicated that they were satisfied with their current health 

care coverage (73%, n = 507). When asked to indicate how healthy they perceived 

themselves to be, 81% (n = 690) responded that they believed they were in the average to 

above average health category and 18.5% (n = 153) considered themselves to be in 

excellent health. Only .5% (n = 5) considered their health to be very poor. 

Respondents were also asked to rate their level of support for the right to request 

and the likelihood of requesting both PAS and VAE. Table 1-6 indicates the numbers of 

respondents for each level of support by medical vignette. 

Table 1
 
Level of Support for the Right to Request PAS and VAE
 

(Cancer Vignette)
 

PAS VAE 

Level N N 

low (1-3) 207 25 317 38 

neutral (4) 33 4 55 7 

high (5-7) 584 71 452 55 

http:100,000.00
http:85,000.00
http:84,999.00
http:65,000.00
http:64,999.00
http:50,000.00
http:49,999.00
http:40,000.00
http:39,999.00
http:30,000.00
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Table 1 indicates that a greater percentage or respondents were highly supportive of PAS 

(71%) than were for VAE (55%) on the cancer vignette. Few respondents were neutral 

on either PAS ( 4%) or VAE (7%). 

Table 2
 
Level of Support for the Right to Request PAS and VAE
 

(ALS Vignette)
 

PAS VAE 

Level N N 

low (1-3) 180 22 277 33 

neutral (4) 25 3 32 4 

high (5-7) 618 75 514 62 

Table 2 indicates that a greater percentage of respondents were highly supportive of PAS 

(75%) than were supportive of VAE (62%) on the ALS vignette. Few respondents were 

neutral on either PAS (3%) or VAE (4%). These percentages indicating a greater level of 

support are higher for PAS in the ALS vignette than they were on the cancer vignette. 

Also, fewer individuals were neutral on the ALS vignette than with the cancer vignette. 
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Table 3
 
Level of Support for the Right to Request PAS and VAE
 

(Paralysis Vignette)
 

PAS VAE 

Level N N 

low (1-3) 290 35 376 46 

neutral (4) 70 8.5 66 8 

high (5-7) 463 56 381 46 

Table 3 indicates a greater level of support for PAS (56%) than for VAE (46%) on the 

paralysis vignette. Many more respondents were neutral on support for PAS (8.5%) and 

support for VAE (8%) on the paralysis vignette than they were on the cancer vignette and 

the ALS vignette. Percentages indicating support for both PAS and VAE were much 

closer than they were for the cancer or ALS vignettes. However, fewer respondents 

indicated a high level of support for PAS or VAE in the paralysis vignette as compared to 

the cancer or ALS vignette. 

Table 4
 
Level of Support for the Likelihood to choose for themselves PAS and VAE
 

(Cancer Vignette)
 

PAS VAE 

Level N N 

low (1-3) 320 39 411 50 

neutral (4) 115 14 88 11 

high (5-7) 388 47 324 40 
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Table 4 indicated a similar level of support for both PAS (47%) and for VAE (40%) with 

respect to the cancer vignette. Respondents were similarly neutral for the likelihood to 

choose PAS and VAE for themselves as they were for the right to request PAS and VAE 

on the cancer vignette. 

Table 5
 
Level of Support for the Likelihood to choose for Themselves PAS and VAE
 

(ALS Vignette)
 

PAS VAE 

Level N % N % 

low (1-3) 254 31 330 40 

neutral (4) 60 7 62 7.5 

high (5-7) 507 61 430 52 

Table 5 indicates the level of support for PAS and VAE on the ALS vignette with regards 

to the likelihood of choosing it for themselves. Respondents had a higher level of support 

for PAS (61%) than for VAE (52%). The respondents level of support in the ALS 

vignette was greater than their level of support for PAS or VAE in the cancer vignette. 
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Table 6
 
Level of Support for the Likelihood to Choose for themselves PAS and VAE
 

(Paralysis Vignette)
 

PAS VAE 

Level N N 

low (1-3) 440 54 500 61 

neutral (4) 98 12 82 10 

high (5-7) 276 33 241 29 

Table 6 indicates the level of support for PAS and VAE with regard to the 

paralysis vignette on the question of the likelihood of choosing for themselves. The 

likelihood of choosing PAS or VAE was considerably lower for the paralysis vignette than 

is was for the cancer or ALS vignettes (PAS = 33%; VAE = 29%). 

Research Question 1 

Are there significant differences between support for physician assisted suicide and 

voluntary active euthanasia for each medical situation? 

This research question was answered using a paired samples t-test. A significant 

difference of means was found for all three medical vignettes: cancer vignette #1, (t = 

12.51, p < .001) ; ALS vignette #2, (t = 11.09, p < .001); paralysis vignette #3, (t = 

10.69, p < .001). On all three vignettes, respondents were significantly more supportive 

of physician-assisted suicide (PAS) than they were for voluntary active euthanasia (VAE) 

(see table 7 and 8). 



42 

Table 7 
Paired t-tests for differences between the right to request physician assisted suicide 

and the right to request voluntary active euthanasia for each medical vignette. 

Vignette Mean SD t-value prob. t 
Difference 

Cancer #1 .7524 1.727 12.51 <.001 
ALS #2 .6355 1.644 11.09 <.001 
Paralysis #3 .5438 1.458 10.69 <.001 

Table 8
 
Support for the Right to Request PAS versus the Right to Request VAE.
 

PAS VAE 
Vignette Total N N % N % 

Cancer 272 230 85 42 15 

ALS 204 184 90 20 9.0 
Paralysis 204 183 90 21 3.0 

Research Question 2 

Are there significant differences between the respondents likelihood of choosing 

physician assisted suicide versus voluntary active euthanasia for each medical situation? 

When respondents were asked to indicate how likely they would be to choose PAS 

or VAE for themselves in each of the three vignettes, significant differences in responses 

were noted: vignette #1 (t = 10.63, p < .001); vignette #2 (t = 10.07, p < .001); vignette 

#3 (t = '7.96,p < .001). Respondents indicated that they would be much more likely to 

choose PAS for themselves in similar situations than they would be to choose VAE (see 

table 9 and 10). 
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Table 9 
Paired t-tests for differences between the likelihood to request physician assisted 
suicide and the likelihood to request voluntary active euthanasia for each medical 

vignette. 

Vignette Mean SD t-value prob. t 
Difference 

Cancer #1 .4763 1.285 10.63 <.001 
ALS #2 .4823 1.373 10.07 <.001 
Paralysis #3 .3102 1.118 7.96 <.001 

Table 10 
Likelihood to Request PAS Versus Likelihood to Request VAE. 

PAS VAE 
Vignette Total N N % N % 

Cancer 245 198 80 47 19 

ALS 190 167 87 23 12 

Paralysis 172 145 84 27 16 

Research Question 3 

Are there significant differences between respondent's support for PAS and their 

likelihood to choose PAS for themselves in each medical situation? 

A paired sample t-test was used to determine whether or not there were significant 

differences between respondent support for PAS and the likelihood that they would 

choose PAS for themselves. Results indicated that respondents were significantly more 

supportive of their right to choose PAS for themselves in each of the three medical 

situations presented: cancer vignette #1 (t = 19.36, p < .001); ALS vignette #2 (t = 14.69, 

p< .001), paralysis vignette #3 (t = 17.75, p < .001), (see Table 11 and 12). 
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Table 11
 
Paired t-tests for differences between Respondent's support for PAS and their
 

likelihood of requesting PAS for each medical vignette.
 

Vignette Mean SD t-value prob. t 
Difference 

Cancer #1 1.0936 1.620 19.36 <.001 
ALS #2 .7113 1.387 14.69 <.001 
Paralysis #3 1.0328 1.669 17.75 <.001 

Table 12
 
Support for the Right to Request PAS versus Respondent's Likelihood to Request
 

PAS
 

Right to Request PAS Likely to Request PAS 
Vignette Total N N % N % 

Cancer 428 395 92 33 8.0 
ALS 318 295 93 23 7.0 
Paralysis 377 345 92 32 9.0 

Research Question 4 

Are there significant differences between respondents' support for PAS and their 

likelihood to choose PAS for themselves in each medical situation regarding voluntary 

active euthanasia? 

A final paired sample t-test was used to answer question #4, and again significant 

results were found: cancer vignette #1 (t = 14.46, p < .001); ALS vignette #2 (t = 11.53, 

p < .001); and Paralysis vignette #3 (t = 13.90, p < .001). Respondents were significantly 

more supportive for the right to request VAE than they were of the likelihood to request 

VAE (Table 13 and 14). 
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Table 13
 
Paired t-tests for differences between the support for and the likelihood to request
 

voluntary active euthanasia for each medical vignette.
 

Vignette Mean SD t-value prob. t 
Difference
 

Cancer #1 .8165 1.620 14.46 <.001
 
ALS #2 .5572 1.386 11.53 <.001
 
Paralysis #3 .8005 1.651 13.90 <.001
 

Table 14
 
Support for the Right to Request VAE versus Respondents' Likelihood to Request
 

VAE
 

Right to Request VAE Likely to Request VAE
 
Vignette Total N N N
 

Cancer 365 317 87 48 13
 

ALS 294 248 84 23 8.0
 
Paralysis 314 277 88 32 10
 

Research Question 5 

Are there significant differences in support for physician assisted suicide under 

three medical situations by gender and age? 

This research question was answered using a repeated measures one within and 

two between multivariate analysis of variance (MANOVA) design . The dependent 

variable of support for PAS was measured by the between factors of gender (male and 

female) and age (18-35; 36-50; 51-65; and 66+) in all three vignettes (cancer, ALS, and 

paralysis). 
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A significant multiple F main effect (p < .001) was found by vignette (Table 15). 

Univariate F tests examining vignettes revealed that cancer vignette #1, was significantly 

different than ALS vignette #2 (F = 19.22, df= 799, p < .001); paralysis vignette #3 was 

significantly different from cancer vignette #1 (F =15.32, df= 799, p < .001); and ALS 

vignette #2 was significantly different from paralysis vignette #3 (F = 42.73, df = 799, p < 

.001). Means and standard deviations for each vignette by age and gender for PAS are 

indicated in Table 16. Means for male and female indicate only slight differences. The 66 

and older cohort had the lowest mean value on support than the other age categories. 

Table 15
 
Multivariate Tests of Significance for The Main Effect of Vignette on Demographic
 

Variables
 
(PAS)
 

Test Name Value F DF Den DF p 
Wilk's .94155 24.7660 2 798 <.001 
Pillai's .05844 24.7660 2 798 <.001 
Hotelling's .06207 24.7660 2 798 <.001 
Roy's .06207 24.7660 2 798 <.001 

Table 16
 
Means, Standard Deviations for three Vignettes
 

for PAS by Demographic Variables of Gender and age (n = 807)
 

Variable Age Gender 
18-35 36-50 51-65 66+ Male Female 

Cancer 5.1 5.7 4.93 4.0 5.1 5.1 
SD 2.27 2..3 2.41 2.45 2.33 2.34 

ALS 5.4 5.5 5.3 4.5 5.3 5.4 
SD 2.30 2.26 2.40 2.44 2.32 2.30 

Paralysis M 4.1 4.6 4.5 4.1 4.5 4.5 
SD. 2.35 2.43 2.46 2.30 2.42 2.43 
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There was also a significant interaction found vignette by age (p = .0443) (Table 

17), and a significant interaction was found vignette by gender (p = .0455) (Table 18). 

In the 18 to 35 year old age category, the mean score dropped significantly for the 

paralysis vignette (mean = 4.1), as compared a mean for the cancer vignette (5.1) and the 

mean for the ALS vignette (5.4) indicating lower support for the paralysis vignette in this 

age cohort. The interaction found vignette by gender indicated that females had a lower 

mean value for support on the cancer vignette than males but were higher than males on 

the ALS vignette and the paralysis vignette. 

Table 17
 
Multivariate Tests of Significance for Vignette by age Effect
 

(PAS)
 

Test Name Value F DF Den DF p 

Wilk's .98396 2.1591 6 1596 .0443 
Pi llai's .01607 2.1585 6 1598 .0444 
Hotel ling's .01625 2.1597 6 1594 .0443 
Roy's .01314 3.4999 3 799 .0152 

Table 18
 
Multivariate Tests of Significance for Vignette by Gender Effect
 

(PAS)
 

Test Name Value F DF Den DF p
 

Wilk's .9922 3.1021 2 798 .0455
 
Pi llai's .0077 3.1021 2 798 .0455
 
Hotelling's .0077 3.1021 2 798 .0455
 
Roy's .0077 3.1021 2 798 .0455
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Research Question 6 

Are there significant differences in support for voluntary active euthanasia under 

three medical situations by gender and age? 

This research question was also answered using a repeated measures one within 

and two between multivariate analysis of variance (MANOVA) design . The dependent 

variable of support for VAE was measured by the between factors of gender (male and 

female) and age (18-35; 36-50; 51-65; and 66+) in all three vignettes (cancer, ALS, and 

paralysis). 

A significant multiple F main effect (p < .001) was found by vignette (Table 19). 

Univariate F tests examining vignettes revealed that cancer vignette #1, was significantly 

different than ALS vignette #2 (F = 18.30, df = 799, p < .001); paralysis vignette #3 was 

significantly different from cancer vignette #1 (F = 5.48, df= 799, p = .0194); and ALS 

vignette #2 was significantly different from paralysis vignette #3 (F = 30.11, df = 799, p < 

.001). Means and standard deviations for each vignette by age and gender for PAS are 

indicated in Table 20. 

Table 19
 
Multivariate Tests of Significance for The Main Effect of Vignette on Demographic
 

Variables
 
(VAE)
 

Test Name Value F DF Den DF p 
Wilk's .95511 18.7529 2 798 < .001 
Pillai's .04488 18.7529 2 798 <.001 
Hotelling's .04699 18.7529 2 798 < .001 
Roy's .04699 18.7529 2 798 < .001 
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Table 20
 
Means, Standard Deviations for three Vignettes
 

for VAE by Demographic Variables of Gender and age (n = 807)
 

Variable Age Gender 
18-35 36-50 51-65 66+ Male Female 

Cancer 4.4 4.5 4.2 3.6 4.4 4.4 
SD 2.36 2.50 2.6 2.14 2.53 2.50 

ALS 4.9 4.8 4.6 3.9 4.7 4.8 
SD 2.42 2.51 2.67 2.29 2.53 2.54 

Paralysis 3.7 4.0 3.9 3.9 3.9 4.0 
SD 2.36 2.53 2.62 2.10 2.53 2.51 

A significant interaction was also found age by gender (F = 3.10, clf = 799, p = .0262). 

Females indicated a higher level of support than males in the 18-35 age category, a lower 

level of support in the 51-65 year old category, and a higher level of support in the 66 and 

older age category. 

Research Question 7 

Are there significant differences in support for Physician assisted suicide under 

three medical situations by religious beliefs, fear of death, and fear of dependency? 

This research question was answered using a repeated measures one within and 

three between multivariate analysis of variance (MANOVA) design . The dependent 

variable of support for PAS was measured by the between factors of religious beliefs 

(unimportant, somewhat important, and important), fear of death (little and greater), and 

fear of dependency (little and greater), in all three vignettes (cancer, ALS, and paralysis). 

A significant multiple F main effect (p < .001) was found by vignette (Table 21). 

Univariate F tests examining vignettes revealed that cancer vignette #1, was significantly 
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different than ALS vignette #2 (F = 22.34, df= 762, p < .001); paralysis vignette #3 was 

significantly different from cancer vignette #1 (F = 43.01, df = 762, p = .001); and ALS 

vignette #2 was significantly different from paralysis vignette #3 (F = 89.87, df= 762, p < 

.001). Means and standard deviations for each vignette by fear of death, religious beliefs, 

and fear of dependency for PAS are indicated in Table 22. 

Table 21
 
Multivariate Tests of Significance for The Main Effect of Vignette by Psychological
 

Variables
 
(PAS)
 

Test Name Value F DF Den DF p 
Wilk's .88932 47.3531 2 761 <.001 
Pillai's .11067 47.3531 2 761 <.001 
Hotelling's .12444 47.3531 2 761 <.001 
Roy's .12444 47.3531 2 761 <.001 

Table 22
 
Means, Standard Deviations for three Vignettes for PAS by Psychological Variables
 

of Fear of Death, Fear of Dependency, and Religious Beliefs
 

Fear of 
Variable Fear of Death Dependency Religious Beliefs 

Less Greater Less Greater Unimportant Somewhat Important 
Cancer M 5.0 6.0 4.4 5.7 6.1 5.5 3.6 

SD 2.39 1.71 2.48 2.07 1.69 1.96 2 58 
ALS M 5.2 6.2 4.6 5.9 6.3 5.8 3.9 

SD 2.38 1.54 2.54 1.95 1.52 1.90 2.68 
Paralysis M 4.3 5.2 3.7 5.0 5.4 4.8 3.2 

SD 2.48 1.90 2.44 2.27 2.05 2.23 2.48 
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Research Question 8 

Are there significant differences in support for voluntary active euthanasia under 

three medical situations by religious beliefs, fear of death, and fear of dependency? 

This research question was answered using a repeated measures one within and 

three between multivariate analysis of variance (MANOVA) design . The dependent 

variable of support for VAE was measured by the between factors of religious beliefs 

(unimportant, somewhat important, and important), fear of death (little and greater), and 

fear of dependency (little and greater), in all three vignettes (cancer, ALS, and paralysis). 

A significant multiple F main effect (p < .001) was found by vignette (Table 23). 

Univariate F tests examining vignettes revealed that cancer vignette #1, was significantly 

different than ALS vignette #2 (F = 67.31, df = 762, p < .001); paralysis vignette #3 was 

significantly different from cancer vignette #1 (F = 14.80, df= 762, p = .001); and ALS 

vignette #2 was significantly different from paralysis vignette #3 (F = 98.16, df = 762, p < 

.001). Means and standard deviations for each vignette by fear of death, religious beliefs, 

and fear of dependency for VAE are indicated in Table 24. 

Table 23
 
Multivariate Tests of Significance for The Main Effect of Vignette by Psychological
 

Variables
 
(VAE)
 

Test Name Value F DF Den DF p 

Wilk's .85566 64.2133 2 761 <.001 
Pillai' s .14439 64.2133 2 761 <.001 
Hotelling's .16876 64.2133 2 761 <.001 
Roy's .16876 64.2133 2 761 <.001 
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Table 24
 
Means, Standard Deviations for three Vignettes for VAE by Psychological Variables
 

of Fear of Death, Fear of Dependency, and Religious Beliefs
 

Fear of 
Variable Fear of Death Dependency Religious Beliefs 

Less Greater Less Greater Unimportant somewhat Important 
Cancer M 4.3 5.0 3.6 4.9 5.2 4.7 3.0 

SD 2.52 2.23 2.50 2.40 2.24 2.35 245 
ALS M 4.6 5.7 3.9 5.3 5.6 5.2 3.3 

SD 2.57 2.02 2.60 2.34 2.08 2.34 2.60 
Paralysis M 3.9 4.5 3.2 4.4 4.8 4.2 2.8 

SD 2.54 2.23 2.45 2.45 2.34 2.42 2.40 

A significant interaction effect was also found vignette by fear of death (p = .0012) 

(Table 25) and a three way interaction was found vignette by fear of dependency, and fear 

of death (p = .0437) (Table 26). 

Table 25
 
Multivariate Tests of Significance for
 

The Interaction effect Vignette by Fear of Death
 
('AE) 

Test Name Value F DF Den DF p 
Wilk's .98240 6.8140 2 761 .0012 
Pillai's .01759 6.8140 2 761 .0012 
Hotelling's .01790 6.8140 2 761 .0012 
Roy's .01790 6.8140 2 761 .0012 

The greater the level of fear of death, the more likely individuals were to support VAE. 

The greater the level of fear of dependency and fear of death, the greater the level of 

support for VAE, particularly in the paralysis and ALS vignettes. 
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Table 26 
Multivariate Tests of Significance for The three way Interaction effect Vignette by 

Fear of Death and Fear of Dependency 
('AE) 

Test Name Value F DF Den DF p 

Wilk's .99180 3.1439 2 761 .0437 
Pi llai's .00819 3.1439 2 761 .0437 
Hotelling's .00826 3.1439 2 761 .0437 
Roy's .00826 3.1439 2 761 .0437 

Research Question 9 

Of the following variables (gender, age, income, fear of death, religious beliefs, life 

experience, marital status, fear of dependency, and health status), which are significant 

predictors of support for the three medical situations involving physician assisted suicide? 

These questions were answered by a series of forward stepwise multiple regression 

analyses on each of the three dependent variables (cancer vignette #1, ALS vignette #2, 

and paralysis vignette #3). Beliefs in organized religious doctrine, fear of dependency, and 

fear of death accounted for 29% of the variance in the first regression model for the 

cancer vignette # 1 with religious beliefs being the first independent variable to enter into 

the model (Table 27). 

Table 27
 
Stepwise Regression For the Right
 

to Request Physician Assisted Suicide on Medical Vignette # 1
 
(Cancer)
 

Ste i Enterin Variable B R S uare F df Si F 
1 Religious Beliefs -.491840 .18367 117.45092 1 <.001 
2 Fear of Dependency .383292 .27490 98.75985 2 <.001 
3 Fear of Death .018 .29098 71.13668 3 <.001 
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On the ALS vignette #2, religious beliefs, fear of dependency, and fear of death 

entered 1,2, and 3 respectively, and accounted for 29% of the variance in this model 

(Table 28). 

Table 28
 
Stepwise Regression For the Right to
 

Request Physician Assisted Suicide on Medical Vignette #2
 
(ALS)
 

Step Entering Variable B R Square F df Sig F 
1 Religious Beliefs -.489321 .18665 119.55900 1 <.001 
2 Fear of Dependency .389536 .28340 98.75985 2 <.001 
3 Fear of Death .018806 .29098 71.13668 3 <.001 

Finally, on the paralysis vignette #3, religious beliefs, fear of dependency, and fear 

of death, accounted for 23% of the total variance in this model (Table 29). Thus, it 

appears that support for the paralysis is somewhat predicted by these three variables. 

Table 29
 
Stepwise Regression For The Right to
 

Request Physician Assisted Suicide on Medical Vignette #3
 
(paralysis)
 

Ste i Enterin Variable B R S i uare F df Si F 
1 Religious Beliefs -.446361 .14222 86.37980 1 <.001 
2 Fear of Dependency .370859 .22250 74.40709 2 <.001 
3 Fear of Death .012580 .22923 51.45031 3 <.001 

Religious belief was a negative predictor of support for physician assisted suicide 

in all three scenarios. As religious beliefs increased, support for physician assisted suicide 
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decreased. No other variables were significant predictors of support for physician 

assisted suicide in each vignette. 

Research Question #10 

Of the following variables (gender, age, income, fear of death, religious beliefs, life 

experience, marital status, fear of dependency, and health status), which are significant 

predictors of support for the three medical situations involving voluntary active 

euthanasia? 

The next three regression models determined the best predictors for each of the 

three vignettes on the question of support for voluntary active euthanasia. With respect to 

the cancer vignette, fear of dependency entered on step one, religious beliefs entered on 

step two. No other variables added significantly to the model. Together these two 

variables accounted for 19% of the total variance in this model (Table 30). 

Table 30
 
Stepwise Regression For The Right to Request Voluntary Active Euthanasia on
 

Medical Vignette #1
 
(cancer)
 

Ste s Enterin Variable B R S. uare F df Si F 
1 Fear of Dependency ..45394 .11835 70.07118 1 <.001 
2 Religious Beliefs -.333163 .18905 60.72633 2 <.001 

The stepwise regression procedure for the ALS vignette placed fearful of 

becoming dependent on step one, religious beliefs on step two, and age on step three. 

Together these three variables accounted for 26% of the variance in this model (Table 31). 

Age and religious beliefs were negative predictors for the right to request voluntary active 
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euthanasia. As fear of dependency increased, so did support for the right to request VAE. 

As religious beliefs were higher, support for VAE decreased. Finally, as age increased, 

support for VAE decreased. 

Table 31
 
Stepwise Regression For The Right
 

to Request Voluntary Active Euthanasia on Medical Vignette #2
 
(ALS)
 

Step Entering Variable B R Square F df Sig F 
1 Fear of Dependency .529114 .15650 96.66160 1 <.001 
2 Religious Beliefs .-.389016 ..25029 86.80183 2 <.001 
3 Age -.024700 .25833 60.25856 3 <.001 

Finally, in the last regression model with the paralysis vignette # 3 on VAE, 

religious beliefs entered on step one, and fearful of becoming dependent entered on step 

two. These two variables accounted for 20% of the variance in this model (Table 32). 

Religious beliefs was again a negative predictor for the right to request VAE. 

Table 32
 
Stepwise Regression For The Right
 

to Request Voluntary Active Euthanasia on Medical Vignette #3
 
(paralysis)
 

Ste i Enterin Variable B R S i ware F df Si F 
1 Religious Beliefs -.431986 .12402 73.76145 1 <.001 
2 Fear of Dependency .376970 .20142 65.57821 2 <.001 
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CHAPTER V 

DISCUSSION CONCLUSIONS AND RECOMMENDATIONS 

Discussion 

This chapter provides a discussion of the results of the analysis with respect to the 

theoretical framework of the study, draws conclusions based on these findings, and offers 

recommendations for application of the research and further study. The discussion is 

organized into three sections. Each of the first three sections addresses a research 

question or group of research questions. A final section addresses the responses that were 

provided by respondents about euthanasia. 

Support for Physician Assisted Suicide and Voluntary Active Euthanasia 

The first four research questions asked if respondents would be likely to support 

PAS or VAE and whether they would be likely to choose for themselves either PAS or 

VAE given the three medical vignettes. Although the results revealed statistically 

significant differences, there were a large number of individuals that were not different on 

their level of support between the PAS and the VAE forms of euthanasia given the 

different medical vignettes. These findings can be partially explained by the literature 

which suggests that there tends to be confusion of definition about the terms used to 

describe euthanasia (Kass, 1993). The emotional nature of the issue may also be a reason 
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that the majority of the study participants did not differ in their level of support for the 

two types of euthanasia. As with the abortion issue, the euthanasia issue is one of extreme 

views (Granberg, 1991). Few people in this study were undecided as to their views on the 

topic and tended to be either highly supportive or low on support regardless of the 

medical vignette presented. In each case, however, the few respondents that were 

significantly different on level of support tended to favor PAS over VAE. This choice is 

consistent with the past literature stating that individuals are more in favor of physician 

assisted suicide in extreme cases of illness at the end of life (Meucci, 1988). Study 

participants consistently favored PAS regardless of the medical vignette. 

Factors Most Predictive of Support for each Medical Vignette (PAS) 

Research questions nine and ten asked which factors would be most predictive of 

support for PAS and VAE in each of the medical vignettes. The best predictors of 

support for PAS in each vignette revealed a consistent pattern. Religious beliefs, fear of 

dependency, and fear of death were predictors for each medical vignette. As discussed in 

chapter four, religious beliefs play a large role in the decisions a person makes in their life. 

It was discovered in this research , that the greater a persons belief in religious teachings, 

the more likely those individuals were to reject the notion of PAS or VAE regardless of 

the end-of-life medical situation (Domino & Miller, 1992). The religious doctrine that 

teaches one to believe that all life is sacred and should be preserved at all costs seems to 

override any acknowledgment that certain conditions might be acceptable for PAS or 

VAE. The religious doctrine that condemns PAS and VAE is a driving force for making 

individual decisions about the right and wrongs of these two types of euthanasia. The 
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findings by Domino and Miller (1992) support these research findings by indicating that 

people who score higher on religiosity very strongly endorse the attitude that individuals 

do not have the right to take their lives. It is important to note, however, that perhaps 

type of religious doctrine is a key factor in the correlation with the acceptance or rejection 

of PAS and VAE. Many highly religious individuals believe that ending human life, under 

certain circumstances is not outside the scope of a responsible religious person (Hamel, 

1991). In this study, it was not determined whether type of affiliation was a predictor. 

Two of the foremost arguments for the legalization of PAS and VAS are fear of 

dependency and fear of death. These two factors were also significant predictors for 

support of PAS in each vignette. Fear of dependency and fear of death have been 

examined in previous research and it was determined that a correlation does exist between 

acceptance of the types of euthanasia and both of these variables (Emanuel, 1994). As it 

was revealed in the findings of this research, the greater the level of fear of death that an 

individual had the more likely they were to support PAS or VAE. Also, those who 

reported themselves to be more religious were likely to have a lower fear of death score. 

This is a parallel finding with that of Westman and Brackney (1990), Westman and Canter 

(1985) and Blendon et al. (1992) who reported that those who were more religious 

reported lower fear of death. Therefore, it can be concluded that those with a higher 

score on religious belief and a lower fear of death score would not be as supportive for 

PAS or VAE, as an individual that is lower on religious beliefs and higher on fear of death. 
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Fear of dependency is related to the argument of death with dignity and ability to maintain 

control at the end of life. The majority of respondents in this study tended to score higher 

on the question of fear of dependency regardless of the strength of their religious beliefs. 

People who fear mental deterioration, the wasting away of their bodies, the loss of control 

and the ability to do things for themselves therefore, are more likely to consider 

dependency as a factor in the decision to choose or support PAS. 

Factors Most Predictive of Support for each Medical Vignette (VAE) 

Clearly, people do indeed have different beliefs and attitudes that determine the 

level of support for PAS and VAE based on the variables found to have the highest 

correlations revealing the best predictors for each of the two types of euthanasia. 

Because there is little research that explains the differences between a person's attitudes 

about PAS and VAE, it is hard to speculate as to why the variable, fear of dependency, 

entered into the equation first in the case of the cancer vignette and the ALS vignette and 

not in the paralysis vignette. It is this researchers conclusion that the cancer and ALS 

vignettes depict more of dependency and lack of hope for the future, both physically and 

mentally, than does the paralysis vignette. It is also interesting to note that the strength of 

an individuals religious beliefs was the strongest negative predictor for the paralysis 

vignette. That is to say, the more religious one was the less likely that person was to 

support VAE in this vignette. This might be explained by the attitude that a person in a 

condition of paralysis is not terminally ill and therefore unequivocally should not be 

allowed to end his or her own life. 
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Differences in vignettes by demographic variables 

Research question five and six examined whether or not gender and age played a 

significant role in the differences between the way individuals responded to the questions 

of support for PAS and VAE. In the case of PAS and VAE a significant difference in 

mean scores for each vignette was revealed. In the case of VAE, the interaction found age 

by gender revealed that younger males tended to have a lower level of support for VAE in 

all three vignettes than did younger women, at age 36-40 they seemed to be closer on level 

of support and then at age 51-65 males became more supportive of VAE than did women. 

In the oldest of the age groups (66 plus) women had a higher level of support for VAE 

than did their male counterparts. These findings are not easily explained especially with 

regard to the 51-65 age group. Perhaps the literature in the area of human development 

might have a fitting explanation for the switch in support at this age, however, it is out of 

the realm of this research to be able to concretely explain these findings and the answers 

would only be speculative at best. In the 66 and older age group as indicated in the 

literature review, women tend to be less supportive of euthanasia due to higher religious 

beliefs. In this research, however, the opposite was found. The explanation for this can 

only be conjectural and perhaps may be explained by the small number of 66 and older age 

group in the study population. Further research into the changes in belief systems during 

the aging process may help to explain this shift in support. 
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Conclusions 

The following conclusions may be drawn from the findings reviewed in the 

preceding sections. First, individuals in the study did believe that a difference existed 

between PAS and VAE for each medical vignette. Subjects were much more likely to be 

supportive of PAS than VAE in all three medical vignettes. 

Second, the higher an individual scored on religious beliefs, the less likely they 

were to support PAS. Religious beliefs was the strongest negative predictor for PAS in 

the case of all three vignettes with fear of dependency and fear of death second and third. 

Predictors of support for VAE were somewhat different than that of PAS. Religious 

beliefs were not the strongest predictor of VAE. Fear of dependency was the strongest 

predictor. 

Finally, the levels of support for the three vignettes were significantly different 

from one another based on the responses to questions of support for PAS and VAE. 

Interactions were found with respect to gender and vignette, fear of death and vignette, 

and fear of death, fear of dependency and vignette. Some of these interactions are not 

readily explainable and may have occurred due to lack of variance in the sample 

population. 

Other important conclusions that need mentioning relate to the importance of these 

findings in terms of the actual ramification of such laws that would legalize PAS or VAE. 

It is clear, based on the findings of this study, that this is an emotionally charged topic of 

discussion. Individuals are supportive or not supportive with very few undecided on what 

they believe. However, one might be inclined to believe that with so many people sure in 
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their beliefs that voting on legalizing PAS or VAE would be a simple task. However, 

clearly, based on this research, individuals are perhaps not aware of the whole picture in 

terms of the differences between the two types of euthanasia and that the language put 

forth to describe a law that would legalize one type may also include the other type. 

The difference in the types of euthanasia must be understood and based on this 

research it is this researchers belief that the differences are overlooked perhaps due to the 

emotionally charged nature of the topic and the hype of the media campaigns that would 

confuse the issues with rhetoric. Other issues that individuals must fully understand may 

relate to the differences in social policies that other countries have where euthanasia is 

currently practiced. The Dutch have a system of health care that provides for all which 

presents a whole different view as to why euthanasia is practiced. Cost at the end of life, 

although a factor that many would like to ignore in the adoption of a law that would 

legalize PAS or VAE, must surely be considered when we examine the need for such 

policies. 

The push for legalization of PAS and VAE has evolved in this country for reasons 

that may not be all inclusive with the reasons of other countries; thus, policies that govern 

the legalization of such actions must be carefully examined. In looking to other societies 

for guidance, we must pay careful attention to what we may not be culturally equipped to 

duplicate. Differences in social and cultural contexts must be further examined in well 

designed research. Emotions alone must not drive the decisions that would put policy in 
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place but rather a moral and political balance that is based on research and common 

interest based on sound factual information. It is evident that a more complete 

understanding of what people believe and why they believe it is needed before any policies 

are written to serve the best interest of the public. 

Recommendations 

It is suggested for further study that a random sample from the general population 

be examined so that a greater amount of variability in age, income, and gender might be 

better examined. Some of the resulting findings must be viewed cautiously due to the 

nonrandom nature of the sample. Further research should be conducted to intensively 

examine the effects of particular variables while controlling for others. For example, the 

analysis of the psychological variables while controlling for the demographic variables. It 

is also recommended that stratified sampling be done to assure adequate cell size for 

analysis. 

Additional research on this topic needs to be done in other regions of the United 

States. There are many more variables that need to be examined in addition to the ones 

studies here. A sample that represents a greater variety of aspects common to a general 

population will help in sorting out many of the unexplainable questions raised in this 

research. 

Finally, health educators must work to educate the public on the issues related to 

euthanasia so that attitudes and beliefs that would influence support for or against PAS or 
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VAE are based on facts and not emotion alone. Focus groups that are non-coercive and 

informational awareness campaigns must be developed and implemented so that the entire 

community may gain a better understanding of the terms that define and issues that 

surround PAS and VAE. 
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DEPARTMENT OF 

PUBLIC HEALTH 

OREGON
 

STATE
 

UNIVERSITY
 

Waldo Hall 256 
Corvallis, Oregon 

97331.6406 

Telephone 

503-737-2686 

Fax 

503. 737.4001 

APPENDIX A 

May 10, 1994 

Dear staff member. 

Your assistance is needed with an important research project concerning the issues 
surrounding the current debate over physician assisted suicide and voluntary active 
cern nasia. Enclosed is a questionnaire that we would like you to complete and mail back 
to us in the envelope provided. It should take you approximately 10-15 minutes to 
complete the questionnaire. 

While you are not under any obligation to answer any of the questions, your participation 
would be very helpful to policy makers, researchers and health care providers. The 
information we collect through this research project will provide insight into the beliefs 
and attitudes that Oregonians hold with respect to "tight -to-die" issues. 

Be assured that any information you share with us is completely confidential, and you will 
not be identified in any way. Several hundred other classified staff members from other 
Oregon universities and community colleges will be participating in this study. 

Your return of the questionnaire will serve as a statement of consent that you agree to 
participate in the study. Please return the enclosed questionnaire by May 20. If you have 
any questions, please call Donna. Champeau or Dr. Rebecca Donatelle in the Department 
of Public Health, Waldo Hall, Oregon State University: (503) 737-3830 or 737-3839. 
Thank you most sincerely for you help. 

Donna Champeau 
Doctoral Candidate 
Department of Public Health, OSU 

Dr. Rebecca Donatelle 
Department of Public Health, OSU 

Redacted for privacy

Redacted for privacy
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APPENDIX B 

We are very interested in your feelings about physician assisted suicide and voluntary active 
euthanasia. Please read the 

following situations that describe life-threatening conditions and answer the questions that 
follow. 

Please use the following definitions to guide you in your decisions. 

VOLUNTARY ACTIVE EUTHANASIA:
 
At the request of a competent terminally ill adult, a physician performs the necessary medical
 
procedure that causes death directly. For example, a physician administers a lethal injection to the
 
patient which causes the patient to die painlessly.
 

PHYSICIAN ASSISTED SUICIDE:
 
At the request of a competent terminally ill adult, a physician gives the person making the request
 
the indirect assistance in the form of information and means, to end his or her own life in a painless
 
manner. For example, the dying person takes the necessary amount of medication that the physician
 
has provided which will cause death.
 

Situation 1 
You have previously been healthy, strong and independent. Fourteen months ago you were 
found to have lung cancer that had spread to your bones. Initially, you had a good 
response to chemotherapy and radiation, but now your disease is progressing. At present, 

a tumor is pressing on a nerve causing a significant amount of pain that is hard to manage. 

The doctor has given you less than 6 months to live. 

( la).	 I believe that in this situation I should have the right to request that my doctor provide me 
with the necessary medication to end my life in a painless manner. (Circle one number) 

STRONGLY STRONGLY 
DISAGREE AGREE 

1 2 3 4 5 6 7 

(lb).	 If you were in this situation, how likely is it that you would make this request?(circle one 
number) 

VERY VERY 
UNLIKELY LIKELY 

1 2 3 4 5 6 7 
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lc). believe that in this situation I should be able to request that my doctor end my life by 
giving me a lethal injection. (Circle one number) 

STRONGLY STRONGLY 
DISAGREE AGREE 

1 2 3 4 5 6 7 

(1d).	 If you were in this situation, how likely is it that you would make this request?(circle one 
number) 

VERY VERY LIKELY 
UNLIKELY 

1 2 3 4 5 6 7 

Situation 2 
Just 3 years ago you were diagnosed with Arnyotrophic lateral sclerosis (Lou Gehrig's 
disease). The condition leads to progressive paralysis of the arms, legs and trunk, finally 
resulting in inability to walk, breathe, or swallow. For the past 18 months you have 
required 24 hour care. You have been progressively losing control of all muscles and you 
are now anticipating respirator dependency due to the inability of the lungs to expand and 
contract on their own. It is not certain how long you may live in this condition but you 
have been told that your physical will only get worse. 

(2a).	 I believe that in this situation I should have the right to request that my doctor provide me 
with the necessary medication to end my life in a painless manner. (Circle one number) 

STRONGLY STRONGLY 
DISAGREE AGREE 

1 2 3 4 5 6 7 

(2b).	 If you were in this situation, how likely is it that you would make this request? (Circle one 
number) 

VERY VERY LIKELY 
UNLIKELY 

1 2 3 4 5 6 7 

(2c).	 I believe that in this situation I should be able to request that my doctor end my life by 
giving me a lethal injection. (Circle one number) 

STRONGLY STRONGLY 
DISAGREE AGREE 

1 2 3 4 5 6 7 
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(2d). If you were in this situation, how likely is it that you would make this request? (Circle one 
number) 

VERY VERY 
UNLIKELY LIKELY 

1 2 3 4 5 6 7 

Situation 3 
Two years ago you were involved in a motor vehicle accident in which you sustained 
multiple injuries including a broken neck, causing complete paralysis of your legs and 
arms and loss of bowel and, bladder control. Despite extensive rehabilitation, you remain 
confined to bed. You have! been informed that there is little chance for improvement. 

(3a).	 I believe that in this situation I should have the right to request that my doctor 
provide me with the necessary medication to end my life in a painless 
manner.(circle one number) 

STRONGLY STRONGLY 
DISAGREE AGREE 

1 2 3 4 5 6 7 

(3b).	 If you were in this situation, how likely is it that you would make this request? (Circle one 
number) 

VERY VERY 
UNLIKELY LIKELY 

1 2 3 4 5 6 7 

(3c).	 I believe that in this situation I should be able to request that my doctor end my life 
by giving me a lethal injection.(circle one number) 

STRONGLY STRONGLY 
DISAGREE AGREE 

1 2 3 4 5 6 7 

(3d).	 If you were in this situation, how likely is it that you would make this request? (Circle one 
number) 

VERY VERY 
UNLIKELY LIKELY 

1 2 3 4 5 6 7 
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(4). We are interested in your thoughts and feelings regarding your death, the death of people youlove, and the 

concept of death in general. Please respond by circling one number that best indicates your feelings 

about each of the following statements. 

Strongly 
Disagree 

Strongly 
Agree 

a. I am afraid of dying 
slowly. 1 2 3 4 5 6 7 

b. I am afraid of dying in a 
fire 1 2 3 4 5 6 7 

c. I am afraid of experiencing 
a great deal of pain when I I 2 3 4 5 6 7 

die. 

cl_ I am afraid of dying of 
cancer 1 2 3 4 5 6 7 

e. I have a fear of suffocating 
(or drowning). 1 2 3 4 5 6 7 

f. I have a fear of dying 
violently. 1 2 3 4 5 6 7 

g. I would like to donate my 
body to science. 1 2 3 4 5 6 7 

h. I do not want medical 
students using my body for 1 2 3 4 5 6 7 

practice after I die. 

i. I do not like the thought of 
being cremated. 1 2 3 4 5 6 7 

j. I do not want to donate my 
eyes after I die. 1 2 3 4 5 6 7 

lc I am afraid there is no 
afterlife. 1 2 3 4 5 6 7 

1. I am not afraid of meeting 
my creator. 1 2 3 4 5 6 7 

4 
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(question #4 corm) 

Strongly Strongly 
Disa ree a ree 

In. I am afraid that death is 
the end of one's existence. 1 2 3 4 5 6 7 

rt. I am afraid that there may 
not be a supreme being_ 1 2 3 4 5 6 7 

o. No one' can my, for sure, 
what will happen after death_ 1 2 3 4 5 6 7 

p l have a fear of people in 
my family dying. 1 2 3 4 5 6 7 

q. If the people I am very 
lose to were to suddenly die, 1 2 3 4 5 6 7 
would suffer for a long time 

r. If I died tomorrow, my 
family would be upset for a 1 2 3 4 5 6 7 

ong time.
 

s.Since everyone dies, I won't
 
be too upset when my friends 1 2 3 4 5 6 7
 

die.
 

I I sometimes get upset when 
as uaint2nces die. 1 2 3 4 5 6 7 

u If I died, my friends would 
be upset for a long time. 1 2 3 4 5 6 7 

v. I am fearful of becoming 
dependent on others for any 1 2 3 4 5 6 7 

physical needs 

5 
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We are interested in your previous experiences relating to death and dying. 

(5).	 Have you had any person that you've been close to (close friend, parent, close relative, 
spouse sibling, etc.) die of a terminal or prolonged illness ?(circle one number) 
1 NO (go to question # 7) 
2
 YES
 

(5a). Think of the person you have most recently lost through death. How long 
ago did this person die ?(circle one number) 

1 LESS THAN 1 YEAR AGO 
2 1 YEAR AGO 
3 2 YEARS AGO 
4 3 YEARS AGO 
5 4 YEARS AGO OR MORE 

(5b)	 Please rate the degree of emotional closeness you had for the dying 
person.(cirde one number) 

VERY VERY 
DISTANT CLOSE 

1 2 3 4 5 6 7 

(5c)	 How involved were you in this person's dying process? (circle one 
number) 

VERY VERY 
UNINVOLVED INVOLVED 

1 2 3 4 5 6 7 

(5d).	 How often did you provide physical care to this person? (circle one 
number) 

NOT AT 
ALL VERY 

OFTEN 
1 2 3 4 5 6 7 

(5e).	 How often did you talk to this person about what it feels like to be facing 
death? (circle one number) 

NOT AT VERY 
ALL OFTEN 

1 2 3 4 5 6 7 
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(5±). Were you present when this person died?(circle one number) 
1 NO 
2 YES 

(6).	 Based on what you remember, which of the following best describes how you believe this 
person experienced death?(circle one number) 

VERY AWFUL VERY GOOD 
DEATH DEATH 

EXPERIENCE EXPERIENCE 
1 2 3 4 5 6 7 

The following questions will help us collect some general information. 

(7).	 Do you currently have health insurance? (Circle one number) 
1 NO(IF NO, SKIP TO QUESTION # 9) 
2 YES 

(8).	 How would you rate your level of satisfaction toward the coverage you now 
have?(circle one number) 

VERY VERY 
UNSATISFIED SATISFIED 

1 2 3 4 5 6 7 

(9).	 How would you rate your current state of overall health? (circle one number) 

VERY POOR EXCELLENT 
1 2 3 4 5 6 7 

(10)	 Do you identify with a religious denomination? 
1 NO (go to question #12) 
2 YES 
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(11).	 What is your religious denomination?(circle one number) 
1 BAPTIST
 
2 CATHOLIC
 
3 EPISCOPALIAN
 
4 FUNDAMENTAL CHRISTIAN
 
5 JEHOVAH'S WITNESS
 
6 JEWISH
 
7 LUTHERAN
 
8 MENNONITE
 
9 METHODIST
 
10 PRESBYTERIAN
 
11 UNITARIAN
 
12 OTHER (please specify)
 

(12).	 Which best describes the importance of your beliefs in organized religious doctrine? 
(circle one number) 

EXTREMELY EXTREMELY 
UNIMPORTANT IMPORTANT 

1 2 3 4 5 6 7 

(13).	 Which best describes the importance of your spiritual beliefs in 
terms of your everyday life activities and practices? (circle one number) 

EXTREMELY EXTREMELY 
UNIMPORTANT IMPORTANT 

1 2 3 4 5 6 7 

(14). What is your age? 
AGE 

(15).	 Are you a resident of Oregon?(circle one number) 
1	 NO 
2	 YES 

(16).	 How often do you vote in major state elections? (circle one number) 

NEVER ALWAYS 

1 2 3 4 5 6 7 

(17).	 Which of the following best describes the highest level of education that you have 
completed? (circle one number) 
1 EIGHTH GRADE OR LESS
 
2
 SOME HIGH SCHOOL 
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3 HIGH SCHOOL GRADUATE OR GED
 
4 TECHNICAL SCHOOL
 
5
 SOME COLLEGE
 
6 COLLEGE DEGREE
 
7 GRADUATE DEGREE
 
8
 POST GRADUATE DEGREE OR PROFESSIONAL DEGREE 

(18).	 What is your gross annual income ?(circle one number) 
1 1-2,499
 
2 2,500-7,499
 
3 7,500-12,499
 
4 12,500-17,499
 
5 17,500-22,499
 
6 22,500-29,999
 
7 30,000-39,999
 
8 40,000-49,999
 
9 50,000-64,999
 
10 65,000-84,999
 
11 85,000-99,999
 
12 100,000 or more
 

(19).	 Are you: 
1 SINGLE/NEVER MARRIED 
2 MARRIED 
3 HAVE A LIVE -IN PARTNER 
4 DIVORCED 
5 WIDOWED 

(20).	 Which best describes your ethnic identity? (circle one number) 
1 WHITE 
2 AFRICAN AMERICAN 
3 HISPANIC ORIGIN/LATINO 
4 ASIAN AMERICAN/PACIFIC ISLANDER 
5 NATIVE AMERICAN/ESKIMO 
6 OTHER (please specify) 

(21).	 What is your current occupation in life? 

OCCUPATION 

(22).	 Do you now have dependent children or other dependents living with you? (circle one 
number)umber) 
1 NO
 
2 YES
 

(23).	 Gender? (circle one number) 
1 MALE
 
2
 FEMALE 




