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Abstract

Objective: Health care personnel need to be fully aware of public attitude towards Life
Sustaining Treatments (LST), to know how to deal with individuals and family members
from diverse cultural groups in this topic. This study was conducted to evaluate chronic
patient’s family member’s attitude towards life sustaining treatment in South East Iran.
Method: Ethnicity and Attitudes toward Advance Care Directives Questionnaire was
used to examine the attitude of 147 chronic patient’s family members toward LSTs in
South East Iran.
Results: participants had a moderately positive attitude towards general use of LSTs
(mean: 3.69 ± 0.54 out of 5). Findings indicated that married persons had a more personal desire for LSTs compared to single individuals. Persons with higher levels of
education showed less positive attitude towards LSTs compared to those with lower
levels of education.
Significance of Results: A globally and suitable strategy about how to withdraw and
withhold LST may not be accepted by the general public and may not be appropriately
established since these issues well understood by each person through public education.
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Introduction
Death is inevitable for every human being. Humans
naturally avoid death since it accompanies with pain, loss of
control, loneliness and because of separation from loved ones
and everything that is meaningful to him/her and the fact that we
are no longer exists[1]. Hence, human has always been trying to
postpone death for as long as possible, especially following the
Second World War, advances in medical technology and pharmacy techniques make human unable to sustain human life[2].
Life sustaining treatments (LSTs) defined as “treatment which is
intended to sustain or prolong life and that supplants or maintains
the operation of vital bodily functions that are incapable of independent operation”[3]. These include “high tech” measures such
as renal dialysis, ventilators and organ transplantation, as well

as less technically advanced delivered through enteral tubes or
intravenous means and chemotherapy[4]. Although, LSTs make
human enable to push the limits of life further and further and
extend life, but the same advances trapped patients in dying[5].
People in hospitals are sometime kept physically alive almost
regardless their condition. It is as if they must be kept alive at
all costs[6]. Consequently, patients were not acknowledged, they
died at institutes not at their home and their sufferings were prolonged[7]. So, it is opposed to, on one hand never start treatment
(withholding) and on the other, treatment that has been started
should be stopped (withdrawing)[8]. Withholding and withdrawing treatment is “the waiving of life sustaining treatment that the
patient or surrogate does not desire because of a perceived disproportionate burden on the patient or family member or for oth-
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er reason”[9]. For those whose religion emphasizes the sanctity of
life, a view limiting LSTs is inconsistent with that belief[10] and
a debate to the tension between addressing “quality of life” and
“sanctity of life” will provoke[11]. For appropriate end of life decision making health care providers need to know dying patients
and their families understanding and attitudes towards LSTs to
appreciate and address them.
The withholding and withdrawing life sustaining treatments is based on principles that are global in nature and different countries should implement them as a guide; although
there are some cultural and religious differences[12]. So it seems
necessary to consider socio-cultural and religious issues related
to death, dying and withholding and withdrawing life sustaining treatments in Iran. Iran, as one of the most ancient world
civilizations, is part of Middle East culture. According to World
Health Organization in 2013, the total population of Iran is approximately 77.4 million people and life expectancy has risen to
72 years in men and 76 years among women[12]. The overwhelming majority of Iranians (98%) are Muslims and 89% of them
adhere to Shia Islam. According to Zahedi et al.,[14] Muslims
religious believe that death does not happen except by God’s
permission, as dictated in the Quran: “it is not given to any soul
to die, but with the permission of Allah at an appointed time”[14].
In Islam, life is sacred. The saving of life is a duty and the unwarranted taking of life is a grave sin[15]. For Muslims everything
possible must be done to prevent premature death, but when
medical experts believe death is inevitable and it is determined
that treatment will not improve the patient condition or quality of life, withdrawal of withholding treatment is acceptable[16].
Withholding life-sustaining treatment is accepted by most of
Muslims based on the “Do no harm” principle, and they believe
that they are obligated to do whatever is in their power to treat a
life-threatening illness[17].
Reviewing literature revealed that some previous study
examined attitudes of Korean American and Mexican American
older adults[10], Chinese older persons[18], UK general public[19],
ambulatory African American or Caucasian patients[20], Chinese
teacher’s[21] and different ethnic groups who was living in America[22] towards LSTs. They reported a general positive attitude
towards the limited use of life-sustaining treatment for a good
death[10,18-21]. Bayer et al., and Ko et al., mentioned that there was
a significant difference in participant’s attitude regarding LSTs
based on their ethnicity and race. Reviewing literature indicated that Razban et al.,[23] evaluated the attitude of critical care
nurses towards LSTs in South East Iran. They reported that although a majority of critical care nurses (77%) did not have the
personal desire for use of LSTs including CPR and mechanical
ventilation, they had moderately negative to neutral attitude towards general use of LSTs. Also in Iran, some studies evaluated
nurse’s[24], nursing student’s[25] and medical student’s[26] attitude
towards do not resuscitate (DNR) orders. They reported that in
many key items participants showed negative attitude towards
DNR orders[24-26]. This study was conducted to evaluate chronic
patient’s family member’s attitude towards life sustaining treatment in South East Iran.

Method
Design

A Cross-sectional descriptive survey was used in this

www.ommegaonline.org

29

study to examine attitudes towards LST among family members
of chronic patients that referred to Ali-ebnAbitaleb hospital in
South-East of Iran. Prior to the collection of data approval was
obtained from Rafsanjan University of Medical Sciences and
head of Ali-ebnAbitaleb hospital.
Sample and Setting
A convenience sample of chronic patients’ family members referred to Ali-ebnAbitaleb hospital enrolled in the study
between January and March 2013. Ali-ebnAbitaleb is a general
hospital with 300 beds, supervised by Rafsanjan University of
Medical Sciences in Rafsanjan, South East Iran[27]. Participants
consist of family members of hospitalized people aged 60 years
or above, with chronic illness requiring continuing medical care.
The chronic diseases that contained within the ten leading causes
of death worldwide, as reported by WHO (2014), were considered in this study. Family member of patients with the following
chronic conditions were included in this study: COPD, stroke,
ischemic heart disease, hypertensive heart disease, lung cancer
and diabetes mellitus. Individuals who were older than 18 years
included in this study. The exclusion criteria were non-Iranian
tourists or individuals unable to complete the questionnaire due
to perceptual difficulties. Family members of patients with cognitive impairment, suffering from mental illness or in unstable
condition (e.g. vital signs or haemodynamically unstable) were
excluded. A target sample size of 123 was calculated to evaluate
chronic patient’s family member’s attitude towards life sustaining treatment in South East Iran, at an α = 0.05.
Background Information
First, a questionnaire was designed to obtain background information which was assumed to influence attitudes towards life sustaining treatments. It was developed based on two
categories including: (1) personal characteristics like gender,
age, marital status, and education (2) religiosity index consist
of intrinsic (belief in God) and extrinsic (attendance at religious
services and activities) religiosity.
Instrument
To fulfill the aim of the study, a translated version of the
“Ethnicity and Attitudes toward Advance Care Directives Questionnaire” was used. This questionnaire designed by Blackhall
et al in 1999. It consist of two sections: (1) attitude toward use
of life sustaining/prolonging technology (general attitude), and
(2) personal desire for use of life support (personal desire). The
`general attitude’ was assessed through 13 items each measured
by a five-point Likert scale ranging from 1 (strongly disagree)
to 5 (strongly agree). Six items worded `positively’ (in favor of
life sustaining/prolonging technology) and seven items worded
`negatively’ (opposed to life sustaining/prolonging technology).
Thus, the scores of negative items were reversed. The mean
score greater than 3 indicated positive attitudes and the mean
score less than 3 indicated negative attitudes. The second part
(`Personal desire’) consists of 8 items in four different hypothetical situations. For the four items related to Cardiopulmonary
Resuscitation (CPR), three response choices were given (want,
don’t want, and not sure). For the four items related to mechanical ventilation, four response choices were given (want, don’t
want, not sure, and for a short time only).
For translation of the questionnaires from English into
J Palliat Care Pediatr | volume 1: issue 2
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Farsi, the standard forward– backward procedure was applied.
Translation of the items and the response categories was independently performed by two professional translators. Afterward,
they were back-translated into English, and, after a careful cultural adaptation, the final versions were provided. Translated
questionnaires went through pilot testing. Suggestions from
family members of the patients were combined into the final
questionnaires versions.
Validity and reliability
Blackhall et al.,[22] reported acceptable internal (construct and content) and external validity (including extensive
pilot testing) for this instrument. Also Ko et al.,[10] computed
Cronbach’s alpha for the scale with the sample of Korean and
Mexican Americans and it was 0.89. In Iran, no study was found
that assess the reliability and validity of this scale, so the validity
and reliability of the scale was rechecked. The validity of the
scale was assessed through a content validity. Ten Faculty members in Nursing and Midwifery School, who were Moslem and
had working experience in the intensive care unit, have reviewed
the content of the scales from cultural and religious aspects.
They agreed on an acceptable validity (CVI = 0.83%). To reassess the reliability of translated scale, the alpha coefficients of
internal consistency (Pilot sample size: n = 20) was computed.
The alpha coefficient for the instrument was 0.78. So translated
scale showed a reasonable reliability and validity.
Data Collection and Analysis
The data collection of this study did not include sensible personal information which is defined as medical information, health status and information about transgression of the
law. Further, the research was not an intervention study and there
were no questions enabling revelations of any personal identity
on the questionnaire. Thus, written informed consent was not
obtained from participates. Accompanied by a letter including
some information about the aim of the study, the questionnaires
were handed out to participants by the third author. By retrieving
patient’s medical history, persons who were older than 60 years
and were suffered from chronic disease were detected. Patients

designated the family member that most involved in decision
making regarding their illness (often, but not necessarily the
immediate carer). Those family members suggested by patients,
were included in the study. Participation in the study was voluntary and anonymous. Data from the questionnaires were analyzed using Statistical Package for Social Scientists (SPSS16). A
Kolmogorov-Smirnov test indicated that the data were sampled
from a population with a normal distribution. Descriptive statistics were computed for the study variables. The comparison
between all measured demographic factors was done using an
independent T-test or One-Way ANOVA. The significance level
considered in 0.05.

Results
Participants
Of the participants (132), 43.1%were male and 56.9%
were female. Descriptive analyses of background information
revealed that the majority of participants have less than 35 years
old (52.8 %) and were married (67.2 %). Most of them had a
diploma or higher level of education (72.3 %) and were clerk
or self-employed (68.0 %). Most of them mentioned that pray
every day (91.9 %), read Quran (the holy book of Islam) every
day or sometime in a week (55.7 %) and always experience the
existence of God (95.1%) in their daily living.
Descriptive findings
As indicated in table 1, participants had moderately
positive attitude towards the use of LSTs (mean: 3.69 ± 0.54
out of 5). The lowest score belonged to the item “Life sustaining machines are often painful.” (Mean: 2.59 ± 1.01) and the
highest one belonged to the item “Doctors should generally try
to keep their patients alive on machines for as long as possible,
no matter how uncomfortable the machines are.” (Mean: 4.55 ±
0.71). Among participants, 53% indicated that they do not have
the personal desire for experiencing CPR in different hypothetical situations (Figure1). Among them, 43% stated that they do
not have the personal desire for use of mechanical ventilation in
mentioned situations (Figure2).

Table 1: Demographic factors affecting participants’ attitude towards life sustaining treatment.
Characteristics

N (%)

Attitude (range 1 - 5)
Mean (SD)

p-value

Desire (range 0 - 8)
Mean (SD)

p-value

Gender
Female

70 (56.9)

3.74 (0.58)

Male

53 (43.1)

3.63 (0.48)

Single

40 (32.8)

3.62 (0.44)

Married

82 (67.2)

3.74 (0.59)

< 25

40 (32.5)

3.69 (0.43)

2.76 (2.41)

25 - 35

25 (20.3)

3.56 (0.67)

2.55 (2.69)

36 - 45

31 (25.2)

3.71 (0.46)

46 – 55

18 (14.6)

3.66 (0.51)

2.80 (2.59)

9 (7.3)

4.08 (0.76)

4.78 (2.59)

0.26

3.16 (2.46)
2.61 (2.54)

0.23

Marital status
0.29

2.23 (2.50)
3.28 (2.46)

0.03*

Age

> 55
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0.18

2.96 (2.30)

0.22
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Level of education
Illiterate
Primary

9 (7.6)

4.30 (0.51)

4.22 (2.39)

6 (5.0)

3.53 (0.43)

Guidance or high school

18 (15.1)

3.65 (0.43)

2.97 (1.42)

Diploma

36 (30.3)

3.82 (0.44)

3.01 (2.50)

Graduated

50 (42.0)

3.57 (0.60)

2.58 (2.74)

clerk

53 (44.5)

3.66 (0.55)

Self-employed

28 (23.5)

3.79 (0.53)

Others

38 (31.9)

3.66 (0.56)

3.13 (2.46)

0.008

0.47

3.22 (2.36)

Occupation status
2.48 (2.62)
0.55

3.51 (2.43)

0.18

Praying
Daily

113 (91.9)

3.72 (0.54)

2.99(2.53)

Some time in a week

4 (3.3)

3.57 (0.50)

2.52(1.37)

Some time in a month

1 (0.8)

3.92 (0.0)

Some time in a year

1 (0.8)

3.00 (0.0)

0.00 (0.0)

never

4 (3.3)

2.94 (0.08)

2.22(2.98)

Daily

26 (21.3)

3.83 (0.55)

3.60 (2.67)

Some time in a week

42 (34.4)

3.71 (0.46)

Some time in a month

32 (26.2)

3.70 (0.58)

Some time in a year

19 (14.8)

3.56 (0.60)

2.71 (2.78)

4 (3.3)

3.05 (0.23)

2.35 (2.86)

0.09

3.20(0.0)

0.76

Reading Quran

never

2.72 (2.45)
0.14

2.78 (2.29)

0.63

Experience of God existence
Always

117 (95.1)

3.71 (0.54)

Sometime

6 (4.9)

3.37 (0.52)

never

0 (0.0)

0 (0.0)

Figure 1: Participant’s personal desire for experiencing CPR.

2.90 (2.48)
0.13

3.45 (3.07)

0.60

0 (0.0)

Figure 2: Participant’s personal desire for use of mechanical ventilation.

The results revealed that there was a significant difference between participants’ attitude towards LSTs based on their level
of education (p-value: 0.008). Illiterate persons showed the highest positive attitude towards LSTs (Mean: 4.30 ± 0.51) compared to
others. There was a difference between participant’s personal desire for LSTs based on their marital status (p-value: 0.03). Married
persons had more desire for LSTs compared to single persons. table 2
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Table 2: Participant’s general attitude towards life sustaining treatments.
Items

Mean(SD)

1.

If life-prolonging technology exists it should always be used.

2.

Doctors should generally try to keep their patients alive on machines for as long as possible, no matter how uncom- 4.55 (0.71)
fortable the machines are.

4.10 (0.89)

3.

If a patient is dying it is best not to prolong their lives by medical means.

4.

Life sustaining machines should never be stopped even if the patient appears to be dying because there is always the 3.78 (1.16)
chance of a miracle.

3.72 (1.03)

5.

It is a doctor’s duty to stop life prolonging treatments of patients if the patient does not want them anymore.

3.58 (1.07)

6.

Even if I were terminally ill, I would want everything done to keep me alive as long as possible.

3.95 (1.17)
2.59 (1.01)

7.

Life sustaining machines are often painful.

8.

When a person is permanently unconscious (in a coma), with no hope of waking up, medical treatments usually 3.50 (1.21)
should not be used to keep them alive.

9.

Even if my condition is hopeless I would want my life prolonged as much as possible.

3.40 (1.25)

10.

I would not want machines used to keep me alive

3.42 (1.23)
3.83 (0.93)

11.

Present day medical care frequently prolongs dying without providing any real benefit to the patient.

12.

If a patient is unable to breathe without a breathing machine it would be wrong to take them off the machine (even if 3.81 (1.27)
the condition is hopeless) because that would bekilling the patient.

13.

The use of life sustaining machines can be humiliating to the patient

Discussion
The results of this study indicated that participants had
moderately positive attitude towards the use of life sustaining
treatments (mean: 3.69 ± 0.54 out of 5). Among all items in the
questionnaire the highest mean score (mean = 4.55) belonged to
the item” doctors should generally try to keep their patients alive
on machines for as long as possible, no matter how uncomfortable the machines are”. It is consistent with findings of previous
study that examined South East Iranian nurse’s attitude towards
different aspects of palliative care[28]. Examined nurses in this
study were not positive towards withholding and withdrawing
life sustaining treatments and they were likely to continue of
life-prolonging cares for dying persons[28]. Consistently, Razban
et al.,[23] examined critical care nurses attitude towards LST in
South East Iran. They reported that nurse’s were likely to accept
LSTs. This is contradicted by findings of some studies which
evaluated people’s attitudes towards LSTs in some other countries. Participants in mentioned studies were on the general idea
that life prolonging treatments should be forgone when there is
no hope of recovery[10,18-21]. These results could be related to the
participant’s religious beliefs.
All respondents were Muslim and shia. The majority
of participants (95.1%) stated that they always experience the
existence of God`s in their daily living. All of them claimed that
they do religious activities with different regularity. Since this is
one of the first assessments of Muslim/Iranian attitudes to LSTs
it might be useful to know Islam’s views on LSTs. According to
Islam, life and death are in the hand of God, and so individuals
have no right to arrange their death or to kill themselves (this is
referred to as the doctrine of the sanctity of life) and cannot be
terminated by any form of active or passive human intervention[29]. Consistently, this study finding showed that persons,
who pray, read the holy Quran and experience the existence of
God more frequently, had more positive attitudes towards LSTs
compared to individuals that perform these religious activities
less frequently, although this finding was not statistically significant.
Mohammad Esmaeili Abdar., et al.
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3.89 (0.98)

The results showed that participants’ attitude towards
LSTs in the following study is more positive compared to that of
participants in the other studies conducted in different countries
could be related to fear of death. Iranmanesh et al.,[30] compared
Iranian and Swedish nursing students’ attitude towards caring
for dying people. They reported that Iranian nursing students
tend to a have greater fear of death than Swedish nursing students (Iranmanesh et al., 2010). In a qualitative study that was
conducted by Iranmanesh et al.,[31] they stated that Iranian oncology nurses face many barriers while caring for dying persons.
One of these barriers they mentioned is that dying people do not
accept that they are close to death and still expected something
to be done for them. Nurses in that study narrated that many of
dying patients experience a difficult death.
Another possible reason for respondents’ positive attitudes towards LSTs could be their low level of knowledge
about LSTs. This assumption can be supported by the finding
that, respondents with higher levels of education showed less
positive attitude towards LSTs. It is consistent with the finding
of previous study[22] that evaluated attitude of different ethnicities towards LSTs in America. Based on the results, among all
of the items, the lowest mean score belonged to the item “Life
sustaining machines are often painful.” (Mean: 2.59 ± 1.01). So,
it seems that participants were not sufficiently aware of pain and
suffering derived from LSTs.
The findings of the present study indicated that, married
persons had more desire for life prolonging/sustaining technology compared to single persons. Kinship relationship is as sources of Iranian emotionalism and Iranians show a greater cohesion
between parts of their family compared to western countries[32].
According to[33] in the Iranian context, the family not only fulfills
psychological needs of their members, but practical ones and
provide a permanent support network on which one can call in
times of need[33]. It seems that married persons exhibit greater
death anxiety because of their concern for the wellbeing of their
children and spouse. Cole (1978) revealed that married women
with children had higher level of death anxiety compared to othJ Palliat Care Pediatr | volume 1: issue 2
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ers. Cole[34] stated that married women are “typically other-oriented in relation to death anxiety”. It seems that married women
with children will exhibit greater death anxiety because of their
concern for the wellbeing of their children and spouse.
It should also be mentioned, the convenience sample of
participant and small sample size, which is not representative of
all Family members of Muslim patients with chronic illness in
South-East Iran, could limit the generalization of the findings.

Conclusion
The findings of this study showed that most participants believed that LSTs should be used, regardless of challenges behind that. Since life-sustaining treatment and its related issues such as advanced directive are not well established in Iran,
more effort is needed to be planned as public education in this
regard. A globally and suitable strategy about how to withdraw
and withhold LST may never be accepted by the general public
and may not be appropriately established since these issues individualized to each person through public education. The education may focus on the clarification of LST from different aspects
such as medical and religious aspects. The education also should
be included of LST’s advantages and disadvantages and about
the situations that LST is preferable to use. Health care personnel are also required to formulate strategies to clarify the concept
of LST for patients’ family members, especially those who are
involved or may be involved with this issue. It is also required to
elaborate policies and guidelines regarding use of LTs and forgoing of them form Muslim population. Since persons’ specific
culture and religion could impact on their attitude and practice
regarding LSTs, It is essential to explore the Iranian’s experience
regarding LSTs through some qualitative studies and to develop
a cultural based questionnaire. Also conduction of some transcultural studies in this field, could give the opportunity to benefit
from the experience of the other cultures.
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