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Abstract
This study analyzes data from a national survey to estimate the proportion of physicians who currently
object to physician-assisted suicide (PAS), terminal sedation (TS), and withdrawal of artificial life
support (WLS), and to examine associations between such objections and physician ethnicity,
religious characteristics, and experience caring for dying patients. Overall, 69% of the US physicians
object to PAS, 18% to TS, and 5% to WLS. Highly religious physicians are more likely than those
with low religiosity to object to both PAS (84% vs 55%, P < .001) and TS (25% vs 12%, P < .001).
Objection to PAS or TS is also associated with being of Asian ethnicity, of Hindu religious affiliation,
and having more experience caring for dying patients. These findings suggest that, with respect to
morally contested interventions at the end of life, the medical care patients receive will vary based
on their physicians’ religious characteristics, ethnicity, and experience caring for dying patients.
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In the United States, physicians remain the de facto arbiters for most aspects of medical care,
including end-of-life interventions. Although all 50 states allow patients to refuse medical
treatments, patients often lack decisional capacity in the final stages of their illness.1,2 Even
when surrogates have been appointed, physicians sometimes make critical decisions regarding
care without consulting the patient or the patient’s family.2 Many people fear that, should they
fall gravely ill, their physician may not follow their wishes.3 For some patients, this could mean
not having access to physician-assisted suicide (PAS) or terminal sedation (TS). For others, it
could mean overzealous physicians refusing to withdraw life support in the face of imminent
death or, conversely, implementing unwanted life-shortening interventions. Although health
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care policies strive to protect patient preferences, physicians remain influential in end-of-life
decision making.

Patients and physicians may disagree about end-of-life care because they have differing
interpretations of what a “good death” entails. In a study of the views of patients, clinicians,
and other health care workers who had experience caring for the dying, Steinhauser et al3 noted
that “pain and symptom management, clear decision making, preparation for death,
completion, contributing to others, and affirmation of the whole person” were all core
components of a “good death.” They also noted that each component has biomedical,
psychological, social, and spiritual aspects and that these aspects were given different emphasis
by different groups.

Disagreements about what a good death entails have often become visible in light of
controversies about PAS, TS, and withdrawal of artificial life support (WLS), where previous
studies have found that physicians’ opinions are associated with their religious characteristics.
4–8 In all, 9 of 10 US physicians endorse some religious affiliation, and more than half say
their religious beliefs influence their practice of medicine.9 Moreover, studies have consistently
found that physician religiosity is associated with physicians’ approaches to a variety of
ethically controversial medical practices.10–14 It is, therefore, not surprising that debates about
PAS, TS, and WLS have often centered on ways religion influences patient care and public
policy.

Different faiths have different perspectives on end-of-life care. Roman Catholicism prohibits
suicide but permits the withdrawal of “extraordinary measures,” even if death is anticipated
(but not intended) to result.15,16 Some Eastern religions, such as Buddhism and Hinduism,
emphasize the karmic nature of pain and the importance of enduring suffering.15,17 For that
reason, use of artificial sustenance, life support, and extensive sedation are sometimes
discouraged as unnatural and possibly damaging to a peaceful death and a desirable
reincarnation.15,17,18 Some traditions in Judaism emphasize an obligation to sustain life above
all else, even at great cost and in the context of suffering.15 In a pluralist society like that of
the United States, religious traditions may inform physicians’ approaches to end-of-life care
in a variety of ways.

Although previous studies have shown that physicians’ religious beliefs influence patient care
at the end of life, most of these studies are now somewhat dated and have largely been limited
by oversimplified religious measures. Some have divided physicians only into the categories
of Protestants, Catholics, Jews, and other,7,8,10,11,19–25 thus potentially missing ways that less
represented religious traditions shape physicians’ practice. Others have included only
generalized measures of religiousness (eg, frequency of prayer, religious service attendance,
the importance of religion in one’s life),21,26 which cannot account for religious traditions’
varying views on suffering and death and the variety of ways in which these views are
internalized. In addition, many previous studies are now more than a decade old. In the early
1970s, WLS was controversial. Ten years later, it was both commonplace and widely accepted.
It is possible that a similar evolution would occur with respect to TS and even PAS. In light
of these issues, an up-to-date examination of the issues is warranted.

This study updates and extends previous research by surveying a national sample of physicians
from all specialties to estimate the proportion of US physicians who object to PAS, TS, and
WLS, and to clarify the association between such objections and physicians’ religious
characteristics. We hypothesized that physicians with higher religiosity would be more likely
to object to each of these procedures. We also hypothesized that, compared with Jewish and
Christian physicians, Hindus, and those from other religious traditions would be more likely
to object to TS and less likely to object to WLS.
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Methods
Survey Design and Administration

The methods used in this study have been described elsewhere.9,27,28 In 2003 we mailed a
confidential, self-administered, 12-page questionnaire to a stratified random sample of 2000
practicing US physicians older or younger than 65 years of age, chosen from the American
Medical Association Physician Masterfile, a database intended to include all physicians in the
United States. We included modest oversamples of psychiatrists and several subspecialties that
deal particularly with death and severe suffering (including geriatrics, pediatric subspecialties,
pulmonary and critical care, oncology, physical medicine and rehabilitation, and pain
medicine). Physicians received up to 3 separate mailings of the questionnaire. The third mailing
offered US$20 for participation. Characteristics of survey respondents are included in Table
1. This study was approved by the University of Chicago Institutional Review Board.

Survey Content
On the questionnaire, physicians were asked to indicate whether they objected to “physician-
assisted suicide” (PAS), “sedation to unconsciousness in dying patients” (TS), and “withdrawal
of artificial life support” (WLS), and to indicate whether their objections were for “religious
reasons, reasons unrelated to religion, or both.” Responses to these items were the criterion
measures for this analysis.

Primary predictors were measures of physicians’ religious characteristics. Physicians’ religious
affiliations were categorized as none (includes atheist, agnostic, and none), Protestant,
Catholic, Jewish, Hindu, Muslim, or other. Intrinsic religiosity—the extent to which an
individual embraces his or her religion as the master motive that guides and gives meaning to
his or her life29—was measured as agreement or disagreement with 2 statements: “I try hard
to carry my religious beliefs over into all my other dealings in life,” and “My whole approach
to life is based on my religion.” Both statements are derived from Hoge’s Intrinsic Religious
Motivation Scale30 and have been validated extensively in previous research.30–32 Intrinsic
religiosity was categorized as low if physicians disagreed with both the statements, moderate
if they agreed with 1 statement but not the other, and high if they agreed with both the
statements. Finally, physicians were asked whether or not they agree with the statement, “My
religious beliefs influence my practice of medicine.”

We also expected that physicians’ experiences with dying patients would influence their
attitudes toward end-of-life care. We, therefore, asked physicians to estimate how many
patients they had cared for in the previous 12 months who had died. Responses were divided
into 3 categories: none, 1 to 10, and more than 10. In addition, others have noted that attitudes
toward end-of-life care often vary in different ethnic communities.33 We, therefore, examined
physician ethnicity as a predictor (categorized as white, non-Hispanic; black, non-Hispanic;
Hispanic; Asian; and other). Finally, we examined region of practice as a predictor because
we expected that public policy referenda in some Western states would have influenced
physicians’ opinions about this subject. In multivariate analyses, age and gender were also
included as controls.

Statistical Analysis
Case weights34 were assigned and included in analyses to account for the stratified sampling
design and modest differences in response rate by gender and by foreign medical graduation.
Missing data and items marked “Does not apply” were excluded from analyses. We first
generated estimated proportions for each survey item. We then used the Pearson χ2 test and
the multivariate logistic regression to examine differences in dichotomized criterion variables
(no objection vs any objection) by each of the predictors. All analyses take into account survey
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design and case weights using the survey commands of Stata/SE 9.0 (Stata Corp, College
Station, Texas).

Results
Survey Response

Of the 2000 potential respondents, an estimated 9% were ineligible because their addresses
were incorrect or they were deceased. Details of ineligibility estimation have been reported
elsewhere.27,28 Among eligible physicians, our response rate was 63% (1144/1820). Foreign
medical graduates were less likely to respond than the US medical graduates (54% vs 65%, P
<.01), and men were slightly less likely to respond than women (61% vs 67%, P = .03). These
differences were accounted for by assigning case weights. Response rates did not differ by age,
region, or board certification.

Objections to End-of-Life Practices
Overall, 69% of the physicians objected to PAS, 18% objected to TS, and 5% objected to WLS
(SE ≤ 1.5%). Of the 69% of physicians who objected to 1 or more of these measures, most
objected at least partially for religious reasons (Figure 1).

Characteristics Associated With Objections
Compared with white, non-Hispanic physicians (Table 2), Asians are more likely to object to
PAS (odds ratio [OR] = 2.2; 95% confidence interval [CI], 1.3–3.7) and much more likely to
object to TS (OR = 4.1; 95% CI, 2.5–6.7) and WLS (OR = 4.3; 95% CI, 2.0–9.3), even after
controlling for religiosity and other covariates. Hispanic physicians are also more likely to
object to TS (OR = 2.5; 95% CI, 1.2–5.0), and although other associations did not reach
statistical significance, point estimates for objection to PAS, TS, and WLS were higher for all
nonwhite ethnicities than for white, non-Hispanics (except for PAS, where 65% of blacks
objected compared with 67% of whites). Of note, because ethnicity and religious affiliation
are highly associated (χ2 [24 df] = 575, P < .0001; eg, 98% of Hindus were Asian and 97% of
Jews were white), multivariate analyses examining one excluded the other to reduce the effects
of multiple colinearity. Physician age and gender were not associated with any of the criterion
variables.

In analyses controlling for other covariates, we found that, compared with physicians from the
South, those from the Midwest are modestly more likely to object to PAS (OR = 1.5; 95% CI,
1.0–2.3), and only 1 of more than 200 respondents from the West had any objection to WLS,
as compared with 5% to 10% of physicians from other regions (χ2, P < .001). Compared with
physicians who cared for no patients who died in the prior year, those who cared for more than
10 were modestly more likely to object to PAS (OR = 1.7; 95% CI, 1.1–2.6), and modestly
less likely to object to WLS (OR = 0.3; 95% CI, 0.1–0.9).

Physicians’ religious characteristics were strongly associated with objections to PAS and TS
(Table 3). Compared with physicians with low intrinsic religiosity, physicians with high
intrinsic religiosity have 4.2 (95% CI, 2.9–6.2) times the odds of objecting to PAS and 2.6
(95% CI, 1.7–4.1) times the odds of objecting to TS. Those who agree that their religious beliefs
influence their practice of medicine have 2.7 (95% CI, 2.0–3.7) times the odds of objecting to
PAS, and 1.8 (95% CI, 1.2–2.6) times the odds of objecting to TS, and 2.0 (95% CI, 1.0–4.1)
times the odds of objecting to WLS. Compared with Protestants, Jews and those with no
religious affiliation who are less likely to object to PAS and TS, Hindu physicians have 3.7
(95% CI, 1.8–7.6) times the odds of objecting to TS, and Catholics have 2.8 (95% CI, 1.2–6.6)
times the odds of objecting to WLS.
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Discussion
Physicians’ perspectives on end of life appear to be linked to ethnicity, geographic region,
experience caring for the dying, and the religious characteristics. PAS, still illegal in 49 states,
naturally remains the most contested of the end-of-life measures examined, but WLS and TS
are also somewhat controversial. Physicians usually understand their objections to these
measures to be partly religious in nature, which confirms earlier findings linking physicians’
religious characteristics with their views on PAS, TS, and WLS.

The finding that frequent exposure to dying patients affects physicians’ outlook on end-of-life
care is consistent with findings from previous studies.5,35,36 Physicians who cared for more
patients with critical, life-threatening illnesses, or more patients who died, were more open to
WLS, yet more likely to oppose PAS. It may be that physicians who care for the dying are
more likely to interpret patients’ requests for PAS as “cries for help” that can and should be
answered with pain and symptom management, hospice care, or counseling to help patients
deal with anxiety, depression, and other concerns.4,37

With respect to regional differences, the general social conservatism of Midwesterners38 may
explain why they are most likely to object to PAS. Physicians from the West may have been
least likely to object to WLS because of the highly publicized political referenda there regarding
PAS. For physicians who object to PAS, WLS may seem particularly acceptable and preferable
in places in which PAS is already, or seems likely to become, a legal option.

Ethnicity also seems to play a role in physicians’ responses. Asians are the most likely to object
to PAS, WLS, and TS, a finding that may reflect the influence of Eastern religious traditions
and/or other cultural factors, such as filial piety.39,40 The fact that physicians from minority
ethnicities were generally more likely than whites to object to these procedures may result from
a general mistrust that many minorities have toward the health care system, and a greater fear
that treatment will be abandoned prematurely.41 Thus, concern for access to medicine appears
to outweigh fears of over treatment.39,40 Unlike previous studies we did not find that African
Americans were less likely to support PAS.42 Yet, there were too few black respondents in our
study (n = 26) to draw strong inferences about this subpopulation.

Finally, because of the cross-sectional study design, we can only speculate as to why physicians
from some religions are more likely to object to certain interventions. That Catholic physicians
are more likely to object to WLS than Protestants may reflect Catholic doctrines prohibiting
actions intended to shorten life.15,43,44 Another possibility, as suggested during the recent Terri
Schiavo controversy, is that there is an ongoing debate among Catholics about whether
interventions such as parenteral nutrition and/or hydration should be considered artificial life
support at all. The low likelihood that Jewish physicians will object to WLS, TS, or PAS is
consistent with other studies.35,45 Jewish religious traditions distinguish actions that hasten
death from those that remove impediments to death, permitting the latter but not the former.
15 The apparent discord between Jewish affiliation and practice in this area may stem from the
fact that Jewish physicians tend to be less religious than physicians from other religious
affiliations.9 Finally, the observation that Hindu physicians are more likely to object to TS may
be rooted in those Hindu writings that have discouraged measures that unduly sedate or impair
mental clarity at the time of death because of concern that individuals have sufficient
opportunity to expunge Karma in preparation for the next life.46

Limitations
This study has several important limitations. To begin, the term “terminal sedation” has been
inconsistently defined in the medical literature.2,47,48 We used the term in this manuscript as
shorthand for “sedation to unconsciousness in dying patients”—the terms used on the
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questionnaire. Yet, the survey instrument did not distinguish between sedating with the intent
of controlling otherwise refractory physical symptoms, and sedating with the intent of making
a person unconscious to remove the psychological and spiritual distress that often accompanies
consciousness of imminent death. Terminal sedation can also be taken to be a form of “slow
euthanasia,” when accompanied by the withdrawal of parenteral nutrition and hydration and/
or performed on a patient who is not imminently dying. In addition, because PAS is a widely
understood concept, it was not further defined on the survey instrument. Yet, some have found
that people are less likely to object to PAS if the practice is described rather than merely being
named.49 These definitional ambiguities introduce the possibility of survey error.

Although the response rate was better than average,50 and we did not find substantial evidence
to suggest response bias,9,27 unmeasured characteristics may have systematically affected
physicians’ willingness to respond in ways that could bias our findings. In addition, this study
is not sufficiently powered to form robust estimates about physicians from minority ethnicities
and religious affiliations. As such, results for those groups should be considered provisional
and preliminary until further in-depth studies can be done. Furthermore, the measures of
religious affiliation used here (Protestant, Catholic, Jewish, etc) do not capture important
theological differences that exist between subcategories of these traditions (eg, evangelical vs
mainline Protestants, or Orthodox vs Reform Jews). Finally, as a cross-sectional survey, this
study cannot establish the causative pathways between the predictors and the physicians’
judgments about these end-of-life care issues; nor can it tell whether or how physicians’
judgments translate into their actual practices. Individuals may always choose, however
reluctantly, to participate in actions to which they object.

Conclusion
Notwithstanding these limitations, the study findings have important implications. Although
many outside the medical profession call for access to patient-directed modes of end-of-life
care, individual physicians will ultimately decide whether or not they recommend, or
accommodate patients’ requests for, particular medical interventions. Currently, small
minorities of physicians in the United States object to TS and WLS, and like the broader public,
physicians remain deeply divided about the moral legitimacy of PAS. These findings suggest
that, at least with respect to these morally contested interventions, the medical care that patients
receive at the end of life is not uniform, but is rather shaped by, among other things, a
physician’s ethnicity, culture, religion, and personal experiences. Further study is needed to
clarify how these diverse factors shape physicians’ approaches to controversial aspects of end-
of-life care in the United States and in other countries. In the meantime, physicians who often
deal with the dying would do well to be candid with their patients about reservations they may
have regarding PAS, TS, and WLS.

What this study adds
What is already known on this subject—Debates in the United States about PAS, TS,
and WLS have often centered on ways religion influences patient care and public policy.
Several previous studies have found that physicians’ opinions about these practices are
associated with their religious characteristics. Yet, previous studies are now dated and have
been constrained by having oversimplified religious measures and by not examining the
contribution of physician ethnicity and other factors.

What this study adds—This study updates findings from the last decade and suggests that
most US physicians still object to PAS and a substantial minority object to TS. Most physicians’
who object to PAS, TS, or WLS do so at least partially for religious reasons, but physicians’
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perspectives on end of life appear also to be linked to ethnicity, geographic region, and
experience caring for the dying.
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Figure 1.
Percentage of physicians who object, for religious and/or nonreligious reasons, to physician-
assisted suicide (PAS), terminal sedation (TS), and withdrawal of artificial life support (WLS).
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Table 1

Respondent Characteristics

(n = 1144)a

Demographic characteristics

Age, mean (SD), y 49.0 (8.3)

Gender, No. (%)

 Women 300 (26)

 Men 842 (74)

Ethnicity, No. (%)

 White, non-Hispanic 869 (78)

 Asian 158 (12)

 Hispanic 57 (5)

 Black, non-Hispanic 26 (2)

 Other 31 (3)

Region, No. (%)

 South 386 (34)

 Midwest 276 (24)

 Northeast 264 (23)

 West 216 (19)

Practice characteristics

Primary specialty, No. (%)

 Family practice 158 (14)

 General internal medicine 129 (11)

 Internal medicine subspecialties 231 (20)

 Obstetrics and gynecology 80 (7)

 Pediatrics and its subspecialties 147 (13)

 Psychiatry 100 (9)

 Surgical subspecialties 100 (9)

 Other 197 (17)

Care of dying patients,b No. (%)

 None 240 (22)

 1–0 491 (45)

 >10 372 (34)

Religious characteristics

Intrinsic religiosity, No. (%)

 Low 407 (37)

 Moderate 292 (27)

 High 399 (36)

Religious affiliation, No. (%)

 Protestant 428 (38)

 Catholic 244 (24)

 Jewish 181 (16)
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(n = 1144)a

 Hindu 54 (5)

 Muslim 33 (3)

 Other religion 70 (4)

 None 117 (10)

Religious beliefs influence medicine, No. (%)

 Disagree 484 (45)

 Agree 633 (55)

a
Totals do not all sum to 1144 because of partial nonresponse.

b
Number of patients who have died in previous 12 months.
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