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Abstract 

Background. As assisted dying becomes a legal end-of-life choice in Australia, 

nurses will frequently encounter requests about or for that option. It is well 

established in nursing research that nurses can experience ambivalence in 

responding to these questions, regardless of individual attitudes toward assisted 

dying. The theory of planned behaviour guided this research to explore and explain 

how nurses in Australia intend to respond and how psychosocial influences shape 

those responses. Specifically, this research examines how attitudes, subjective 

norms, perceived control, and ethical beliefs inform response intentions. 

Method. To assess the impacts of those variables, this study had three objectives: 1) 

identify the range of possible responses; 2) assess the impact of the psychosocial 

variables on those intentions using data from an online survey distributed to 

members of professional nursing bodies; 3) identify patterns of intentions to form 

profiles of nursing cohorts, and examine the psychosocial variables that distinguish 

these profiles. A mixed-method approach was employed for these objectives. First, 

the range of intended responses was identified using Q-methodology that classified 

the subjective views of 45 nurses who work in typical end-of-life settings. Second, 

using survey data from 377 nurse respondents, the likelihood of an intended 

response was calculated as an interaction (or main effect) of attitude and the other 

variables of normative, control and ethical beliefs, using generalised linear modelling 

processes. Third, using k-means cluster analysis, five profiles were identified of 

nurses who shared similar patterns of intentions, and multinomial logistic regression 

calculated the likelihood of a psychosocial variable predicting a nurse's membership 

in a profile.  

Results. Most nurses would intend to explore the meaning of the request and assess 

the requestor's needs, and a large proportion of nurses would deflect the request to 

consider palliative alternatives based on some objection to the request. All nurses 

intended to refer the request to the responsible doctor regardless of their attitude 

toward assisted dying. The strength of each of those intentions, measured by the 

mean score of each intention, formed five different patterns of intentions that 

constituted profiles of Facilitators, Expediters, Compliers, Objectors, and Detached. 

The strength of respondents’ belief in beneficence predicted membership in most 

profiles, but only the Expediter profile reflected a balance of beneficence and respect 

for autonomy. The expectations of significant others to assist with a request predicted 

membership in all profiles except for Objectors and Detached.  

Conclusion. The results demonstrate the multiplicity of a nurse’s intentions in 

responding to requests for assisted dying and the beliefs that shape those intentions. 

Examining this issue with mixed-method design using regression models extends the 

knowledge base in a useful way for a profession adjusting to a legally novel and 

ethically contentious medical choice. These results have implications for 

organisational policy and professional development. Nurses can be supported for 

these encounters by knowing the law relevant to their role, understanding 

professional guidelines, and cognitively rehearsing their response to mitigate 

ambivalence in responding to requests while respecting patient autonomy. 
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Chapter One: Introduction  
 

The topic of legal assisted dying usually brings to mind the notion of a polarised 

controversy. This polarisation is often couched as the tension between public 

demand for right to an assisted death (Hendry et al., 2012) , and medical resistance 

to being tasked with providing that assistance (Lee et al., 2009); or the ethical tension 

between respect for a person’s autonomous choice and the beneficence in the duty 

of care (Quaghebeur et al., 2009).  An examination of nursing literature in this area 

shows that such a characterisation can be superficial.  The space between those 

poles of ‘for’ and ‘against’ is frequently occupied by nurses who demonstrate support 

for legal assisted dying (Kitchener, 1998; Kuhse & Singer, 1993) while harbouring 

complex reactions, including ambivalence,  to hearing requests for this end-of-life 

option (Beuthin et al., 2018; Elmore et al., 2016). 

The rapid emergence of assisted dying as an end-of-life care option in Western 

democracies  has arrived with the pressures of advanced medical technology to 

prolong life, a demographic wave of an aging population, and the secularisation of 

society that prioritises personal choice over compliance with the teachings of 

religious institutions.  These forces have required ongoing professional examination 

among nurses, and the need to understand how nurses might adjust to the likelihood 

of legalised assisted dying. Any examination of the nurse’s role in this end-of-life 

option must take into account the legal requirements for eligibility, constraints on the 

responses nurses can have while remaining legally safe, in addition to the 

relationship the nurse has with the requestor.  Complicating this already-complex 

challenge is the changing nature of the above considerations.  For example, in 

Canada, a :reasonably foreseeable” death was initially a requirement under the law 

governing medical assistance in dying (Bill C-14).  However, within two years that 

requirement was removed under the subsequent amendment of Bill C-7.  This 

change caused a re-calibration of nurses’ dialogic relationship with requestors, their 

own internal attitudes toward AD, and the need to develop sophisticated 

communication skills in this regard (Pesut et al., 2021).  

This research project was designed to  explore influences on nurses’ intentions to 

respond to requests about or for assisted dying in advance of its legal 

implementation in Australia.  The assumption behind this question was that matching 
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nurses’ intentions with emerging legislative frameworks could highlight specific needs 

for workforce development and support in this new practice environment. 

1.0. The Research Question 
 

This thesis will address the question: How do Australian nurses intend to respond to 

informal requests for legal assisted dying, and what underlying influences shape 

those intended responses? 

This chapter provides the context and background for this research project, the 

research question, and the activities undertaken to address it. 

1.1. Context of this research 

 

This research project is conducted in the context of expanding the legalisation of 

voluntary assisted dying in Australia. The term 'assisted dying' is generally accepted 

as the broader term that can include legislation that specifies euthanasia (e.g., 

Belgium, Quebec), a term that usually refers to the administration of a substance to 

cause death, or physician-assisted suicide (e.g., state laws in the United States), a 

term that refers to self-administration of a prescribed drug, or a hybrid (e.g., federal 

Canada) (Holt, 2019).   Assisted dying (hereafter, "AD") will be used in this thesis to 

refer to any of these practices, except when using other terms specific to legislation 

or in the text of a referenced author. 

Data for this project were collected as the first State law legalising voluntary assisted 

dying was passed (but a year before it was implemented).  Historically, the Northern 

Territory of Australia was the first jurisdiction, in 1994, to pass any law that permitted 

active euthanasia.  Even though that law was repealed by the federal parliament in 

1996, the idea that an Australian citizen could choose the time and manner of his/her 

own death raised national awareness of this possibility. Although only four people 

availed themselves of legal assisted dying in the one full year that euthanasia was 

legal (1995), one estimate identified that 1.8% of Australia’s non-sudden deaths 

occurred through administering drugs to cause death (Deliens et al., 2000). Since the 

repeal of the Northern Territory's legislation, assisted dying has been proposed and 

debated in parliaments across Australia sixty-six times.  None of those efforts was 

successful until 2017, when Victoria passed the Voluntary Assisted Dying Act. That 

legislation was soon followed by Western Australia's adoption of similar legislation in 

2019 and Tasmania and South Australia in 2021. However, only Victoria and 
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Western Australia had implemented those Acts when submitting this thesis, but data 

were collected before any implementation in either State. 

The earliest research into nurses' involvement with forms of AD also emerged in 

Australia, with surveys of attitudes toward legal euthanasia in Victoria (Kuhse & 

Singer, 1993) and South Australia (Stevens & Hassan, 1994).  Those surveys found 

strong support by nurses for legalised euthanasia, 78% and 68% respectively.  

Kuhse and Singer also found complicit behaviour in completing tasks delegated by 

doctors to implement it, despite euthanasia not being legal. Kitchener's 1998 survey 

of nurses' attitudes toward assisted dying took a more finely-grained view of various 

subgroups of nurses based on religion, clinical setting and exposure to terminally ill 

patients, but with an overall finding that 69% of those surveyed supported legal 

reform (Kitchener, 1998). In 2016, as the Victorian bill was being prepared for the 

debate, the Australian Nursing and Midwifery Federation issued its position 

statement affirming respect for a terminally ill person's right to self-determination, 

compassionate engagement, and its support for legislative reform to permit AD.  

1.2.  Background 
 

This section presents an overview of the nurse's AD-related roles in this research 

project, specifically the dialogue involved in hearing a request for AD from a patient 

and responding to it. 

Where it is legal, the process that can lead to a person receiving medical assistance 

to die begins with their formal request for it. However, before the formal request, the 

person seeking assistance in dying often begins to make informal, exploratory 

enquiries (Oliver, 2016).  Due to their unique role as information brokers in end-of-life 

care, nurses are often the professionals to hear and respond to these exploratory 

requests (Fujioka et al., 2018; Wright et al., 2017).  Since not all formal requests are 

approved or completed, the act of responding to these tentative enquiries might be 

the most frequently occurring involvement of nurses in legal assisted dying 

processes.  Understanding the dynamics and intentions in these private, sometimes 

fleeting discussions (De Bal et al., 2008) is important because the nurses’ response 

can influence the requestor's subsequent choices and decisions.  There are several 

ways that a response can influence a patient’s decision. For example, the order in 

which options are presented or presenting an overload of information (Johnson et al., 

2012) can direct attention to the nurse’s preferred choice for the patient.  This 
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possibility has its own significance in the Australian context.  The laws passed in 

Australian states require a system of prospective approval at each stage of the 

process, creating a time barrier, of up to 9 days,  in what is often an urgent situation 

(White et al., 2021).  The bureaucratic delays in getting a request approved or denied 

suggest that implicit biases in response to the request could amplify this barrier, for 

example, a request delivered to a nurse who objects to referring it to a colleague or a 

doctor.  

Early research into nurses' participation in assisted dying assumed that nurses' would 

be engaged in advanced clinical procedures and serve as family liaison.  The 2004 

literature review by De Beer et al. (2004) identified  "listening to and interpreting the 

patient's request, reporting and explaining the request to other nurses and 

physicians" as central to nursing participation (De Beer et al., 2004, p. 494).  This 

early description of a nurse's response was only that the nurse would "register" the 

request with colleagues but did not focus on the nurse's response to the requestor.  

However, as the pace of legalisation of assisted dying has accelerated 

internationally, attention has returned to this interaction, as evidenced by the 

proliferation of nursing bodies' position statements that offer high-level guidance for 

managing requests for assisted dying.  An example of this guidance, taken from the 

position statement on assisted dying from the Australian College of Nursing, reads: 

“Nurses may be asked about Voluntary Assisted Dying, thus it is essential for each 

nurse to be familiar with relevant legislative frameworks, as well as being skilled in 

having sensitive conversations about end-of-life concerns, including a person’s 

choices and preferences.” (Australian College of Nursing, 2018, n.p.).   

Recent research has explored what nurses have recalled of prior requests and their 

responses to them. For example, Canadian research has examined nurses' moral 

experiences (Elmore et al., 2016) and the complexity in encountering requests 

(Pesut, 2019; Wright et al., 2017). Beuthin, et al. categorised nurses' participation as 

either supporting the requestor, objecting to the participation, and – for most nurses – 

'something in-between', outlining a broader set of options for nurse-requestor 

interaction (Beuthin et al., 2018).   That research has provided important insights into 

the range of nurses' responses, where assisted dying had already been legalised.  

However, to understand nurses' responses in jurisdictions where it was not yet legal 

and implemented, it is necessary to understand how nurses intend to respond to 

these requests (Wright et al., 2017).  
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The details of Australian laws vary by State, but the critical feature of these laws is 

the certification that the request is voluntary. That voluntary request is codified in 

these laws as the first "formal" request to a qualified medical practitioner. From that 

point, a protocol of prospectively approved decision-making and procedures is set in 

motion, including an assessment of the requestor's decision-making competency and 

a second opinion by a specialist doctor. However, the antecedents to the formal 

request (i.e., tentative, exploratory enquiries) are not subject to regulation.  How the 

nurse responds to an informal exploratory request can be critical to the requestor's 

wellbeing and available choices (Oliver, 2016).  

The exploratory request and the nurse's response distinguish the aim of this thesis in 

the larger body of research into nursing participation in forms of AD.  As we have 

seen, research assumes that participation in AD involves activities in advanced 

stages of the process once the formal request is made: liaison with family, advanced 

care planning, cannulation or administration,  witnessing and attending the death, 

and bereavement support. This research focuses on the beginning of those 

processes where a patient voluntarily presents a question about ending their life and 

how the nurse responds. 

The bulk of recent research on nurses' responses to requests for AD has come from 

Canada since the legalisation of MAiD. The Canadian Supreme Court’s 2015 ruling 

in  Carter v Canada (AG) (Criminal Code of Canada, 2016) was notable for two 

reasons: 1) it directed federal law that determined medical and nursing practice in 

this matter across disparate provinces; and 2) it identified specific authorities for 

nurses in the processes of assessing, prescribing and administering in AD cases.  

Canadian nurses have produced a record of qualitative research in this area that has 

revealed the beginnings of a typology of responses to being involved with MAiD 

(Beuthin et al., 2018) and a complex of conflicting ethical and professional obligations 

for nursing in this new legal environment (Elmore et al., 2016; Wright et al., 2017).  

That body of research showed that various nurses' responses are influenced by 

psychological dynamics, such as attitudes and ethical beliefs, and contextual 

constraints, such as expectations of significant others (Lavoie et al., 2016). That 

blend of influences can drive responses that are different but not exclusive. Some 

nurses will actively assist a person to access MAiD, a few will object, but most 

harbour a degree of uncertainty that requires a sensemaking activity to integrate AD 

with nursing practice (Beuthin et al., 2018). This research aims to build on those 
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qualitative findings and develop quantitative models that explain the variety of 

responses Australian nurses might have and what factors influence those responses. 

1.3. Objectives of this research 
 

This thesis will address the question: How do Australian nurses intend to respond to 

exploratory requests for legal AD, and what underlying influences shape those 

intended responses? The research project to meet that goal has three objectives:  1) 

to develop a typology of intended responses by Australian nurses; 2) to test how 

psychosocial variables explain why individual nurses hold discrete response 

intentions; 3) to investigate how nurses might hold multiple intentions to respond, and 

how those intentions form profiles of responses, and what characteristics of the 

nurses distinguish one profile from another. These objectives are addressed through 

a mixed-method sequential research design with five key activities or steps described 

in Chapter 3, “Methods”. Figure 1.1 below offers a high-level summary of those 

action steps and the published research outputs. 
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Figure 1.1 Research project action steps 

 

The production of three manuscripts marks the output of the action steps of the 

project. Those manuscripts form Chapters 4, 5 and 6 of this thesis and form the core 

of the results of this mixed-method exploration.  The following section presents the 

theoretical and analytical framework. 

1.4. Theory of Planned Behaviour 
 

In the mid-late 20th century, there was a tendency to attribute differences among 

participants in social science surveys and field studies to sociodemographic factors, 

such as race, religion, or gender (Blaxter, 1990). The association of 
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sociodemographic factors with nurses' views about AD has been a key feature of 

nursing research in this field.  However, many sociodemographic factors are not 

amenable to change even though nurses' views on AD are far from uniform.  For 

instance, nurses might support legalisation, but they might not want to participate in 

it, or if they decide to participate, they are more likely to prefer information brokerage 

activities than advanced clinical procedures such as cannulation or infusion (Wilson 

et al., 2019). This research drew on a more dynamic model to understand the 

phenomenon at hand to find a closer correspondence between independent 

influences and resulting behaviours. The Social Ecology model has demonstrated the 

range of interactions between individual and group decisions and behaviours and the 

constraints that those interactions impose on the individual (Kilanowski, 2017). For 

example, we can examine some nurses' reluctance to participate in AD as a dynamic 

rooted in high-level cultural norms, such as bioethical principles, that can then be 

interpreted through policy positions of professional nursing bodies or, more locally, by 

employers.  Individual nurses' actions, decisions, attitudes, and beliefs are nested in 

this hierarchy of influences, but the unit of analysis in this study is the individual 

nurse’s intentions to act.   

The optimal theoretical framework will acknowledge social, institutional and possibly 

cultural levels of influence that interact to shape an individual's intention. That theory 

must support a model to explain how individual psychosocial variables such as 

attitude and beliefs can be understood to mediate and moderate intentions to 

respond to AD requests. The Theory of Planned Behaviour has been found to 

provide an effective guide to study individuals’ intentions and behaviours (Armitage & 

Conner, 2001) and healthcare-related behaviours specifically (Godin & Kok, 1996).  

This theory helps to integrate the literature and inform the specific method of the 

research. 

A systematic review of studies of how clinicians decided to discuss end-of-life 

planning, including AD, identified the Theory of Planned Behaviour as a framework 

used to understand intentions to initiate such discussions with patients (Scherrens et 

al., 2018).  The Theory of Planned Behaviour (hereafter, "TPB") has shown large 

effect sizes in predicting intention across various healthcare behaviours (Godin & 

Kok, 1996). TPB explains the variance in intentions, and often in subsequent 

behaviours, through the influence of three specific cognitions: attitude toward the 

object of inquiry, perceived expectations of significant others (subjective norms), and 

self-efficacy (perceived behavioural control) (Ajzen, 1991).   
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An extended version of the TPB model has been adopted for this research, including 

cultural-level ethical norms for healthcare (Beauchamp & Childress, 2001).  The TPB 

framework operationalises these ethical norms as internalised beliefs (Manstead, 

2000), which apply to AD.  Research from Québec that used TPB to study nurses' 

intentions toward participation in AD includes "moral norms" as a predictor of 

intentions to participate in  'an act of euthanasia' (Lavoie et al., 2016). Extending the 

theoretical framework by including moral norms relevant to the question has 

substantially enhanced the model's performance (Manstead, 2000).  The relationship 

of the Social Ecology model and the Theory of Planned Behaviour as the guiding 

framework for this research is explored in Chapter 2, “Review of the Literature”. 

1.5. Significance of this study 
 

This research advances our knowledge in at least two important ways. First, by using 

a mixed-methods approach to examining nurses’ intentions to respond to AD 

requests, we see that intentions vary in strength, that they form patterns that can be 

described as profiles of nurses who share those intentions, and that psychosocial 

variables distinguish those profiles.  Second, this research is advances opportunities 

for or the professional development of nurses, those in undergraduate preparation 

and those already in the workforce, to help shape their responses in light of legal and 

policy constraints while optimising patient outcomes. Understanding how nurses 

respond enables nursing educators and mentors to help nurses form their intentions 

to minimise their own moral burden and assist requestors in overcoming systemic 

barriers to access that are unique to the Australian model for approving voluntary 

assisted dying. 

1.6.  Positionality Statement  

It is a tenet of post-positivist social science research that researchers are embedded 

in their questions and the answers they uncover. For the purpose of transparency I 

must state that I am not not an advocate for legal assisted dying, nor do I oppose it.  

My advocacy in this research if for nurses’ understanding of what patients need when 

they make requests for or about assisted dying.   My undergraduate preparation in 

philosophy and ethics, my work in mental health nursing, and my concern about the 

balance between minimised coercion in mental health settings versus the risk of 

suicide brings a unique curiosity to the study of assisted dying.  However, when I first 

came to this issue – particularly as it pertained to a nurse’s role – I was struck by the 
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superficiality of the pro/con debate at the core of this apparently controversial topic.  

As I immersed myself in the literature around this issue, and the contentious concept 

of ‘rational suicide’,  I looked for the indicators of what Pesut (2019) called “shades of 

grey” in nurses’ responses to assisted dying becoming part of their practice.  The 

sense that there was far more to this debate than polarised stances informed my 

approach to a method that deliberately sought to identify what other stances were 

held among Australian nurses as we faced imminent legalisation of assisted dying 

across Australian States.  My openness to whatever results emerged supported my 

selection of a methods, variables, and models that are somewhat more inclusive than 

most research I have encountered in my reading.  This openness led to me seeking 

to better understand the intentions and attitudes of Australian nurses who must now 

integrate legal assisted dying into their practice.  

1.7. Outline of the Thesis 
 

Chapter One introduces the context of the issue under consideration, the research 

question, related motivations for asking this question, the theoretical framework 

supporting the approach to addressing the question, the significance of the study, 

and the outline of this thesis.  

Chapter Two presents a review of the nursing research literature on participation in 

AD, the specific act of hearing and responding to AD requests. This review is 

contextualised in the social ecology framework and leads to a review of the elements 

of the theory that will guide the analysis presented in Chapter Three.  

Chapter Three describes the methods used to approach the research question.  The 

chapter begins with an elaboration of mixed-method approaches that inform the 

research project's sequential structure, the theoretical models that justify this 

approach,  and a wider description of method for each action step of the project that 

is not found in the Methods sections of the three published manuscripts due to word 

limit constraints.   

Chapters Four, Five and Six are the published manuscripts that report on the action 

steps, as diagrammed in Figure 1.1.   

Chapter Seven presents a discussion of the findings taken as a whole, the limitations 

of this research and suggestions for future research, and implications for practice. 
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1.8. Summary  
 

This chapter has provided an overview of the problem the research project 

addresses and introduces the analysis frameworks and the discrete action steps that 

address elements of the project. The next chapter will explore the literature of nurses’ 

involvement with AD and the development of the constructs identified that can 

explain a specific level of involvement: intentions to respond to requests for AD. 
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Chapter Two: Literature review  

 

2.1. Introduction 
 

As Chapter One established, AD is an intrinsically complex healthcare option 

because of its evolution across the cultural contexts in various jurisdictions where it 

has been legalised. It is also a healthcare option that is becoming increasingly 

common in Australia, and through shifting the legal and regulatory framework of end-

of-life, care AD can present unique nursing practice challenges.  

This chapter reviews empirical research on nurses' participation in and responses to 

the requirements of legal AD, and what nursing participation might mean in the 

Australian context, as well as the theoretical frameworks used to frame the research 

question. 

A social ecology model guides this literature review's scope, an approach that 

introduced systems theory into an understanding of individual behaviour, highlighting 

the influence one part of a system has on the functioning of the whole 

(Bronfenbrenner, 1989). The social ecology model opens a way for structured 

multilevel research into nurses’ participation in AD. As mentioned in Chapter One, 

the field of nursing research in AD issues has dealt with individual components of 

participation in AD (e.g., attitudes, demographics, religion, culture). The social 

ecology approach provides a multilevel framework that can account for individual 

attitudes and beliefs, along with situational or larger organisational or institutional 

contexts, and cultural meaning, in an integrated framework (McLaren & Hawe, 2005).  

The social ecology framework proposed an interacting complex of social systems 

nested in a hierarchy. The hierarchy grew from a system of immediate individual 

factors (micro-system) to close personal relationships (meso-system), then to the 

system of social structures that do not contain the individual but indirectly affect their 

attitudes and beliefs (exo-system), and to the prevailing cultural systems of laws and 

values that guide the exo-system’s structures (macro-system). The ultimate field in 

which these systems are embedded is the field of historical changes over the 

individual's lifetime (chrono-system). Urie Bronfenbrenner (1979)  developed the 

social ecology model to provide a naturalistic setting for the study of child 

development and proposed that, since the individual child was the focus of analysis, 
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then the micro-system was the most influential level in the model (Onwuegbuzie et 

al., 2013). 

Approaching the individual nurse's micro-system as the unit of analysis, it becomes 

apparent how the social ecology approach allows for a multilevel integration of 

influences on attitudes and beliefs. That model is depicted in Figure 2.1. 

 

Figure 2.1. Social ecology model for nursing participation in AD* 

*Adapted from P Oliver, 2016 

The social ecology model's relevance to nurses’ participation in AD is in many ways 

analogous to nurses’ participation in abortion services for women. Nurses' 

involvement in abortion provision came about through the historical transition caused 

by women's demand for greater autonomy in Western democracies. Emblematic of 

this historical-level transition is an example from the United States. The passage of 

the Equal Rights Amendment to the United States (US) constitution by the US 

Senate in 1972, ensuring that women had control over their reproduction, among 

other freedoms. While the Equal Rights Amendment languishes 50 years on for lack 

of ratification by a majority of US states, it did provide the background for the macro-
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system of cultural change in 1973 with the US Supreme Court decision, Roe v. 

Wade, which struck down a Texas law banning abortion.  

The legalisation of abortion required changes in the workplace and policies related to 

care for women pre- and post-termination (e.g., the clinical setting for service 

provision, pain management, ongoing contraception). It also required the 

development of standards for training and competency assessment of nurses 

involved in delivering abortion services. The sensitive nature of abortion weighed 

heavily on women seeking the service and the nurses who assisted in providing it; 

that moral burden positioned clinic teams as sometimes the only source of social 

support for nurses and the women they served (McLemore & Levi, 2011). Individual 

religious beliefs fueled the controversial nature of abortion provision. While religious 

norms exist at the macro level of culture, nurses also hold these beliefs at the micro-

level of the individual, and such cultural beliefs have been attributed as the source of 

negative attitudes toward abortion. These individually held beliefs then opened up 

specific changes in the macro system's cultural landscape and carved out specific 

protections in law for conscientious objection (Magelssen et al., 2019). 

2.2. Social ecology of AD 
 

Medical advances that have led to the possibility of interventions in almost every 

stage of life have constituted a hallmark of historical change from the mid-20th 

century. The implications of techniques related to genome editing in human 

reproduction, through to life extension or accelerating death, have come to the fore of 

bioethical analysis and regulation (Nuffield Council on Bioethics, 2021). The rise of 

legal euthanasia practices and AD has also marked a historical transition, at the 

chrono-level, in end-of-life care that has impacted systems of law and healthcare, 

along with social norms and ethics. 

The first nation to regulate AD was Switzerland, in 1936, where a person who had no 

potential for gain through another’s suicide was permitted to assist with that person’s 

suicide1. However, in the Benelux countries, with distinctly different cultural practices 

related to end-of-life, doctors came to be permitted to administer a drug to cause the 

person’s death at their request (or to prescribe a drug self-administration). The 

 
1 Legal theorists have argued that the Swiss Penal Code did not ‘legalise’ AD, but rather provided an exemption 
from criminal liability for doctors who adhered to amended criminal codes (see Glenys Williams, 2007).  
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Benelux countries' nursing milieu provided most of the early research into nursing 

participation in these events. Most of that research reported nurses' views toward the 

practice and the influences on those views (Verpoort et al., 2004). One of the primary 

determinants of nurses’ attitudes toward and willingness to participate in AD was 

religion, which often provided a basis for ethical objection or reluctance.                                

2.2.a. Macro-System: Culture and religion 
 

The role of religion as a belief system that contributes to attitudes toward AD seems 

to be confused and confusing, both in practice and measurement. Given the 

opposition to AD from all major councils of the world's religions and sub-

denominations (Pew Research Center, 2013), the Uniting Church being an 

exception, it is not surprising to find that religious beliefs and practices influence 

nurses' attitudes (Gielen et al., 2009). However, what exactly is the influence of 

religion? The most recent review of the influence of religion on nurses' attitudes 

toward AD examined 31 relevant articles and found a lack of comparability among 

the studies and an unevenness in the way 'religion' was operationalised in the 

studies, which "negatively influenced the usefulness of the results" (Gielen et al., 

2009).  

Evans' review of nurses’ attitudes toward assisted suicide found that religion 

explained 24% of the variance in attitudes, and those nurses who attached less 

importance to religion were more supportive of legalised AD (Evans, 2015). An 

exception to that relationship between religion and reluctance to participate in AD 

was found in the study of Japanese nurses' attitudes (Tanida et al., 2002), where the 

low rate of support for AD (23%) was found to be related not to religion but secular 

ethics specific to Japanese culture involving respect for parents. A study of Belgian 

nurses in Flanders found that even though 92% of nurses accepted euthanasia for 

terminally ill people with intractable pain, ‘religious’ nurses – particularly Catholics – 

often supported palliation as an alternative to AD (Inghelbrecht et al., 2009). A 

separate study found that 42% of nurses who opposed AD claimed religious beliefs 

as the primary basis of their opposition (Gielen et al., 2009). Evans' finding of the 

significance of religion highlights an important finding outlined by Berghs et al. that 

the role of religion was dynamic, that is, nurses were able to set aside their own 

religious convictions for the patient's interest (Berghs et al., 2005), a point Evans 

concedes but without elaboration. Vezina-Im et al. found that religion was a stronger 

influence on physicians' attitudes than nurses' and that among all health 
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professionals, religion was negatively correlated with motivation to practice 

euthanasia only in locations where AD was not legal; where it was legal, the 

influence of religion did not appear (Vézina-Im et al., 2014). 

Even though religion's operationalisation and measurement are conflicted, religion 

remains an important variable because religion can encode cultural norms that guide 

ethical behaviour. Ethical principles related to the AD controversy linked religious 

doctrines with bioethical principles, highlighting the role of beliefs, whether religious 

or secular, in shaping attitudes toward AD (Gorsuch, 2006). 

Early representations of nurses’ willingness to be involved in AD were those of an act 

centred on beneficent compassion for terminal suffering. The ethics of beneficence, 

working for the person’s best interests (Savulescu, 2015), is a cornerstone of nursing 

ethics (Kennedy, 2017), but the nurse's religious beliefs can shape its effects. Nurses 

affiliated with a religion or who attributed personal importance to religion believed that 

a hastened death was less in the person’s interest than more effective palliative care. 

In contrast, nurses who were not religious or less religious would assist a person’s 

death, as the end of futile suffering was believed to be in the patient’s best interest 

(Gielen et al., 2009). Beneficence, like religion, has a complex relationship with AD; 

some nurses have been shown to intend to participate in AD, even where a patient’s 

wishes were not known to the nurse, but because the nurse believed it was in that 

person’s best interest (Lavoie et al., 2014). 

2.2.b. Macro-System: Culture and law 
 

Key factors have been identified in the literature that have propelled AD into moral 

consciousness in the late 20th Century.  Chief among those factors might be 

advancement of human rights as an international commitment after the second world 

war.  That commitment, in the form of the Universal Declaration of Human Rights 

(United Nations, 1948) came at the same time that Western democracies were 

loosening the power of religious institutions so that secular values flourished.  In 

medical ethics we can see this as the shift away from paternalism to shared decision-

making, and from beneficence to respect for autonomy (World Medical Association, 

2017).  Concurrently with that shift in medical practice we have seen a rise in the 

priority of consumer rights that privilege the end user, sometimes, over medical 

expertise.  An example of this shift is the right to refuse medical treatments, a right 

confirmed both in legislation (e.g., Consent to Medical Treatment and Palliative Care 
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Act 1995 (South Australia)) and common law (e.g., Australian Charter of Health Care 

Rights) (Legal Services Commision of South Australia, 2021). 

Law and regulation are the most salient aspects of AD. Even though AD had long 

been permitted in Switzerland, it was never constituted as a separate piece of 

legislation enabling the practice of assisting someone to hasten death, but rather as 

an amendment to the Penal Code. That amendment rescinded the legal sanction for 

a person assisting suicide. The Northern Territory of Australia was the first 

jurisdiction to legalise euthanasia in 1995. The law was enacted in 1996 and 

remained valid for nine months until the Australian Federal Parliament overturned it. 

Since then, over 60 relevant Bills have been introduced into Australian state 

parliaments for debate, but all had failed to progress into law until 2017. Despite 

enduring popular support for AD across Australia (Hanrahan, 2019), the opposition of 

religious bodies and the Australian Medical Association had been instrumental in 

blocking legalisation attempts. 

It was not until 2017 that any of these attempts succeeded when the Voluntary 

Assisted Dying Act 2017 (Victoria) was legislated (White & Willmott, 2018). A 

hallmark of the Victorian law was its restrictiveness, with 68 safeguards in place, 

ostensibly to protect vulnerable individuals but just as likely as a mechanism to 

"navigate the politics of controversial legislation" (Onwuteaka‐Philipsen et al., 2019). 

Some subsequent Australian VAD laws (Western Australia and Tasmania) adopt 

frameworks similar to those of federal Canada and the US State of Hawai'i) that allow 

qualified advanced practise nurses to participate directly in recording formal requests 

and undertaking some clinical procedures related to AD. The Victorian law is silent 

about nurses' role, except to prohibit the initiation of a discussion about AD. In 

contrast, the Western Australian Voluntary Assisted Dying Act 2019 allows qualified 

nurse practitioners to initiate a discussion of AD with someone in their care and 

undertake the role of medication administration at death (but not other roles that are 

reserved for doctors, such as competency assessment and specialist opinion) 

(Western Australia Health Department, 2020). The Tasmanian law allows for a 

specifically qualified registered nurse to act in the role of ‘administering health 

professional’ (End Of Life Choices [Voluntary Assisted Dying] Bill, 2020).  

2.3. Exo-system: Organisational 
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From a time when suicide was regarded as both a crime and a sin to when physician-

assisted suicide has become legalised, the historical transition has directly influenced 

organisational practices. Professional and industrial nursing bodies have generally 

moved from a position of studied neutrality about AD (Johnstone, 2012) to positions 

of clear endorsement of the law change and a qualified person's right to AD. Since 

those shifts in position guidance, documents have emerged that provide high-level 

advice for jurisdictions where AD is not yet legal (e.g., Royal College of Nursing, 

2016), where it is legal in some federal sub-jurisdictions but not others (e.g., 

American Nurses Association, 2019), and where it is legal at a federal level (e.g., 

Canadian Nurses Association, 2017).  

2.3.a Organisational: practice setting 

  

The findings from the reviews of studies on the impact of the practice setting on the 

expression of attitude are mixed. Even though attitudes might differ by the patient's 

situation, the Dutch and Belgian nurses with the most exposure to patients at the 

end-of-life (e.g., oncology and palliative nurses) were the least positive toward AD 

(Berghs et al., 2005; Verpoort et al., 2004).  Subsequent research by Berheim et al. 

(2008; 2017) highlighted the fact that in Belgium the movements to develop palliative 

care and to legalise euthanasia emerged concurrently in the 1980s.   By 2002 the 

Belgian Parliament passed Bills on expanding palliative care (The Belgian Act on 

Palliative Care) and legalising euthanasia (the Belgian Act on Euthanasia) with 

language that promoted an the complementarity of both services.  The following year, 

the Flemish Palliative Care Association endorsed the integration of both end-of-life 

services. Bernheim’s 2008 research found that Catholic palliative care workers 

accepted that regulation of euthanasia was at least preferable to secretive practices 

to end life or the continuation of futile palliative practices. Even in this narrow 

jurisdiction of Belgium we can see that the interaction of religion and organisational 

practice setting produces a conflicted picture of support. 

In contrast to the Belgian context, Australian palliative care workers are consistently 

the least supportive of legalised AD among health care specialties.  Sheahan’s 2015 

survey found a clear majority of palliative care physicians (75% - 85%) were opposed 

to the prospect of legalised AD (Sheahan, 2016).  A multi-site survey of Victorian 

hospital based clinicians, conducted after Victoria had implemented its Voluntary 

Assisted Dying Act found that only 27% of palliative or geriatric care professionals 

supported the Act (Sellars et al., 2021).  At the current stage of the evolution of these 
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two EOL choices, there is little support for the integration of palliative care and 

voluntary assisted dying.  The contrast between the Belgian and Australian data 

suggests that the influence of practice settings on attitudes toward AD has a 

meaningful dependence on national culture.  

On the other hand, another review found that intensive care nurses were more 

supportive of AD than other nurses, citing more frequent exposure to requests for 

hastened deaths and discontinuation of life-saving interventions (Vézina-Im et al., 

2014).  That suggestion that  nurses with the greatest exposure to suffering were 

more likely to support access to AD echoed the earliest survey of US intensive care 

nurses that found 19% of nurses in that survey had engaged in (illegal) acts of 

euthanasia and that 70% of had a favourable view of euthanasia.  Again that high 

percentage of support among these nurses was attributed to a “critical nurses may 

have a special understanding of the needs of critically ill patients” (Asch, 1996, p. 

890). 

It is debatable whether intensive care nurses have a greater exposure to suffering 

than palliative care nurses, and these varying and sometimes contradicting accounts 

make it difficult to draw useful conclusions beyond asserting the relative importance 

of practice context in attitude expression.  

2.3.b. Organisational: professional guidance  
 

Professional nursing associations provide guidance around managing AD requests, 

which varies by the legality of AD in the relevant jurisdiction. In the United Kingdom 

(UK), the Royal College of Nursing is explicit in its guidance that nurses cannot do or 

say anything that would offer advice about accessing an assisted death, as it is not 

legal in the UK (Royal College of Nursing, 2016). That guidance encourages the 

nurse to be direct but compassionate in explaining the limits of their ability to respond 

while encouraging the nurse to explore the patient's motivations and needs to the 

extent that they feel capable of doing so.  

The tone of the UK Royal College of Nursing’s guidance contrasts with the revised 

American Nurses Association position statement that balances advice for a nation 

where assisted suicide is legal in 20% of its states. US national nursing guidance has 

a decidedly cautious tone. The 2019 document (American Nurses Association, 2019) 

revised the previous position statement of 2013 that stated that nurse participation in 

AD would be an ethical breach that could have professional consequences. That 
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earlier position statement placed nurses who worked in jurisdictions where AD was 

legal in the situation where helping a patient to access a legal entitlement could risk 

nursing licensure (Vogelstein, 2017). The revised 2019 position statement recognises 

a plurality of views but presses the point (three times in two pages) that nurses have 

a right to object for reasons of conscience. 

While the American Nursing Association guidance has no specific recommendations 

for responding to a request, nurses are advised to be familiar with the law of the state 

they practise in, to protect the confidentiality of the patient and other health 

professionals involved in the decision, to pledge non-abandonment, and to be aware 

of their right to object to any participation. The list of recommendations in that 

document ends with "[f]urthermore, research is needed to understand better the 

phenomenon [of responding to a request]." (American Nurses Association, 2019, p. 

2).  

2.4. Meso-system: Relational context of nurses’ participation 

 

In contrast to the notion that clinical decisions result from a studied reflection on an 

ideal path of action, decisions made in time-limited, pressured, or high-stakes 

situations more often draw upon a complexity of factors that are grasped intuitively, 

such that decisions are made almost automatically (Nibbelink & Brewer, 2018). A 

factor shaping these ‘automatic’ decisions is experience, meaning the degree to 

which one decision by an individual matches patterns of previous decisions. 

However, the intuitive grasp of previous patterns of behaviours or decisions might not 

lead to an optimal outcome in a high-stakes situation. 

Rycroft-Malone et al. (2009) found that nurses’ clinical decision-making is largely a 

social activity based on collegial relationships, and Cappelleti et al. (2014) identified 

collegial consultation as one of the more important ways nurses refine their 

decisions. In acute care nursing situations, nurses often rely on the support and 

advice of colleagues to confirm or enhance their own decisions, preferring a highly-

regarded opinion over protocol or evidence (Nibbelink & Brewer, 2018).  

In end-of-life care settings, other relationships can also influence decision-making. In 

the context of patient-centred care, shared decision-making between nurses and 

patients has become an established framework for optimising patient outcomes. 

Interventions to promote shared decision-making often highlight the interpersonal 
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nature of that process (Thompson-Leduc et al., 2015). Apart from making peer and 

professional expectations more salient to clinicians to promote shared decision-

making, a key determinant in shaping the outcome focuses on the patient's 

expectations. In their review of the nurse's roles in end-of-life care decisions, Adams 

et al.(2011) characterised the nurse as enacting strategies to advocate for the 

patient’s requirements. Advocacy usually involved brokering information between 

other influential stakeholders in decisions, namely, the family and the medical team. 

Empirical evidence of the effectiveness of shared decision-making is mixed (Clark et 

al., 2009), but establishing that treatment approach in contemporary nursing care 

identifies the patient as a key referent for decision-making, particularly at the end of 

life.  

 

2.5. Micro-system: The individual nurse 

 

The social ecology model is centred on the individual and their attitudes, perceptions 

and beliefs. Nurses bring their attitudes and beliefs, built within the institutional and 

cultural context of their professional and personal experiences, to the development of 

AD services in their workplace. The initiation of nursing activity concerning AD is in 

responding to a patient’s request. The present research examines those responses 

at the level of the individual nurse who operates in the complex cultural, institutional 

and organisational context that has influenced the nurse’s attitudes and beliefs. 

This thesis takes a narrow and specific view of nurses' participation in AD compared 

to most nursing research focused on attending to permitted clinical tasks. This more 

narrow, specific view focuses on what David Wright of the University of Ottawa 

School of Nursing calls the 'dialogic care process', which encompasses far more 

complexity than is described in most nursing literature in AD as 'participation' (Wright 

et al., 2017). The complexity begins when the patient first articulates an interest in or 

a request for access to an assisted death, which often initiates a back-and-forth 

information brokerage between the patient, family and healthcare provider and may 

continue until the patient makes a formal request or decides against it (Wright et al., 

2017). Involvement in further aspects of AD (e.g., assessing the patient's decisional 

competency, witnessing, assistance at the death) becomes a secondary concern, not 

only because these actions are usually limited to medical practitioners or delegated 
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by them, but also because they miss the point that nurses' meaningful participation in 

an encounter with a request for AD is in the dialogue of care (Wright et al., 2017).  

The ’dialog of care’ is core to the relationship the nurse has with the requesting 

patient.  This relationship has been characterised in nursing literature as one where 

the nurses assumes a serious responsibility for the ongoing wellbeing of a person 

who requests that their life be ended.  This responsibility has been shown to include 

requirements of ensuring optimal optimal care, sometimes with the aim of helping the 

patient to reach a point where they no longer wish to die.  The relationship also has 

been represented as closeness with the patient in responding to a request, such that 

nurses feel the need to verify the authenticity of the request and to explore 

alternatives to AD. The seriousness of this encounter often engenders a sense of 

advocacy in the nurse to ensure that the patient’s request is referred, and heard, by 

other team members (Elmore et al., 2016). 

Empirical examinations of the communication with patients who request AD is 

relatively recent (Muskin, 1998). The 2004 literature review by De Beer et al. 

identified four distinct phases of nursing involvement in AD – 'observing' the request, 

assisting with decision-making, administration at the time of death, and aftercare (De 

Beer et al., 2004). That review identified that the act of "listening to and interpreting 

the patient's request, reporting and explaining the request to other nurses and 

physicians" was central to nursing participation (p498). This present research focuses 

on the dialogue of care by examining the listening, interpreting, responding, and 

reporting the request to the requesting patient's doctor.  

The process leading to a medically assisted death begins with a formal request 

presented to a qualified health practitioner.  However, before the request is 

formalised, there is often a period of informal tentative, exploratory requests about 

AD (Oliver, 2016). While it might seem like a superficial level of involvement, 

compared to shared decision-making with the treating doctor or participating in 

advanced clinical procedures, responding to a request has powerful implications for 

the patient’s outcomes. The implications for the requestor stem from the nurse’s own 

bias for or against one treatment over another that can translate as an influence to 

direct the requestor’s attention to preferred alternatives. The difference in perceptions 

between health professionals and patients about the meaning of ‘hastening death’ 

has been depicted as an ‘epistemic contest’ of authority and ethics (Young et al., 
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2021). The epistemic contest that can be inherent in these discussions can 

sometimes manifest a ‘choice architecture’ in the nurse’s response 

The nurse's response can be a choice-altering intervention based on many factors 

that can influence the response favouring one outcome over the other.  How the 

nurse responds can restrict the patient's choices, expand them, or nudge them 

toward an outcome that the nurse perceives to be in the patient's best interests. 

Cohen (2019) describes this influence as the paternalism built into the ’general 

welfarist’ understanding of beneficence.  In this case, where beneficence and 

autonomy are discrete values and where one value operates to the exclusion of the 

other, the nurse’s task is to rank order alternatives – a ranking often done intuitively 

on a case-by-case basis (Cohen, 2019).  Here, the nurse’s views on the requestor’s 

best interests can trump respect for the requestor’s autonomy and assumptions can 

be made about what the person is requesting in a way that guides – possibly 

coercively – the requestor’s choices.    

This research project builds on a recently developed but expanding literature on 

nurses' moral experiences responding to requests (Beuthin et al., 2018; Elmore et al., 

2016; Pesut, 2019). That literature is distinctive for two reasons: it is retrospective, 

having emerged after AD had been legalised in the relevant jurisdictions where it was 

produced, and it consists of qualitative studies or reviews of qualitative studies. 

Those distinctions point to the importance of that research to make sense of a 

change to nursing practice that resulted from a larger social change.  

On the other hand, Lavoie et al. (2016) sought to examine prospectively, in advance 

of legalisation, whether or not nurses intended to participate in 'an act of euthanasia 

in the province of Québec just before the legalisation of medically assisted death in 

that province. While they did not specify what 'the act of euthanasia' meant in 

practice, their research suggested some clinical involvement after the formal request 

had been assessed. This current research project looks only at that period before a 

patient submits the formal request. However, it is similar in its prospective orientation 

by examining the crucial determinant of participation – the intention to respond.  

 

 

2.6. The individual nurse as the level of analysis 
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The remainder of this literature review explores the meaning of ‘intention’ and 

‘response’. Following that review, attention is turned to the meaning and usefulness 

of influences that have demonstrated an ability to explain and predict intention. 

Research on TPB (Ajzen, 1991) has shown that attitude, subjective norms and 

perceived behavioural control are reliable predictors of intention. Further research 

has shown that ethical beliefs, or moral norms, are also significant predictors of 

intention where the intention has a meaningful ethical component (e.g., Rivis et al., 

2009). The following sections discuss the literature relevant to each theory element – 

intention, attitude, subjective norms, perceived control, and an additional variable of 

ethical beliefs. Implications of the relationship between social ecology and TPB as a 

framework guiding the execution of this project are presented in Chapter Three, 

Methodology and research design.  

2.7. Response Intentions 

 

As the mediator in the attitude-behaviour relationship, intention has been described 

as the effort required to perform a behaviour or a willingness to act (Fishbein & 

Ajzen, 1975) or as "instructions people give themselves to behave in certain ways" 

(Triandis, 1980, p.203). In this research, formulating an intention will be compared to 

a cognitive rehearsal or the development of an internal script that can be used to 

preserve safety in communication (Griffin & Clark, 2014).  

The degree of intention formation has been shown to impact the attitude-intention 

relationship that makes the intention a better predictor of behaviour. Intention 

formation refers to how an intention is developed and held. Experimental research 

has found that when intentions are well-formed, they more frequently lead to the 

intended behaviour, and when they are not well-formed, attitude has a more direct 

influence on behaviour (Bagozzi & Yi, 1989). The difference between stronger and 

weaker intention formation is an important consideration for understanding intention 

as a type of 'cognitive rehearsal' for an event that can minimise affective bias in 

responding to a request and optimise a more thoughtful engagement (Griffin & Clark, 

2014). 

Conceptualising intention in the context of nurses' participation in AD goes beyond 

intending to participate in the procedural steps required to complete a legally assisted 

death (e.g., attendance, equipment setup). To the extent that a nurse participates in 

AD, these clinical procedures are often delegated to the nurse and do not describe 
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the experience of simply deciding how to respond to the informal request. The most 

relevant research into nurses' response intentions has come from qualitative studies 

among Canadian nurses. A study among oncology nurses found that maintaining a 

therapeutic presence in the face of hearing a request "might mean assessing 

underlying meanings behind the request, searching for palliative solutions, or 

advocating on behalf of the patient to have [the] request taken seriously by the 

physician" (Wright et al., 2017). Beuthin et al. found that Canadian nurses made 

sense of their participation by 'taking a stand' to oppose or support the request or 

‘something in between’ (Beuthin et al., 2018).  

Expert opinion (e.g., Lo, 2018; e.g., Quill et al., 2016), case studies (e.g., Lehto et al., 

2016; Ohnsorge et al., 2012), and research findings (e.g., Gamondi et al., 2019; 

Emanuel, 2005) from the United States and Europe have also developed approaches 

to responding to legal AD requests. Much of that advice is directed toward medical 

professionals, consistent with the predominance of research into physicians’ views 

over nurses’ (Terkamo-Moisio et al., 2017). Research findings and case studies 

uncover what nurses recall of their experiences or what they may have said in 

encounters with requesting patients. Expert opinion is a source for single 

recommendations as well as interdisciplinary guidelines. Taken as a whole, they 

provide a rich resource of likely responses to a request for a hastened death. 

Each of these sources presents a unique response or an array of different responses 

which have been thematised as an intended response type. The themes themselves 

present various intentions, from affirming the patient’s request to objecting to the 

request. Apart from those two intended types of responses, most of the suggestions 

look to 1) explore the meaning of the request, as if to be sure the request is 

understood accurately; 2) assess the mental state of the patient, or information and 

other needs; 3) check whether responses seek to dissuade the patient from that 

path, usually by promoting consideration of palliative alternatives; 4) avoid the 

question by not answering or by asking the person to talk with someone else about it.  

Appendix 2.1 represents thematised findings from relevant literature with responses 

that health professionals might present to requesting patients.  

 

2.8. Attitude 
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This section discusses attitude as a research construct and its relationship to the 

research question. The authors of the TPB identified attitude as a belief about a 

behaviour. Reflecting their cognitive psychology discipline, they operationalised 

attitude in line with expectancy-value theory as a cognitive process of evaluating an 

object (e.g., a person, issue, idea) in light of expected consequences or outcomes. 

Expectancy-value models of attitude have become a cognitive paradigm in TPB-type 

studies, despite important problems in its scaling measurement (Bagozzi, 1984).  

This research project does not use the expectancy-value approach to the 

measurement of attitude for two reasons. First, AD is self-evidently not analogous to 

either a consumer product purchase (the most frequent application of expectancy 

theory) or routine clinical practices such as handwashing or documentation. 

Managing a patient's request for AD is not a purely cognitive enterprise but an 

immediately relational one (Wright et al., 2017). Second, attitude formation is closely 

linked with personal values, sometimes articulated as ethical principles, distinct from 

calculating the expected benefits of action (Sheppard et al., 1988).  

Attitude is generally operationalised in the relevant nursing research on AD as either 

a global evaluation of its acceptability or willingness to participate in its delivery. 

Braverman, writing about nurses' views of AD, assumes attitude to be "favorability of 

justifications for or against… legalisation" (Braverman et al., 2017, p.4). Inghelbrect 

et al., in various articles about attitudes toward AD, provide no working definition of 

what is meant by attitude but represent attitude as an opinion or view on the subject 

(Inghelbrecht et al., 2008, 2009).  

Understanding the role of attitude in this context, as shaped by moral intuition, varies 

from the utilitarian model of attitude assumed in most studies of clinical behaviour 

guided by the TPB. Many TPB-based studies of clinicians' behaviours are suited to 

an expectancy-value construction of attitude because they deal with important but 

routine nursing tasks such as compliance with guidelines (Nelson et al., 2014). These 

types of behaviours do not often require an evaluation of moral or ethical 

acceptability but only an evaluation of the outcome of the behaviour.  

Deviating from the standard measurement of attitude as an arithmetically derived 

product of expectancy-x-value (Francis et al., 2004) may have the effect of altering its 

role as a predictor of intention. The present study operationalises attitude as an 

explanation, not a prediction, of multiple intentions. 
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2.9. Subjective norms 
 

This section describes the construct of subjective norms, their limits and interactions. 

In this research, subjective norms represent the operationalisation of the meso-

system of relational influences on the individual, per Figure 2.4. Subjective norms are 

constructs distinct from moral norms, being an interpretation of social pressure rather 

than an ethical requirement to perform an act or not. Subjective norms are posited to 

be perceived expectations of significant others as a source of pressure to act 

(Fishbein & Ajzen, 1975).  

Research has found that intentions based on subjective norms are weaker predictors 

of behaviour than intentions based on attitude (Sheeran et al., 1999). The authors of 

the TPB posited that the relative strengths attributed to attitude and subjective norms 

would vary for different types of behavioural intentions (Ajzen & Fishbein, 2000). It is 

likely that participation in AD – even at the basic level of responding to the patient's 

request for it – presents a unique challenge for nursing, such that where attitude is 

not strong, the expectations of significant others to perform in a certain way will carry 

additional weight. The study by Lavoie et al. (2016) used multi-item measures of 

subjective norms and found that the strength of expectations of significant others was 

a significant determinant (along with moral norms) to predict an intention to practice 

euthanasia in palliative care (Lavoie et al., 2016).  

 

2.10. Perceived behavioural control  
 

This section describes the construct of perceived behavioural control (PBC) as a 

representation of the exo-system of organisational context in the individual nurse. 

PBC reflects beliefs an actor has about control in a given situation. Unlike attitude, as 

an expression of beliefs about behaviour, or subjective norms expressing beliefs 

about social expectations, PBC has been a more controversial component of the 

TPB framework.  

The initial definition of PBC was ambiguous and attracted critique and subsequent 

refinement. The representations of the construct of PBC evolved from an externally-

oriented "degree of control over the performance of the behaviour itself" (Ajzen, 

2006, p.668) into an assessment of the ease or difficulty of performing the behaviour 

(Ajzen & Madden, 1986), and into a measure of self-efficacy ("I can do this if I want 
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to") (Ajzen, 1991, p.184). The TPB authors asserted that self-efficacy and 

controllability could reflect internal or external control factors. In other words, "They 

are different aspects of the same overarching question that people ask when 

considering performing a particular behaviour: Can I carry out the behaviour?" (Yzer, 

2012, p.115). The different aspects of the construct suggest two distinct 

measurement items reflecting volitional self-efficacy and capacity.   

The inclusion of the construct of perceived behavioural control by Ajzen and Madden 

improved the model's predictive ability when behaviour was under incomplete or 

imperfect control of the actor (Ajzen & Madden, 1986). Subsequent meta-analytic 

reviews of TPB-based studies validated the inclusion of PBC into the model, 

accounting for 14% additional variance after controlling for the effects of attitude and 

subjective norms (Godin & Kok, 1996).  

2.11. Ethical beliefs and norms 
 

This section describes the construct of ethical beliefs derived from the cultural norms 

described in the macro-system of the social ecology framework. Ethical norms have 

been described as a perceived obligation to act (Rivis et al., 2009) and represent 

"personal feelings of . . . responsibility to perform, or refusal to perform, a certain 

behaviour" (Ajzen, 1991, p.199). Drawing on the review by Verpoort et al.( 2004) and 

other studies, Berghs et al.( 2005) implicitly linked attitudes toward legalising or 

participating in AD with bioethical principles. While that early review described a set 

of ethical positions to justify either side of the polarised debate on the issue, it also 

highlighted that nurses commonly make ethical decisions in practice at an intuitive 

level rather than reasoning from abstract principles (Snelling, 2004). Subsequent 

reviews of nursing research revealed how ethical principles operate parallel with 

attitudes for or against AD, but they also reveal that nurses' experiences with AD 

have a moral dimension. The 'moral work' of a nurse in the context of participating in 

AD processes "involves a complex navigation in-between multiple and sometimes 

competing moral agents" (Elmore et al., 2016, p.958). The complexity of decision-

making in a morally conflicted and time-pressured clinical situation further suggests 

that nurses do not resort to philosophical theorising as a guide to action in the first 

instance. Haidt described arriving at a moral judgement in ambiguous situations, 

such as encountering a request for AD, as a perception rather than deliberative 

reasoning (Haidt, 2001).  
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The two principles of respect for personal autonomy and the commitment to non-

maleficence provide ethical descriptions of the polarities in the current debate about 

AD (Gorsuch, 2006), but for many nurses, "the decision may be more nuanced, 

contextual, and, indeed, gray" (Pesut, 2019, n.p.). The present research incorporates 

bioethical principles as measures of polarity in this controversial topic and the 

nuanced territory in the middle represented by beneficence and justice.  

Non-maleficence has been described as a defining ethical argument for the sanctity 

or inviolability of human life (Quaghebeur et al., 2009). Non-maleficence is often 

derived from the deontological (duty-based) principle that human life is inviolable. 

This ethical principle is often the basis of nurses' objections to AD when the nurse's 

religion is an important consideration (Berghs et al., 2005). In debates conducted 

both in the media and in parliaments, ‘sanctity of life’ has appealed to faith-based 

communities to resist the legalisation of AD (Hendry et al., 2012). Attempts to 

disentangle 'sanctity of life' from religious language and secularise the term have 

been associated with Kant's categorical imperative (Nilstun et al., 2016), and with 

Kant's virtue ethics emphasising moral self-improvement, a feature of one's efforts 

rather than a divine gift (Baranzke, 2012). These more recent attempts to secularise 

the term also rob it of its emotive power in a polarised debate; thus, the religious 

dimension of the term tends to dominate the current debate, almost as a ‘culture 

wars slogan’ (Gushee, 2006).  

Personal autonomy is the principle implicit in the critique of the sanctity argument 

offered by Kuhse and Singer. They proposed a quality-of-life argument as one 

relevant to nurses, asserting the primacy of the quality of one's life over its duration 

(Kuhse & Singer, 1989). Respect for personal autonomy refers to the competent 

person being the best judge of what is good or bad for them, in the words of John 

Stuart Mill, "in so far as these concern the interests of no person but himself" (Mill, 

1900, p.167). 

By implication, the autonomy principle requires that the patient's treatment choices 

be respected even if medical or nursing judgment does not agree that choice would 

serve the patient's well-being. Respect for patient autonomy is a key aspect of 

shared decision-making in contemporary health services and advanced end-of-life 

care directives. Bullock argues that the concept of personal autonomy does not have 

an intrinsic value, but is merely a utilitarian device that constrains a clinician's action 
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from obstructing AD or promoting it out of compassion, "not because the autonomous 

patient views her suffering to be unbearable, but because it is in her objective best 

interests [to end it] and she permitted it via her consent" (Bullock, 2015, p.11).  

Beneficence, defined as working for the other’s best interest (Savulescu, 2015), is a 

principle that is ambiguous in the debate around AD. The review of ethical arguments 

related to AD by Quaghebeur et al. reveals an 'indistinctness' about beneficence that 

frequently links it with non-maleficence and the principle of respect for autonomy 

(Quaghebeur et al., 2009).  

The fluidity of beneficence risks the conflation of respecting a person’s autonomy as 

de facto working for their best interests, for example, supporting a person’s request 

for AD simply because they believe it is in their best interests. From the perspective 

of 'do no harm', a patient's interests are never served by causing death since death 

robs the person of autonomy (Varelius, 2006). McCabe (2007) has argued that the 

nurse who abandons a patient to their own choices regarding AD fails as a 

professional. Progressing a request for AD just because it is the requestor’s free 

choice neglects the nurses’ moral agency in this encounter, reducing their role to that 

of a service provider (Pesut, 2019). Simultaneously, though, determining what is in 

another’s best interest is paternalistic if it overrides another's preferences, even for 

beneficent reasons (Beauchamp, 2019). 

On the other hand, the paternalism inherent in judging what is in another’s interest 

can be blunted when an action taken to support those interests is based on, or at 

least accommodates, respect for their autonomous choice (Cohen, 2019). The 

ambiguities represented in the principle of beneficence suggest challenges for 

operationalising beneficence as a variable. These challenges are explored further in 

Chapter Three (Methods).  

Justice is a principle in nursing often used to discuss equity or fairness in the process 

of deliberation (Beauchamp & Childress, 2001). Justice has at least two different 

meanings depending on the context of care. Distributive justice is concerned with 

equal access to limited resources, regardless of one's situation. According to 

Savalescu, distributive justice would deny treatment to those with incurable life-

limiting defects and thus is a warrant for an AD intervention (Savulescu, 2015). In the 

context of AD, distributive justice seems to be invalid on its face since AD cannot be 

performed for the benefit of a third party.  



 

31 
 

The meaning of justice operationalised in this research is consistent with nursing 

literature on social justice, which is concerned with equity, not equality or merit. 

Social justice posits that certain rights exist in a social relationship and combines a 

focus on accepting both the benefits and burdens in society (Boutain, 2005). The 

rights-based approach of social justice is the format for operationalising justice to 

assess this ethical principle's role in forming intentions toward AD.  

2.12. Conclusion 
 

This chapter has reviewed the literature relating to nurses’ participation in AD, 

specifically the act of responding to a request for access to that option where it is 

legal, in light of a global framework of social ecology and TPB. The following chapter 

will explain how those frameworks informed the methodology for this research 

project.  
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Chapter Three: Methodology and study design  

3.1. Introduction 

 

This chapter provides an overview of and justification for the mixed-methods 

approach and the sequential design used for this research project. The chapter starts 

with a justification of the design by comparing research models and theoretical 

frameworks in relation to the research question. The activities of each step (Step) are 

outlined in connection with the published manuscript that was the output of those 

activities. These Steps iterate from exploratory activities to explanatory ones.  

Although reporting results in a methods chapter is unconventional, this project's 

sequential design requires some brief discussion of early results to background the 

findings presented in the published manuscripts. To minimise repetition of material 

presented in the published manuscripts, reference will be made to relevant thesis 

chapters and page numbers.  

A brief review of the most relevant findings from the first exploratory Step of this 

research (developing the dependent variable) should help the reader understand the 

project's subsequent Steps. Attention is also placed on the results of two inter-related 

activities that developed the independent variables, namely a series of interviews to 

develop survey questions (elicitation activity) and assessing the internal reliability 

(Cronbach's alpha) of the scales formed by those question items. Explanation of 

those activities and their results are presented here to background the results 

presented in the related manuscripts, which have a restricted presentation of those 

activities. Full results of each Step are reported in the next three chapters containing 

the portfolio of published manuscripts. 

 

3.2. Sequential mixed-model project design 

 

Mixed-model designs. The distinction between qualitative and quantitative research 

in social and behavioural sciences had produced rigid distinctions between 

adherents of either approach. These two 'camps' of methodologies reflected a 

uniquely 20th-century tension between two epistemological traditions – the 

'objective' post-positivist and the 'subjective' constructivist.  
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Post-positivism emerged in the late 1940s as a counter to the tradition of rational 

positivism that had its genesis in Cartesian dualism. A central tenet of positivism 

was that there was only one reality and that it could only be known through a value-

free scientific inquiry to verify its existence (Mertens, 2005). Post-positivism turned 

the criterion of verification on its head, asserting the usefulness of falsification or 

the quantitative testing of a null hypothesis (Ramlo & Newman, 2011). The rejection 

of the purely positivist approach led to new research designs and the explication of 

different research validity types (e.g., construct or predictive validity). Those new 

research designs, often referred to as quasi-experimental, "allow[s] multiple 

empirical probes of the causal hypothesis under scrutiny on the assumption that this 

usually rules out more threats to internal validity" (Cook et al., 1990, p. 491, 

emphasis added). These new designs’ core concerns were to minimise researcher 

bias. The focus on enhancing validity by limiting bias is a tacit acknowledgement that 

the researcher and the research object are entwined and that at least parts of reality 

are constructed and not merely discovered (Ramlo & Newman, 2011). 

The assertion that at least parts of reality are constructed by the researcher's 

interaction with the object of study is central to post-positivism's dialectical partner, 

constructivism. Constructivism is a general term that refers to various research 

concepts but suggests "that people do not passively see things as they are in any 

sort of unproblematic fashion, but are instead continually and actively selective in 

their attention" (Watts & Stenner, 2012, p. 51). Being 'selective in their attention' 

denotes humans' psychological focus in sense-making of their social or physical 

world. The constructivist method of studying sense-making activity has roots in the 

social sciences and is associated with qualitative research methods, just as post-

positivism is associated with quantitative methods.  

By the late 1980s, the distinction between quantitative and qualitative methods had 

relaxed, creating the space for the emergence of what Creswell (2010) called a 

mixed-methods approach. The truce in the so-called paradigm wars gave rise to a 

"methodological eclecticism [that] stems from a rejection of the incompatibility of 

methods thesis which stated that it was inappropriate to mix qualitative and 

quantitative methods" (Teddlie & Tashakkori, 2003, p. 8). Methodological eclecticism 

signalled freedom to construct the quality of research design using the most 

suitable available methods. Deploying that research freedom is a hallmark of 

mixed-methods research (hereafter, MMR) in which researchers work within the 
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"pragmatist paradigm…interested in both numeric and narrative data and their 

analyses" (Teddlie & Tashakkori, 2009, p. 4).  

The rise of MMR has generated various design types to identify how to engage 

quantitative and qualitative methods in a cyclical approach. Theorists have 

developed classifications of approaches that have common elements, contributing to 

a larger model. Table 3.1 presents three classification systems of MMR designs to 

illustrate differences and commonalities. Caracelli and Greene (1997) introduced 

three component-based design models (in addition to four integrated design 

structures not listed here). These three components of triangulation, complementarity 

and expansion are echoed in the typology developed by Creswell and Plano Clark 

(Creswell & Plano Clark, 2007). 

A third typology, developed by Teddlie and Tashakkori (2003), which the authors 

called 'families' of design models, is a multi-strand classification system. These 

designs are characterised by three dimensions, where three data sources can 

subdivide each 'family'. These dimensions are: 1) the use of two methods to answer 

either exploratory or confirmatory research questions; 2) the various steps where 

quantitative and qualitative data are integrated; and 3) the timing for the integration – 

either sequential or concurrent. Just as Creswell and Plano Clark's typology 

resembles in some ways Caracelli and Greene's typology, Teddlie and Tashakkori 

(2003, p. 688) acknowledge the similarity of their model with Creswell's 

exploratory/explanatory model. 
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Table 3.1. Comparative Mixed-Method Research Models 

 

Sequential project design. In line with Teddlie and Tashakkori's typology (2003), the 

sequential model links exploratory research activities with explanatory inferences 

derived from the previous exploratory phase. Iteratively, the explanatory inferences of 

those activities then open the research question to further exploration for future 

hypothesis development. The sequenced activities in this project are described as 

‘Steps’ toward explaining nurses' intentions to respond, based on the iterations of 

exploratory and explanatory activities. However, before these Steps are defined and 

the research methods are described, the entire research project must be placed in 
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the context of the theoretical frameworks that guide these Steps – social ecology, 

and the TPB. 

 

3.3. Theoretical frameworks of the research design 
 

The social ecology model is premised on a reality where individual cognitions and 

actions are embedded in a hierarchy of contexts or fields of influence. This research 

project seeks to link that model with the individual at the level of analysis by using the 

predictive theory of intention and behaviour, the TPB as formulated by Fishbein and 

Ajzen (1975). As discussed in Chapter Two, the TPB models the relationship among 

attitudes, subjective norms and perceived behavioural control with intention. For 

theoretical reasons, that model has been expanded for this research to include 

ethical beliefs. Figure 3.1 shows the points of connection of the social ecology 

framework with TPB, which guides the present research design and methods at the 

individual level of analysis.  

 

Figure 3.1 Relationship of social ecology and TPB frameworks 
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3.4. The theory of planned behaviour  

 

Intention has been described as the effort required to perform a behaviour, or a 

willingness to act, or as "instructions people give themselves to behave in certain 

ways" (Triandis, 1980, p. 203). The construct of intention rose to prominence shortly 

after the apparent collapse the power of attitude alone to explain behavioural 

choices. Since the 1930s, attitude was thought by cognitive psychologists to be the 

primary driver of behaviours, but the review of studies of the relationship of attitude 

and behaviour by Wicker in 1969 challenged that assumption (Wicker, 1969). His 

evidence showed that attitudes were unrelated or only weakly related to observable 

behaviours. His findings sparked new research to strengthen the role of attitude, and 

the dominant approach that emerged posited intention as the key determinant of 

behaviour and attitude as an influence shaping intention (Olson & Zanna, 1993). The 

most widely used formulation of that dominant approach was the Theory of 

Reasoned Action (TRA) (Fishbein & Ajzen, 1975). The TRA posited that intention 

was the cognition linking individual attitudes with wider social norms to form an 

intention to act directly. The theory was subsequently expanded to include a measure 

of facilitators and barriers, ‘perceived behavioural control’, and the theory became 

better known as the theory of planned behaviour (TPB) (Ajzen, 1991). The 2008 

systematic review by Godin et al.(2008) of studies of the intention-behaviour 

connection among healthcare professionals found that attitude and social norms 

predicted intention better for nurses than for doctors or other health professionals. 

The approach of TPB researchers that used intention to predict as yet unrealised 

behaviours eventually found its way into nursing research into AD. The work by 

Lavoie et al. integrated that approach to assessing the likelihood that a nurse would 

or would not participate in an 'act of euthanasia' in advance of its legalisation (Lavoie 

et al., 2016).  

The TPB is a framework for assessing the factors that shape an intention to adopt a 

particular behaviour. Three factors contribute to forming an intention to act – attitude, 

subjective norms, and perceived behavioural control. As the TPB emerged from the 

TRA, attitude was constructed as a subjective evaluation of an action's acceptability 

(to the actor) based on beliefs about the value to the actor of the action’s outcomes. 
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Subjective norms, arising from normative beliefs in the TRA, are beliefs about 

expected social pressures to act. The third influence on intention, perceived 

behavioural control, is the degree of control the person believes they have over the 

target behaviour or self-efficacy. Figure 3.2 below diagrams the development of the 

TPB. 

 

 

Figure 3.2. Development of TPB 

 
 
Implicit in the TPB model, as diagrammed in Figure 3.2, is the possibility that the 

relations between variables could change, depending on the value of competing 

variables. For instance, an intention can change when a positive attitude interacts 

with a negative social context that discourages the intended behaviour or when the 

ability to act is so weak that neither a positive attitude nor social encouragement can 

change the intention. Interactions among variables specify boundary conditions that 

"may reflect the operation of different social processes which better explain the 

relationship between variables in…the TPB" (Conner & McMillan, 1999, p. 201). The 

interacting dynamic among the TPB variables resembles the interacting fields of the 

social ecology model but is viewed from the individual's perspective. 

The relationship between the models that framed this research is illustrated in Figure 

3.3, which captures the range of variables in the expanded TPB model that guides 

this research.  
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Figure 3.3. Expanded TPB model of this research in relation to social ecology model 

 

The interacting dynamic of the independent, explanatory variables suggests an 

iterative process of understanding their influences on the dependent variable of 

intentions to respond to requests for AD. That iterative process informs the 

sequential design of this project. This project’s design is a series of Steps, beginning 

with exploring the meaning of ‘response intention’, then moving through a series of 

activities to see how the independent variables influence the selection of responses. 

That sequence of activities opens up the possibility for further exploration of patterns 

of responses that nurses might hold – explored as profiles of nurses' intentions – and 

how the independent variables differentially explain those profiles. Those action 

Steps that constitute the sequential design of this research project are diagrammed 

in Figure 3.4 below.  
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Figure 3.4. Project Steps in the sequential mixed-model design 

 

3.5. Ethics statement 
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This research project was approved by the University of Adelaide Human Research 

Ethics Committee reference: HREC 2018-234. Evidence of approval is in Appendix 

3.1. 

 

3.6. Developing dependent variables 

 

This section deals with the initial Step of 

the research design: developing the 

dependent variable of intention. This 

Step constituted a separate study 

leading to a published output (presented in Chapter Four). A discussion of the 

processes of this Step, and some of its results, is presented to background the 

manuscript presented in Chapter Four.  

This Step comprised a study of the subjective evaluation of possible responses to 

requests for AD that were compiled from a review of published literature on the topic. 

Q-methodology was selected as the process for this study's construction and 

analysis because that method had a unique focus on the participants' subjectivity 

who helped develop the response typology. 

Q-methodology was first articulated in the early 20th century by William Stephenson 

(Stephenson, 1935), a British physicist-turned-psychologist. Stephenson's goal in 

developing the method was to make the subjectivity of a person's preferences 

scientifically observable through the statistical process of factor analysis. Stephenson 

described this approach's potential in his 1935 letter to Nature by distinguishing it 

from the factor analysis developed by his doctoral supervisor, Charles Spearman, as 

an inversion of Spearman’s method (Bartholomew, 1995).  

The innovation achieved by Stephenson's inversion of the Spearman method of 

factor analysis, or correlations derived by Pearson's r (‘R’ method) arose by diverting 

from the tradition in psychology of measuring individual differences. R method 

studies measure the variance or covariance among variables mapped to a population 

but does not and "cannot facilitate a thorough comparison of their individual 

differences…Q-method factor analysis innovation draws data from "a population of n 

different tests (or essays, pictures, traits or other measurable material), each of which 

is measured or scaled by m individuals" (Watts & Stenner, 2012, p. 32).. Stephenson 
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proposed that the inversion of a correlation matrix would have "interesting 

applications. It brings the factor technique from group and fieldwork into the 

laboratory, and reaches into spheres of work hitherto untouched or not amenable to 

factorisation" (Stephenson, 1935, p. 297).  

In his letter to Nature, the principal 'sphere of work' that Stephenson was alluding to 

was 'subjectivity'. By subjectivity, he was not referring to an introspective state but 

asserted that subjective experience was a purposeful behaviour and was as 

quantifiable as physical behaviours (S. R. Brown, 1993). Quantifying subjectivity 

required the inversion of by-item factor analysis to a by-person factor analysis to 

identify correlation strength with others with similar views. The description of by-

person factor analysis "requires a new form of data, which is derived when a sample 

or population of items are measured or scaled relatively by a collection of individuals" 

(Watts & Stenner, 2012, p. 32).  

 

3.6.a. Q-method activities 

 

This new type of data sample was called a Q-set. In this study, the Q-set was derived 

from a review of documents relating to clinicians' responses to requests for an 

assisted or hastened death. The process of reviewing those documents is outlined in 

Chapter Four (p 61). 

The review of guidance documents findings distilled a Q-set of 49 representative 

statements in consultation with an international reference group of nursing or medical 

ethics researchers in this area and clinical educators (identified in the manuscript's 

acknowledgements in Chapter Four). This Q-set of statements, with referenced 

source documents, is attached as Appendix 3.2. 

The Q-set was loaded into a template to prepare an online Q-sort survey, using Q-

Assessor software (Epimetrics, LLC, Portland, Oregon), an automated platform that 

manages the life-cycle of operations related to Q-methodology surveys. Survey 

respondents sorted these statements into categories along a 5-point scale anchored 

as 1= ‘I WOULD say this’, to 5= ‘I WOULD NOT say this’. This process is known in 

the literature as a Q-sort and produces a dataset of responses that could be 

processed through factor analysis to identify latent, underlying structures in the 

dataset that remain true to individual responses.  
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An overview of the Q-method study results is presented below to help the reader 

understand the rationale for instrumentation decisions in the study's subsequent 

Steps. The factor analysis of the Q-sort dataset identified four factors, or response 

types, that nurses might use in responding to a patient's request for medical 

assistance in dying. These factors were identified from the correlation of Q-set items. 

Each of these response types, labelled ‘Refer & Support’, ‘Explore & Engage’, 

‘Assess and Inform’, and ‘Deflect or Object’, is made interpretable by the statements 

that distinguish each factor uniquely. The distinguishing statement selection was 

guided by rules outlined in the Methods section of the manuscript in Chapter Four, 

(pages 63-65). The distinguishing statements for each factor are also detailed in 

Chapter Four (page 65).  

 

3.7. Developing independent variables  

 

The purpose of the second exploratory activity of the 

project was to identify and develop scales to 

measure the independent variables related to 

attitude, subjective norms and perceived behavioural control. Additional scales were 

developed to measure ethical beliefs. 

This Step involved 1) collecting qualitative data to elicit the meanings implicit in the 

independent variables, 2) developing scales from those items, and 3) testing the 

reliability of those scales.  

Elicit meanings implicit in the independent variables. The authors of the TPB were 

clear that variables in the model should be grounded in local understandings of the 

meaning of those constructs (attitude, norms, intentions). Understanding the meaning 

of constructs of ‘attitude’ and the other independent variables required qualitative 

data collection. That activity is a procedure recommended for TPB studies called an 

‘elicitation’ activity (Francis et al., 2004). The TPB authors recommended that before 

any of the independent variables in the model were measured, the researcher 

"should first conduct an elicitation study to identify the salient modal beliefs in the 

target population" (Sutton et al., 2003, p. 234). ‘Modal salient beliefs’ are those that 

are readily accessible in memory and are thought to automatically activate 
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expectancies about an object or action (Ajzen, 2001). A salient belief could be 

identified through an unrehearsed response to a question.  

An elicitation exercise was conducted to identify:  

1) behavioural beliefs, using questions to probe the advantages and disadvantages 

of responding to a patient's request for or about AD;  

2) normative beliefs, using questions to probe which individuals or groups would 

approve and disapprove of responding to a patient's request for or about AD;  

3) control beliefs, using questions to probe what factors would enable or deter 

responding to a patient's request for or about AD. 

3.7.a. Elicitation procedure 
 

The elicitation activity is mentioned in passing in the manuscript in Chapter Five, so a 

full explanation is provided here. As the purpose of the elicitation activity was to 

ground the meaning of variables or constructs in the real-world context of Australian 

nurses, the study was conducted through semi-structured interviews with nurses who 

worked in practice settings where end-of-life care was common (e.g., oncology, ICU, 

aged care, palliative care). Twelve interview questions included three screening 

questions to ensure that participants met inclusion criteria (agreement to record the 

interview, current nursing registration, practice setting). The stems of the remaining 

nine questions were drawn from a manual for health service researchers, 

"Constructing questionnaires based on the theory of planned behaviour" (Francis et 

al., 2004). These questions are listed in Appendix 3.3: Interview Questions and were 

presented to advanced practice nurses who volunteered to be interviewed. The 

recruitment process through which this subsample of nurses volunteered is explained 

below. 

 

Interview Sample: A convenience sample for the elicitation sub-study was identified 

from a question in the Q-methodology survey (Step 1) that invited respondents to 

contact the researcher if they wanted to participate in an interview about their 

beliefs about legal AD. Seven advanced practice nurses contacted the researcher by 

email to express interest. On receipt of their expression of interest, the researcher 

sent an information sheet about the purpose of the interviews (but not the questions) 

and a consent form. The participants then nominated the date and time for the 

interview. The interviews were conducted between14 December 2018 and 17 
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January 2019. The sample consisted of three palliative care nurses (one nurse 

manager, two nurse practitioners), three intensive care nurses (each with at least 

ten years of ICU experience), and one nurse who was the organ donation 

coordinator of an urban medical centre. 

Data collection and processing: Audio recordings of the interviews were transcribed 

by Outscribe, a transcription service in Adelaide, South Australia, then formatted for 

analysis in NVivo Version 12 software. NVivo was formatted with a priori nodes of: 1) 

Attitude 1.a: advantages, 1.b: disadvantages; 2) Subjective Norms 2.a: approves, 

2.b: disapproves; and 3) PBC 3.a: facilitators and 3.b: barriers. The researcher 

reviewed each transcript, categorised excerpted text to the respective node, and then 

grouped them by themes. An independent assessor, a co-author of the manuscript 

that constitutes Chapter Five,  reviewed the themes, and minor adjustments to 

coding were made.  

Classification of responses into themes: Table 3.3 summarises the classification 

structure and themes that developed the survey items measuring independent 

variables. Table 3.3 also includes representative statements from the texts, the 

numbers of similar statements, and a summary description of items reclassified to 

other variables. That information is presented to provide background to the 

development of survey items and resulting scales that measured independent 

variables, discussed in the section describing survey construction (below, at 3.7.b). 
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Variable Theme Sample Content No. 
ite
ms 

% 

A
tt

it
u

d
e

 

Caution "My personal values might influence my 
professional practice in this situation"; "This is 
an opportunity to explain benefits of other 
options" 

10 40% 

Beneficence  "There is a risk I can misinterpret"; "I must be 
attuned to the narrative that will emerge to 
ensure they get the care they need" 

8 32% 

Patient rights "If this were a legal option for that patient, I 
would be truthful about it"; "The patient has a 
right to seek this" 

5 20% 

Non-maleficence "Having this discussion makes the person 
think that assisted dying is the best or only 
option"; "I can't let the patient feel safe to 
explore a harmful option" 

2 8% 

  
Total items 25 100 

     

S
u

b
je

c
ti

v
e
 N

o
rm

s
 

Team "A lot of my colleagues do not support this"; 
"Most people I work with are open to this"; 
"Doctors do not think it is nurses role to 
discuss this" 

10 38% 

Employer "Policies that allow for that conversation"; 
“What if the employer is uncertain? What if 
they prohibit legal access?” 

7 27% 

Associations "Professional associations", "Union", "Political 
parties" 

6 23% 

Own family "Some conservative family members would not 
like this" 

3 12% 

  
Total items 26 

 

Summary: 29 Coded Responses 1 theme of 3 items (Self-Efficacy) was classified to  
Perceived Behavioural Control. Final set of 4 themes, 26 items 

    

P
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o

n
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o
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Timing "Having the time in a busy clinical workload"; 
"Deferring the conversation to a better time"; 
"Timing and context must be right" 

8 

Training "Practice with simulations, critical feedback"; 
"Being trained, feeling confident"; "Feeling safe 
in admitting to a patient that I don't have the 
skills to answer that"; "If I am not prepared, this 
can emotionally harm the person" 

5 

Ease - Difficulty "My own religious belief makes that difficult"; 
"These discussions take a toll on your own 
well-being"; "I don't seek approval for work that 
I do" 

5 

  
Total items 18 

Summary: 31 coded items: 1 theme deleted after expert review (Patient's family - 6 items);    
1 theme (Organisation / Policy) of 7 items reclassified to Subjective Norms.  
Final set of 3 themes of 18 items 

Table 3.2: Themes of responses in elicitation sub-study 
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3.7.b. Scale development  
 

Scales were constructed to assess attitude, subjective norms, PBC, and ethical 

beliefs. Guidance for developing question stems came from the manual for 

constructing questionnaires for TPB-based studies (Francis et al., 2004), and the 

content of question items was drawn from the coded responses from the elicitation 

activity described above.  

 

Attitude scale: During the coding process of feedback from elicitation study 

interviews, it became clear that an alternative approach to defining this project's 

attitude construct would be necessary. Respondents deflected questions about 

advantages or disadvantages in responding to a request for AD to discuss other 

beliefs, as seen from the resulting themes. As one respondent said, "It's not a 

question of an advantage. Advantage for who? This is not a case where there are 

advantages." 

 

Adopting an alternate approach to eliciting attitude statements to allow a free flow of 

the discussion from the interviewees required two adjustments to coding the 

response text: 1) the responses to attitude questions that related to non-attitudinal 

issues, such as workplace constraints or team expectations, were re-coded to the 

nodes for 'perceived behavioural control' or subjective norms; and 2) the statements 

about attitude toward responding to these requests that reflected ethical beliefs 

(Patient rights and Non-maleficence) were thematised separately and grouped as 

'ethical beliefs', using the classification set out by Beauchamps and Childress 

(Beauchamp & Childress, 2001). These coding solutions retained the text of 

responses but conflated attitude to a set of ethical beliefs or beliefs about good 

nursing practice in responding to a request.  

 

The conflation of ethical beliefs and attitude was an unexpected development in the 

elicitation activity. It required a return to the literature to identify elements of attitude 

that could be abstracted as measures of a basic psychological tendency of a 

judgement of approval or disapproval (Eagly & Chaiken, 1993, p. 1). Three items 

assessing attitude were drawn from the literature about an evaluation of the 

acceptability or rightness of legalising AD Acceptability was assessed through the 

level of agreement or disagreement from three perspectives:  
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1. acceptability of legalisation (Lavoie et al., 2016) ("Assisted dying should 

be legal where I practice nursing")  

2. acceptability of AD for 'this patient' (Berghs et al., 2005; Dierckx de 

Casterlé et al., 2006) ("This patient should have access to legal AD,")  

3. degree of the personal value of AD (Oliver, 2016) ("I would choose 

assisted dying for myself if that were an end-of-life option").  

 

Subjective norms scale. Four items assessed the expectations of significant others 

(injunctive norms), and four items assessed the importance of those expectations to 

the respondent (compliance norms). The 'significant others' were identified in the 

elicitation activity as 1) colleagues, 2) the respondent's own family, 3) the employer, 

and 4) relevant professional association. Each item was measured on a five-point 

Likert type scale where 1= ‘strongly agree or very important’. The question stems for 

injunctive norms were phrased, "My [significant other] would expect me to help this 

patient to access legal assisted dying", and the stem for the compliance norms was 

phrased, "How important to you is your [significant other's] position about assisted 

dying?" 

The score for each set of norms was determined as the sum of the four items, with 

the composite subjective norms score determined by adding the summed score from 

each norm. 

Perceived behavioural control scale. Six items were scaled for perceived control 

variable under two groupings – self-efficacy, and barriers (Sheeran et al., 2009). The 

four self-efficacy questions were answered on a five-point Likert-type scale related to 

the ease/difficulty of responding and the degree to which the respondent felt the 

situation was under his/her control. The initial Cronbach's alpha for this scale was an 

unsatisfactory .38, but the recommended deletion of two self-efficacy items 

(PBC_SE2 and PBC_SE4(r)) improved internal consistency to a marginally 

acceptable alpha of .61. The two items assessing barriers were questions about the 

ability to respond adequately "even if I had not been specifically trained to handle this 

situation" and "even if I did not feel like I had the time to handle this situation".  

The PBC score was derived by summing the sums of each of the two scales.  

Ethical beliefs scales. As an additional variable to the TPB model, emergent ethical 

beliefs were drawn from responses to the elicitation activity and thematised in 
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summary as patient rights, non-maleficence, and duty of care (beneficence and 

caution). These themes were mapped to an existing scale (for social justice) and the 

bioethical principles developed by  Beauchamps & Childress (2001) to strengthen 

psychometric properties. The social justice item was drawn from the Social Justice 

Scale (Torres-Harding et al., 2012), while belief statements related to the rights of the 

patient and beneficence were drawn from reviews of literature related to the ethics of 

AD (Gorsuch, 2006; Quaghebeur et al., 2009). These scales were developed by 

summing the three items for autonomy, one item for social justice, and two items for 

beneficence and non-maleficence. These items were scaled from 1=’strongly agree’ 

to 5=’strongly disagree’.  

Initial review of the items revealed poor internal consistency within each norm, 

prompting an exploratory factor analysis using principal axis factoring, revealing two 

underlying factors for the eight items. 

Factors with eigenvalue >1 were retained. Items were retained where they presented 

with loadings of >5 in one factor and where the item did not load at >4 in the other 

factor. Table 3.5 presents the rotated factor matrix. Boldfaced scores indicate the 

item selected to construct the relevant scale. The text for the selected items indicates 

the meaning of those items. 
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 Factor 1 Factor 2 Item text 

Autonomy_1 .304 -.068  

Autonomy_2 .776 -.222 "This person should have input into 
own decisions about assisted dying" 

Beneficence_1 .269 -.036    

Beneficence_2 -.094 .570 "I would help this patient to find ways to 
live as well as possible instead of 
seeking assisted dying" 
 

Non-maleficence_1 -.224 .684 "Human life should never be violated, 
regardless of the person's situation" 

Non_maleficence_2 -.348 .196  

Autonomy_3 .671 .237 "This person has the right to make 
decisions in their own best interest" 
 

Justice_1 .770 .152 "This person has the right to speak and 
be heard about their decisions for an 
assisted death" 

Table 3.3 Rotated factor matrix of ethical belief items 
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The three items in factor 1 were retained as a new ethical belief variable, labelled 

‘Autonomy’. The two items in factor 2 were retained as a new variable, ‘Beneficence’. 

The revised ethical variables were scaled as the mean of the sum of each set of 

items. 

Demographic data: Background and contextual information about the respondents 

were assessed through seven questions about current practice setting, gender, years 

of experience as a nurse, geography (urban, regional, remote), state location in 

Australia, prior experience with receiving AD requests, and claimed religious 

affiliation (yes/no).  

One demographic item was transformed into four categorical variables. The question 

that asked respondents to identify their usual practice setting had 12 response 

options plus one ‘Other’ option. Those responses were recategorised into four 

categories: 1) settings where end-of-life care is more common than other care 

settings (ICU, oncology, palliative, and aged care settings); 2) settings in other 

tertiary care areas (emergency, inpatient mental health, general medical/surgical 

areas that included midwifery and speciality day-surgery operations); 3) community 

settings (family/community practice); and 4) other (management, teaching or 

research). 

3.7.c. Reliability test of independent variables scales  

The final activity of Step 2 assessed the internal consistency of the scales developed 

from the elicitation activity. The sample of respondents to the 23-item questionnaire 

was identified through the 'human intelligence task' workforce of Amazon's 

Mechanical Turk (MTurk) service, where respondents were restricted to those who 

held a US baccalaureate degree and were employed in the healthcare industry 

(Buchheit et al., 2018).  

The procedures for assessing the scales' internal reliability and the results 

(expressed as Cronbach alphas) are presented in the Methods section 

(Instrumentation subsection) of the published manuscript in Chapter Five (p 77).  
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3.8. Survey methods 

 

This section discusses the processes related to the 

instrumentation of the survey used to collect data for 

Steps 3, 4 and 5, the sampling procedures, and the 

order of analyses related to Step 3.  

3.8.a. Survey construction  

 

The survey instrument comprised 53 questions in an anonymous online survey 

hosted by Qualtrics© (2020) (see Appendix 3.4 for the survey items). The survey 

items were presented in three conceptually related sections: demographics and 

practice characteristics, behavioural intentions, and independent variables. Details of 

instrumentation are presented in the manuscript in Chapter Five (p 77).  Appendix 

3.5 presents the contents of each scale, the transformation of the items comprising 

the scale, and the reliability coefficients of each scale.  

3.8.b. Dependent variable items transformation 
 

As described in Step 1, the dependent variable of the intended response produced a 

four-fold typology of responses – Refer/Support, Explore/Engage, 

Assess/Information, and Deflect/Object. Qualitative research with Canadian nurses 

has identified three basic positions nurses take toward encountering these requests – 

support actively, or object, and/or an activity of sense-making (Beuthin et al., 2018; 

Pesut, 2019). To assess the usefulness of the findings from Canadian research to 

guide the development of the dependent variable in Step 1, an exploratory principal 

components factor analysis (EFA) was conducted to produce a three-factor response 

typology. The resulting three factors, outlined in Table 1 (Instrumentation) in Chapter 

Five, were labelled ‘Refer’, ‘Discuss’, and ‘Deflect’.  

The procedure for the EFA and the results of the subsequent confirmatory factor 

analysis follow. 
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EFA was performed on the 16 behavioural intention variables, requesting three 

factors. The three factors had Eigenvalues (i.e., variance explained) of 4.8 (Factor 1). 

2.0 (Factor 2) and 1.4 (Factor 3) with a cumulative proportion variance explained of 

0.51.  

Using EFA (based on the Rotated Factor Pattern), the three factors were assigned 

the following variable names where ‘BI’ means ‘behavioural intention’:  

o 'Refer' group includes questions BI_R_S1, BI_R_S2, and BI_R_S3; 

o 'Explore' group includes questions BI_A_I1, BI_R_S4, BI_A_I2, BI_E_E3, 

BI_A_13, BI_E_E1, BI_E_E2, and BI_A_14; 

o 'Deflect' group includes questions BI_O_D3, BI_O_D1, BI_O_D2, BI_E_E4, 

and BI_O_D4.  

  

Two main decision rules were used for factor extraction: first, variables should yield 

an eigenvalue greater than 1.00, indicating that a factor explained more variance 

than a single item; second, using the Rotated Factor Pattern results, items loading at 

>0.50 on one factor and <0.40 on all others were considered for inclusion (Newman 

& Ramlo, 2010). 

 

Confirmatory factor analysis (CFA) was used to test whether the data fitted a 

hypothesized measurement model based on EFA. Model fit measures were obtained 

to assess how well the proposed model captured the model's covariance across all 

the items or measures. If the constraints the researcher has imposed on the model 

are inconsistent with the sample data, then the results of statistical tests of model fit 

will indicate a poor fit, and the model will be rejected. If the fit is poor, it may be due 

to some items measuring multiple factors. It might also be that some items within a 

factor are more related to each other than others. 

Tests of goodness of fit used in the CFA are as follows:  

(i) Akaike Information Criterion (AIC): a lower value indicates a lower 
quality of a statistical model. 

(ii) Root mean square error of approximation (RMSEA): greater than 0.1 
indicates a poor fit. 

(iii) Standardised root mean square residual (SRMR): <=0.08 indicates an 
acceptable model fit. 
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(iv) Goodness of fit index (GFI): >=0.90 indicates an acceptable model fit. 

(v) Comparative fit index (CFI):>=0.90 indicates an acceptable model fit.  

(vi) Correlations between factors: a weak-moderate correlation (r<0.70) 
indicate that the factors are generally independent.  

The Akaike Information Criteria (AIC) is 434 relative to other models in terms of 

goodness of fit. The RMSEA=0.087 (indicating good fit), the SRMR=0.087 (close to 

good fit), the GFI=0.84 (not quite good fit) and the CFI=0.73 (indicating a less than 

acceptable fit). The weak to moderate correlation coefficients (r=0.40, 0.23 and 0.64) 

show that the factors are generally independent. Overall, the CFA model appears to 

be a good fit for the data, and the CFA groupings are fairly consistent with the 

intended three main groups – refer, explore and deflect (evident in the titles of the 

variables). The statistical software used was SAS 9.4 (SAS Institute Inc., Cary, NC, 

USA). Validation of these items is presented in Chapter Five.  

3.8.c. Sample 

The sample discussed here is different from the sample discussed in Step 1, 45 

participants for the Q-methodological survey.  Details of the recruitment, number and 

characteristics of participants, and power calculations are presented in Chapter Five 

(p 62).  

Sample size. Based on a total population of 286,000 registered nurses in Australia 

(Australian Government Department of Health, 2018), the ideal sample size would be 

384, using a 95% confidence interval and allowing for a 5% margin of error. The 

survey attracted 470 respondents, which, after exclusions, left a sample of 377 

nurses (Qualtrics, 2020). 

 

3.8.d. Analysis plan 

 

Explaining the effects of the independent predictor variables on the three discrete 

response intentions identified in Step 2 depends on how the analysis is conducted. 

Studies based on the TPB usually assume an intention to act (or not) which is treated 

as a single dichotomous variable (e.g., to participate or not) against which the 

independent variables are regressed. Relevant examples of nursing studies that 

follow that practice include research into intentions to integrate research findings into 

practice (Côte et al., 2012), to use a peripherally inserted central catheter (Bertani et 
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al., 2016), to practise hand hygiene (White et al., 2015), and to participate in an act of 

euthanasia (sic) (Lavoie et al., 2016).  

 

A typical approach to analysing TPB studies uses hierarchical or stepwise 

regressions to estimate the additional variance explained by adding variables to the 

model indicated by adjusted r2 values (e.g., Asare, 2015). That analytic approach is 

especially relevant to a predictive study, as it optimises model fit, but it comes at the 

expense of understanding the roles of individual variables (Sainani, 2014). Further, 

hierarchical regression assumes a single dependent variable, which is not the case in 

the present research project. This research has identified multiple dependent 

variables, constructed as scales (continuous data), impacted by several independent 

variables of either categorical or continuous data.  

 

Since the variables in this research comprised different data types, a different 

approach to analysis was required that could accommodate multiple dependent 

variables and tolerate non-normal (skewed) distributions and a mix of data types, 

which simple linear regression does not allow. Generalised linear modelling (GLM) 

extends linear regression to allow each outcome of the dependent variable to come 

from non-normal distributions (IBM Knowledge Center, 2014).  

 

3.9. Exploring response profiles  

 

Step 4 is the third exploratory activity of the 

research project. This Step aimed to identify how 

the patterns of response intentions form profiles 

of nurses who share similar patterns of intentions.  

 

Methods that identify not-yet-discovered groups within a data set are described as 

classification procedures or cluster analyses (Beckstead, 2002). Cluster analysis 

separates observations into classes that share common characteristics. Clustering 

aims to ensure both homogeneity of within-group observations and their 

heterogeneity from other groups. Clustering contrasts with the generalised linear 

modelling described in the previous Step, which aimed to make inferences about this 

sample's population parameters. The aim here was to group nurses with similar 

response intentions different from other groups to form the basis for future hypothesis 
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generation. Hence, cluster analysis is an exploratory method (Landau & Ster, 2010) 

that can generate typologies and hypotheses (Beckstead, 2002).  

 

 

3.9.a. Cluster analysis procedures 
 

The following discussion elaborates the clustering method beyond what is found in 

Chapter Six. Beckstead (2002) describes the following three steps used here to 

conduct this cluster analysis: 1) define the set of entities and their features; 2) 

calculate the proximity measures (distance coefficients) among those entities; 3) 

visualise the resulting profiles of those entities.  

 

1) Define the set of entities and their features. The entities selected to measure this 

sample are the response intention variables. The sample that provided the data in 

these variables is slightly smaller than the sample from the activities of Steps 2 and 

3. In this Step 4, eight cases were excluded that had missing data on the response 

intention scales, taking the sample from n = 377 to n = 369.  

 

Step 3 (see section 3.7) identified three response intentions through a principal 

components analysis. By way of reminder, that factor analysis was constrained to 

three factors that came to be labelled ‘Refer’, ‘Discuss’, and ‘Deflect’. However, for 

the cluster analysis in Step 4, a separate principal component factor analysis was 

conducted on data for response intentions, but this analysis had no a priori 

theoretical constraints on the number of factors. All behavioural intention items were 

compiled into a rotated component matrix, outlined in the published manuscript in 

Chapter Six (p 95).  

 

The optimal number of factors had to be calculated because there was no a priori 

determination of the number of factors. That calculation required plotting the 

eigenvalues of all of the identified factors into a scree plot (Kaufman & Rouseeuw, 

2008), displayed in Figure 3.5 below. That plot identified an optimum set of five 

response factors, using the elbow of the line to mark the number of factors. Those 

factors were labelled according to the themes of the distinguishing statements 

associated with each factor. The five response intentions were labelled ‘Refer’, 

‘Explore’, ‘Assess’, ‘Deflect’, and ‘Object’. 
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Figure 3.5 Scree plot of eigenvalues of factors 

 

2) Calculate proximity measures among all the entities: Discovering the number of 

entities (i.e., intended responses) that constitute the dependent variables for the 

cluster analysis contrasts with the next step in the procedure. The next step, 

calculating proximity measures among those entities, requires the a priori 

determination of the number of clusters. That step generally requires choosing 

between hierarchical clustering and k-means clustering approaches. Hierarchical 

clustering uses agglomerative partitioning; k-means clustering uses an optimised 

iterative partitioning of the data. Agglomerative partitioning groups the sample into 

nested arrangements such that higher-order clusters are formed from lower-order 

ones and displayed as dendrograms or nests of hierarchies. Hierarchical clustering 

does not require an a priori identification of optimal clusters because “there are 

situations in which clusters have subclasses within them, which in turn have 

subclasses of their own” identified in the process of clustering (Beckstead, 2002, 

p308). (An example of hierarchical clustering is biological taxonomy from genus 

through to kingdom that contains several subclasses within each clustered group.)  

 

K-means clustering does not force a nested structure but rather partitions all of the 

data in one step to find all clusters simultaneously. A unique requirement for the k-

means analysis is the need for the a priori determination of a fixed number (k) of 

clusters, compared to hierarchical clustering, which does not have that requirement 
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(Dunn et al., 2018). The k-means clustering algorithm identifies clusters that minimise 

the distance between individual data points by calculating a point representing a 

random mean of all data for a given cluster (centroid). Cluster analysis is described 

as an 'unsupervised' algorithm that draws inferences from the data without regard to 

the classification outcome. That approach does not readily find the optimal outcome; 

rather, the algorithm iteratively calculates the distances of each data point from a 

randomly-placed centroid until all distances are minimised, and centroids remain 

stable in their relationship to all data points. The procedure for determining the 

number of clusters is presented below. 

 

Procedures for determining the number of clusters. This analysis, following the 

procedure outlined in Kaufman and Rouseeuw (2008), identified five clusters. The 

procedure consisted of the following three steps: 

1) To determine the optimal number of clusters for the k-means analysis, enter the 

response intention scores into the algorithm (from the factors identified in Chapter 

Four). The response scores were the variables that the k-means algorithms used for 

the iterations that calculated the distance coefficients that indicate homogeneity 

within clusters (the proximity scores).  

2) Assess the numerical summary of the cluster solution based on within-cluster-

sum-of squares (WCSS). The optimal cluster solution occurs in a sudden 'gap' where 

the space between the distance coefficients jumps to an extended distance between 

the ratios. 

3) The final step in determining the number of clusters is diagrammed by the scree 

plot of the distance coefficients against the number of cases in the sample (Figure 

3.6). The scree plot identifies visually where the 'gap' occurs in the distribution of 

distance coefficients. The gap location is calculated by identifying the case number 

just before the beginning of the 'elbow' – the point where the map line began its steep 

upward climb. Then that case number is subtracted from the number of total cases in 

the sample, and the difference is the optimal number of clusters. In this case, the 

elbow began at case 363, so the gap began at case 362. Thus, the calculation was 

367 minus 362, arriving at the number five as the optimum number of clusters 

(Kaufman & Rouseeuw, 2008).  
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Figure 3.6. Scree plot indicating the optimal number of clusters 

 

Using the k-means clustering algorithm, a stable set of clusters was identified in nine 

iterations of calculations of proximity scores. That number of iterations falls below the 

SPSS default number of 10 iterations and suggests a relatively stable solution (IBM 

Docs, 2021). The groupings that emerged were patterns comprised of dips and 

elevations of the response intentions' standardised mean scores (Beckstead, 2002). 

Those patterns of groups of nurses with similar response intentions were profiled with 

the labels ‘Assessor’, ‘Uncertain’, ‘Deflector’, ‘Engager’, and ‘Objector’. The content 

and meaning of the resulting profiles are discussed in Chapter Six (p 96).  

 

3. Visualise profiles of the response patterns. An obstacle to visualising these 

clusters is the overall variability of data, which for most of the response intentions is 

highly skewed (for example, the intended response, ‘Refer’, has a mean of 4.69 out 

of 5, with an SD of 0.56). Standardising the mean scores for each response intention 

facilitated the interpretation of results by highlighting variance among the scores. The 
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graphic output of the profiles' relationship is presented and discussed in Chapter Six 

(p 96).  

 

3.10. Step 5: Predicting membership of response profiles 

 

 The task of identifying the factors that might predict 

the likelihood of a nurse's membership in a 

response profile is addressed through multinomial 

logistic regression (hereafter, 'logit'). Logit 

regression carries three assumptions: 1) the dependent variable (a profile or cluster) 

is categorical and not ordered in any meaningful way; 2) there are multiple 

categories; 3) the independent variable that predicts the profile is specific to the 

individual case where each predictor has a single value (scores for attitude, 

subjective norms, ethical beliefs, perceived behavioural control). Ensuring that the 

logit model identifies a case's probabilities of membership in one profile only, 

membership must be tested against alternative profiles where one profile is held 

constant (the reference profile) and alternatives are compared against it sequentially 

(Everitt & Skrondal, 2010). The details of the calculation of odds ratios for each 

predictor variable for each category are fully described in Chapter Six. The summary 

of each logit model is available as a supplementary table (online only) for the 

manuscript in Chapter Six but is available in this document as Appendix 6.1. 
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Chapter Four: Nurses’ intentions to respond to requests for legal 

assisted dying: A Q-methodological study 
 

This chapter consists of the following manuscript: 

Wilson, M., Wiechula, R., Cusack, L., & Wilson, M. (2020a). Nurses’ intentions to 
respond to requests for legal assisted dying: A Q-methodological study. Journal of 
Advanced Nursing, 76, 642–653. https://doi.org/10.1111/jan.14257 
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Chapter Five:  The role of attitude in nurses’ intentions to respond to 

requests for legal assisted dying 
 

This chapter consists of the following manuscript: 

Wilson, M., Wilson, M., Edwards, S., Cusack, L., & Wiechula, R. (2020b). The role of 
attitude in nurses’ intentions to respond to requests for legal assisted dying. Nursing 
Ethics, 28(5), 670–686. https://doi.org/10.1177/0969733020966777 
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Chapter Six: Profiles of nurses’ intentions to respond to requests for 

legal assisted dying 
 

 

This chapter consists of the following manuscript: 

Wilson, M., Ostroff, C., Wilson, M., Wiechula, R., & Cusack, L. (2021). Profiles 
of nurses’ intentions to respond to requests for legal assisted dying: a cross-
sectional study. International Journal of Nursing Studies, in press. Journal 
page proof. https://doi.org/10.1016/j.ijnurstu.2021.104069 
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Chapter Seven: Contributions of this research  
 

"It is time for all professionals within the health industry… to consider 
what their response will be should the question of voluntary assisted 
dying arise in their workplace." (Western Australia VAD 
Implementation Leadership Team, Communique May 2021) 

 

7.1. Reflection 
 

This research project began shortly after the Australian state of Victoria legalised AD 

in November 2017, but before that law was implemented. That timing facilitated the 

collection of data of nurses’ intentions to respond to requests for that service as a 

way to gain insight into how nurses might adjust to this new practice environment. 

The Victorian legislation emerged in Australia as part of a global trend toward 

legalising AD. What began in Uruguay in1934 as a judicial decision not to prosecute 

‘honourable’ doctors for the act of ‘compassionate homicide’ (BBC News, 2012) 

became a tentative movement across western democracies. In the first decade of 

this century, legalisation began to accelerate as several more jurisdictions in Europe 

and North America (and in the 1990s, very briefly, in the Northern Territory of 

Australia) began to regulate that practice. The researcher's view was that the new 

Victorian law would be the first among other Australian states and that increasing 

legalisation of AD would have an untested impact on nursing practice as laws 

evolved to meet distinct demographic and regional needs.  

While the language of the Victorian legislation regulated the actions of healthcare 

professionals generally, the focus of the statute was on doctors' activities. Its focus 

on doctors was not surprising, as its legal structure was consistent with earlier 

statutes in the US specifically legalising ‘physician-assisted dying’, which mandated 

that only doctors could assess eligibility and prescribe the lethal drug(s). However, 

recent nursing research has begun to elaborate a pivotal role in providing AD in 

responding to informal requests (Fujioka et al., 2018). These informal requests are 

distinct from the legal requirement of the formal request that is required by the 

statutes. The requirement of the ‘first’ request in Australia is that it be formally 

delivered to a health professional qualified to receive it (Government of Victoria, 

2017). The requests considered in the context of the present research are often 
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tentative, exploratory and ambiguous, as patients might know there is a legal option 

but may not know how to ask about it, and nurses are frequently the health 

professionals to receive these requests (Beuthin et al., 2018; Fujioka et al., 2018). 

Responding to the informal request can be pivotal to patient outcomes because the 

nurse's response to an exploratory request can influence the patient's subsequent 

choices. As de Beer et al. (2004) observed, nurses do not always interpret the 

euthanasia request in the way the patient intended. "Precisely as a result of their 

immense personal involvement and long-standing relationship with the patient, in 

some cases, nurses go by their feelings regarding the request" (De Beer et al., 2004, 

p. 496). Responding to these requests may be a source of moral distress for nurses 

who realise the gravity of the request but might feel under-prepared to respond or 

whose work pressures do not allow time to respond adequately (Elmore et al., 2016). 

Beuthin et al. (2018) found that while most nurses accepted AD as an extension of 

nursing practice, their evaluation of it occupied a 'middle ground’ of sense-making 

between support and objection. 

After reviewing the literature on nurses' participation in AD, the research question 

came to be clarified as: How do Australian nurses intend to respond to informal 

requests for legal AD, and what underlying influences shape those intended 

responses? 

The first step to answering that question required an analysis of nurses' subjective 

views on responding to AD requests to set the foundation for normative analysis of 

how attitude and other beliefs of a sample of Australian nurses predicted a discrete 

response. However, that analysis revealed an interaction of beliefs and intention that 

was more complex and ambiguous than expected and that intentions were not 

discrete, but that multiple intentions could co-exist. Experimental research on 

intentions has demonstrated that some intentions are stronger than others and that a 

stronger intention is a more reliable predictor of a behaviour (Bagozzi & Yi, 1989). 

Taken together, the insights about co-existing intentions of varying strengths 

prompted a pivot away from a normative view of the sample as a whole, back to the 

intentions of individual nurses. That pivot tried to identify, firstly, the profiles of nurses 

who shared patterns of co-existing intentions, and secondly, which beliefs predicted 

membership of those profiles.  

The literature review that opened up the research question was clear that nurses' 

participation in AD was a complex decision, and those decisions usually – but not 
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always – resulted in one response or another. Hence the theoretical framework that 

guided the implementation of this research and the analysis of the data, the TPB, 

was suited to the research question, as most research supporting that theory was 

based on a relative binary intention (to participate or not). However, as each 

component of this project resulted in unique findings and contributed to a subsequent 

component, the project as a whole led to an unexpected finding that the complexity of 

intentions can be more easily understood as clusters of shared patterns of intention-

strength by different groups of nurses. 

The evolution of the project also identified some weaknesses that limit these findings. 

However, even within those limitations, there are implications for nursing practice and 

policy consistent with the most recent literature on the emerging regulatory 

environment as Australia opens up access to legal AD. The following sections 

discuss the implications of these findings for Australian nursing practice and policy.   

7.2. Implications for policy and practice 
 

In responding to requests for AD, the nurse's role is complicated by professional and 

ethical constraints and time pressures often related to the urgency of these requests. 

The findings from the published studies generated by this project have practical 

implications that can help professional bodies and healthcare providers support 

nurses to care for patients who request AD. The following subsections highlight new 

challenges as the features of the various Australian AD laws become clearer. In 

these situations, the structures that present barriers to patient-centred care include 1) 

the prohibition against initiating discussion of AD with a patient, 2) the right of non-

referral for nurses who conscientiously object, and 3) the urgency created by 

Australia's system of prospective approval of requests. 

1. Prohibition against initiating a discussion about AD. Clause 8 of the Victorian 

legislation prohibits healthcare professionals from initiating a discussion about ‘VAD’ 

(Government of Victoria, 2017), including suggesting it as part of a range of 

treatment options. While Clause 8 is primarily directed toward the medical 

practitioner who receives and records a formal request, a similar problem arises for 

the nurse who hears an informal, exploratory request. That is, the requesting patient 

may hold multiple questions about desiring to die, hastening death, having suicidal 

thoughts, or asking frankly about AD (Willmott et al., 2020). Most nurses in the 

present research intended to explore the meaning of the request, but this exploring 
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can be especially difficult if a patient asks what treatment options are available at the 

end of life. Nurses in Tasmania and Queensland, like nurses in some Canadian 

provinces, can present AD as a treatment option, but only with the proviso that the 

person must speak with the doctor if they have any further questions. However, 

raising AD in such an encounter is not an option in three other Australian states that 

now have legislation (Victoria, Western Australia, South Australia).  

Possibility for change. The variations of regulations around raising the topic of AD 

with potentially eligible patients who make exploratory requests or ‘desire-to-die’ 

statements create inequitable routes of access to a legal end-of-life option. It might 

not be realistic for nurses to know legal requirements related to every treatment 

option, but nurses should know at least the eligibility requirements for AD in their 

jurisdiction to reduce harm by discussing AD with patients who clearly would not be 

eligible (Hewitt et al., 2020). Beyond that basic shared requirement, there are sound 

reasons for consistent national policy in this regard.  It is clear that an ‘Australian 

model’ has emerged around AD, but with sufficient variations to meet the unique 

needs of a given jurisdiction. However, the question must be asked about whose 

needs are met by including this prohibition in law? This particular prohibition, 

described as a ‘safeguard’, appears to be an ad-hoc insertion into law that leads to 

inconsistency without improving patient safety (ACHLR, 2021). Australian 

researchers have developed strategies for responding to requests that help a patient 

explore the request; to understand what is being requested.  However, these 

strategies are acknowledged as “at best, workarounds” to these prohibitions (Willmott 

et al., 2020, p.109) and can still expose some nurses to criminal penalties.  

It seems that systemic action might be required to protect nurses and focus concern 

on the requesting patient. Nursing professional bodies could collaborate with patient 

advocacy groups to pressure legislators to repeal clauses that prohibit the initiation of 

this discussion.  The opposite position could also be taken, of course. Professional 

groups could lobby for the prohibition of raising the topic of AD to be across all laws. 

However, that latter position would not be tenable since counselling patients at the 

end of life about all legal options is a generally understood expectation of ethical 

nursing practice (Daws et al., 2020).   
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2. The right of non-referral. Clause 7 of the Victorian legislation codifies the right of 

non-referral as "There is no obligation to refer in circumstances where a practitioner 

conscientiously objects" (Government of Victoria, 2017). Western Australia has a 

similar protection "to not participate in the request" (Voluntary Assisted Dying Act 

2019). South Australia's law states that conscientious objectors are not required to 

"provide information about voluntary assisted dying" (Voluntary Assisted Dying Bill 

2020, 2021).2  

There are two features of nursing practice that are not recognised sufficiently in laws 

that provide legal protection for non-referral to another practitioner or withholding 

information about AD for reasons of conscience. First, conscientious objection is not 

a binary decision for most nurses but often a layered one influenced as much by 

context as an ethical stance (Pesut, 2019). Further, not all objections are conscience-

based; some objections may be based in emotion (e.g., concern about liability or 

competency). The complexity of identifying one’s objection and how that is registered 

in advance of such an encounter is under-researched (Brown et al., 2021). 

Second, the right to non-referral can put nurses who object in an invidious situation 

as Australian nursing professional standards are clear that nurses must:  

"… responsibly use their right not to provide, or participate directly in, 
treatments to which they have a conscientious objection. In such a 
situation, nurses must respectfully inform the person, their employer 
and other relevant colleagues of their objection and ensure the person 
has alternative care options". (Nursing and Midwifery Board of 
Australia, 2018, clause 4.4.b) 

 

In short, while the law protects the nurse who conscientiously objects, invoking that 

protection can put a nurse at odds with practice expectations.  

Protection for conscientious objectors to neither refer nor provide information about 

AD options privilege some healthcare professionals at the expense of patients' 

agency and equitable access to a legal end-of-life option (McDougall & Pratt, 2020). 

That protection conflicts with professional guidance that expects requests for AD to 

be referred, a conflict that can be difficult to resolve. A recent study among Canadian 

healthcare providers who would not participate in MAiD concluded that referral in the 

 
2 Tasmanian law is silent on this matter, but the Queensland law specifically requires conscientious 

objectors to refer the request to a colleague. 
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context of the emotional labour of end-of-life care is complex but is nonetheless  

“essential to support the social contract of care” (Brown et al., 2021, p.1795). That 

study found that referral pathways must accommodate patient needs while protecting 

the moral space of objectors.  Examples of referral pathways have been developed in 

Ontario, Canada and Victoria, Australia. 

Reports of early experiences of hospital-based delivery of MAiD in Canada reveal 

how preparation and organisation can deliver patient-centred care in responding to 

an informal request. The largest hospital network, belonging to the University of 

Toronto, organised a three-tier team approach to MAiD requests and an 

organisational framework that ensured staff were prepared to respond to requests. 

The front-line tier are clinicians involved with the patient (doctors, nurses, allied 

health). That front-line tier of service has one responsibility on hearing that request 

"All staff to notify most responsible physician (MRP) same day" (Li et al., 2017, p. 

2084). A similar three-tier model has been adopted by the Saint Vincents Hospital 

Melbourne (Australia), where the staff member who hears the request follows a 

distinct four-step ‘CARE’ protocol: Clarify, Acknowledge, Respond, Escalate 

(Boughey, 2020). A specially-trained team whose members have volunteered for the 

role take over responsibility for all further discussions with the patient. Because 

volunteers assume assessment, counselling and legal compliance, the issue of 

conscientious objection does not arise. This emerging organisational structure can 

minimise the participation of objecting nurses in the more direct aspects of delivering 

AD services, but it does not address the problem of the nurse who will hear but not 

refer the request. 

Possibility for change. In the Australian context, where non-referral is a right for any 

objecting healthcare professional, employers could address the conflict with protocols 

to quickly and appropriately escalate requests while maintaining the nurse's right to 

object. McDougall et al. (2021) have proposed that a script be prepared to allow a 

respectful exit from the discussion should a request arise. Another practice that could 

escalate the request without the nurse having to refer it to another professional to 

manage might require that an objecting nurse formally notifies the unit manager that 

a patient has made the request, with a statement of conscientious objection to 

responding to it. These are just work-day suggestions that represent a compromise 

that recognise the limits of the practitioner’s moral integrity and the patient’s rights.  

Nonetheless, this could be considered in future guidance and perhaps explicitly 

stipulated in professional standards and code of conduct for nurses. 
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3. Prospective approval. A significant feature of Australia's emerging legal 

framework, a core component of the emerging Australian model, is a system of 

prospective approval for a medically assisted death. That prospective approval 

feature is unique among AD regulations globally. European, Canadian and US 

jurisdictions allow AD to be a medical decision reviewed retrospectively with 

sanctions for procedural failures. The Australian prospective approval system 

requires each step to be reviewed by a state-level Commission before the next step 

in the process can occur (White et al., 2021). Research among doctors in Victoria 

who have participated in providing that state's VAD programme has described their 

frustration with the legalistic, ‘byzantine’ process that creates unnecessary delays for 

people making a request (e.g., reviews are not available on weekends or are 

returned for typographical errors) (White et al., 2021). That claim of unnecessary 

delays is supported by the reported ratio of 43.5% of all 2020 applicants in Victoria 

who died while waiting for a decision on their request (State of Victoria, 2021). That 

rate is twice that of California in the first year of its AD law (Huong et al., 2018).  

These findings demonstrate the need for timeliness often attached to requests for an 

assisted death, and that urgency highlights a basic challenge for nurses in Australia 

to respond effectively. Nursing guidelines (e.g., Australian Nursing and Midwifery 

Federation, 2016) are clear that patient-centred care requires a response that 

clarifies what the person is requesting and referring the request according to 

protocol. However, the findings from this study align with findings from European 

research (Gamondi et al., 2019) that suggest nurses intend to respond in ways that 

might frustrate a patient's need for urgent action on the request. 

Of the 369 nurses included in the cluster analysis in this present research (described 

in Chapter Six), all nurses reported an intention to refer the request. However, only a 

minority of nurses (‘Expediters’, 18%, n = 66) intended to ensure the request was 

understood and that the requestors' immediate needs were assessed, and the 

referral was enacted. All other profiles had stronger intentions to discuss palliative 

alternatives to AD. The finding that most nurses had a strong intention to discuss 

alternatives to AD is not surprising. These data were collected before the first AD law 

in Victoria was implemented, so nurses responded to a type of request – a desire to 

die statement – with which 70% of this sample claimed prior experience. Hence, 

these nurses likely approached the survey’s hypothetical scenario from a business-

as-usual mindset that might have regarded such a request as a more generic ‘desire-

to-die’ statement, where assessing palliation needs would have been expected 
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practice (Hudson et al., 2016). However, anecdotal evidence is emerging from nurse 

'navigators' for VAD in Victoria and Western Australia, indicating that people who 

make specific AD requests are less likely to be making exploratory requests because 

they have been considering this option even before it became legal (Hudson, 2021). 

There seems to be a mismatch between what nurses are used to providing and what 

patients at the end of life seem to expect for themselves in light of this new legal 

option. That mismatch has the potential for exacerbating an already burdensome 

delay. 

Possibility for change.  Nurses can have an important role in mitigating the delays 

caused by the system of prospective approval.  Findings from this study, described 

above, suggest that Australian nurses are not yet prepared for that role, which has 

implications for professional preparation. Professional preparation can be managed 

through role clarification, educational preparation and collegial support. 

Role clarification. International data (Hendry et al., 2012), including recent data from 

Canada (Wiebe et al., 2018), demonstrate that the main reason people requested AD 

"was to relieve distress over the loss of autonomy and to experience a sense of 

personal control over the circumstances of dying" (Li et al., 2017, p.2088). Symptom 

management is commonly a less urgent concern. In a time-pressured context, 

particularly when a person is at the end of life, discussing alternatives to what the 

patient requested might not just be a disservice to the person but also might stray 

from the nurse's scope of practice in this situation. The position statement of the 

Australian College of Nursing about the Victorian law states that "[l]egislation requires 

that medical practitioners ensure that the individual is properly informed of all 

treatment and care options and likely outcomes, including palliative care" (emphasis 

added) (Australian College of Nursing, 2018, n.p.). However, the scope of nurses' 

practice in responding to informal requests might benefit from understanding that it 

falls within the ambit of ascertaining the meaning of the request (Explore) and 

referring it (Refer). Like the tiered system that operates in the St Vincent's Melbourne 

hospital, other professionals qualified to further the request have the responsibility to 

ensure all treatment options are explained. Clarifying and referring the request could 

manifest respect for the autonomy of the requesting patient, particularly when the 

patient presents a well-considered request. 

Professional preparation for new responses. Because intention is a cognitive activity, 

there is an obvious link with the developmental practice of cognitive rehearsal as a 
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way to clarify an intention to respond (Griffin & Clark, 2014). When a response is 

being considered in advance of the actual request – against the complex background 

of competing interests, such as ethical principles, the duty of care, the outcomes for 

the patient, the nurse's attitude, or social constraints - intention can be focussed on 

the deliberate practice of a response. Like scripts that conscientious objectors can 

use to respectfully navigate an exit from a discussion (McDougall et al., 2021), 

guided practice in formulating a confident response based on evidence of patient 

expectations and relevant legislation can minimise problems for nurses who find 

themselves engaging with requests for AD. Preparing one's script for responding can 

be supported by including feedback from colleagues who are more familiar with the 

law and organisational policy. Simulated conversations that include that feedback 

might reinforce the expectations of trusted others. This research has shown that 

Facilitators and Compliers were distinguished by their reliance on the expectations of 

others to assist with a request, but nurses in the Detached profile might simply be 

ambivalent and could be well-supported by clear feedback about the team's culture. 

7.3. Contributions to knowledge 
 

The focus of this research project was the identification, measurement, and 

explanation of influences on intention to respond to requests for AD. The literature 

review in Chapter Two and the methods in Chapter Three laid out the scientific 

rationales for the role of intention as a reliable predictor of future behaviour. Because 

intention is essentially a construct about the future, the focus on intention is 

appropriate to the prospective analysis of nurses' likely behaviour in the face of an 

imminent cultural and legal shift in end-of-life care delivery. The level of analysis for 

intention is the individual. The TPB has demonstrated its value for analysing degrees 

of influence of individual intentions on a single behaviour (for example, how strongly 

one intends to wash hands before attending to a patient). However, in the nurse's 

interaction with a patient who requests AD, understanding ethical influences on 

intention extended the TPB into a unique area of inquiry. Further, this research 

project asked nurses to (1) identify and scale their intentions to act in multiple ways 

and (2) to express the relativities of intention between alternative response options; 

that distinction is elaborated below. 
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7.3.a Theoretical contribution.  

 

This research demonstrated that, in general, nurses held intentions to refer the 

request, explore the meaning of the request, assess the patient's informational and 

other needs, and promote the consideration of alternatives. A few nurses held some 

level of objection to participating in the discussion of the request. 

The relevant findings described in Chapter Five revealed a complex interaction of 

attitude with other influences on response intentions. The strongest interactions (in 

statistical terms) were between attitude and two bioethics beliefs – autonomy and 

beneficence – such that stronger agreement with patient autonomy supported an 

intention to refer. In comparison, a stronger agreement with beneficence supported 

an intention to discuss alternatives or conscientiously object to the request (Wilson et 

al., 2020). Those interactions add a new dimension to TPB, which hitherto has 

seldom included the interaction of ethical beliefs with other psychosocial variables, 

and distinguishes it from other studies of AD where either only ethics are considered 

(e.g., Pesut, 2019; Quaghebeur et al., 2009; McCabe, 2007) or where these are not 

seen as interacting or additive (e.g., Lavoie et al., 2016). 

Regardless of the nurse's ethical or attitudinal evaluation of the request, nurses 

generally agreed with the relevant survey items that they would refer the request. 

That intention to refer the request is consistent with practice expectations for 

responding to requests for AD (e.g., Australian Nurses and Midwives Federation 

position statements of 2016, 2019). However, nurses who perceived strong 

expectations from significant others to assist AD requests, such as colleagues or 

family members, were more likely to intend to have an intention to refer the request. 

The intention to refer regardless of attitude is consistent with a view that moral 

choices are often determined in response to the 'top-down' pressure of social 

expectations (Gaus, 2017).  

The research on nurses' intentions to participate in AD has described complex, 

sometimes conflicting decisions (e.g., Beuthin et al., 2018; Elmore et al., 2014; 

Berghs et al., 2005). However, no prior research had measured co-existing intentions 

or the relative strengths of those intentions. Therefore, the results reported in 

Chapter Six offer a novel perspective on the latent complexity of intention and action 
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in this domain and the moral and professional complexity that underpins nursing 

practice in this area. The primary inference drawn from these findings was that each 

nurse might have distinct intentions that form 'behavioural signatures' or profiles 

(Mischel et al., 2002).  

Further, the findings from the study in Chapter Six suggested that attitude and ethical 

beliefs might shape those patterns. Thus, examining complex, individual patterns of 

response intentions across cohorts of nurses who share similar ‘profiles’ can offer 

insights into diverse profile dynamics and the psychosocial predictors of these 

intention signatures.  

The realisation that multiple types of intentions can be differentially predicted 

supported a return to the theoretical grounding of intentions at the level of the 

individual. That return to the individual nurse's intentions was a pivot from the 

normative, list-wise approach of mean response intentions of the entire sample to a 

case-wise view of the data from individual nurses, aggregated into similar profiles. 

That pivot allowed a view of the distinctive characteristics and drivers of nurses’ 

intentions in this emerging clinical area. That pivot from the entire sample back to a 

more finely-grained analysis of individuals who shared similar intentions facilitated 

identifying the patterns of intentions and cohorts of nurses who shared similar 

patterns on intended responses.  

The multiplicity of intentions, and the identification of cohorts within a sample or 

population that share similar intention profiles, allows a more nuanced approach to 

predictors and correlates. While aggregated models tend to wash out important 

factors to distinct subgroups, focusing on cohorts enables a conclusion that nurses 

with similar intentions may share attitudes and beliefs. Profiling moves us beyond 

considering an aggregate relationship to understand that different factors and beliefs 

may dominate intentionality for different groups.  

7.3.b. Methodological contribution 
 

This research project has also made a methodological contribution by using Q-

methodology, cluster analysis and logit modelling of membership of response profiles 

by psychosocial variables. The use of Q-methodology, which creates factors that are 

true to individual respondents through case-wise solutions, is reinforced through 

cluster analysis which again uses a case-wise approach. The clusters present 

similarities within the group of respondents without any pre-determination by the 



 

116 
 

researcher. Further multinomial regression allowed simultaneous consideration of the 

natural complexity of a clinical intention. These steps developed a closer 

approximation of the individual focus of the TPB framework than was possible 

through aggregated linear correlational analyses alone. 

 

 

7.4. Limitations  
 

The process of doing this research revealed some important limitations related to the 

ambiguity of a nurse's level of support for or objection to a request for AD, a 

weakness in the TPB model related to the sample or the type of analysis, and the 

limited ambit of the hypothetical scenario. The limitations described below are unique 

to the overall project; the limitations specific to the published studies are described in 

the relevant manuscripts in Chapters Four through Six.  

The ambiguity of ‘objection’. While one of the strengths of the TPB model is that it is 

built 'from the ground up' by elicitation studies, it can also have its weaknesses. One 

type of response that did not appear in the range of intended responses for the 

survey phases of the research was conscientious objection. Conscientious objection 

is a protected status in the laws of most jurisdictions, exempting a health professional 

from any participation in AD services, including the referral of a request or the 

provision of any information about the service (in some Australian States) (McDougall 

& Pratt, 2020). Even though the legal protection seems unambiguous, understanding 

what constitutes conscientious objection is not straightforward and was difficult to 

capture in the elicitation study. Pesut et al. (2019) observe that conscientious 

objection for some nurses may be a binary decision that can be declared to an 

employer on commencing employment, but for most nurses, an intention to assist 

with a request might depend as much on context as an ethical stance. Some of that 

context includes the patient’s condition (Vezina-Im et al., 2014), but also, as seen in 

the predictors of profiles of response patterns in Chapter Six, the context includes 

what others expect of us. Some nurses might refer the request or provide information 

because they see referral as expected behaviour, despite their disagreement. 

Those ambiguities may have restricted the typology of intentions in each of the three 

studies in this project. In the Q-method survey, nurses could elect extreme response 

options as something they would say to a patient that reflected conscientious 

objection. One example of that type of response was: ‘Discussing this makes me feel 
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complicit in an action that I cannot be involved in’. These more extreme response 

items were rated highly as an intended response by few nurses (n=4; 8%) and did 

not rise to the level of statistical significance that loaded onto a factor. As a result, 

they were not included in subsequent survey research, though there were proxies for 

those more extreme intentions in the ‘Object’ type of responses. The relatively low 

reliability coefficients of the ‘Object’ scales were discussed in Chapters Five and Six.  

Cluster sizes. The sample sizes of the profiles derived from the cluster analysis were 

divided into smaller datasets of five separate clusters, with each cluster being a sub-

sample, the smallest of which contained only 26 respondents. As the research 

project progressed and analyses became finely grained, it was likely that weaker 

effects were no longer statistically significant. The level of analysis with smaller sub-

samples may have contributed to a nil finding for perceived behavioural control 

(PBC) as a predictor of intention. Experimental research has shown that PBC can be 

neutralised as a predictor in studies with smaller sample sizes where other predictor 

variables are clustered or skewed (Yzer, 2012). While PBC normally interacted with 

attitude in studies of intention and did so weakly in the normative analysis in Chapter 

Five, the positive skew of responses to the 5-point attitude scale (x=4.6; sd=.53) 

combined with the reduced sample size through clustering may have eroded any 

reliable findings.  

Limited contextual richness. Finally, using a single hypothetical scenario that aligned 

with the language of the recently passed Act in Victoria helped focus responses from 

survey participants. However, the hypothetical scenario would not have captured the 

complex social interactions in these nurse-patient exchanges (Gould, 1996). A set of 

scenarios could have provided more nuanced information, as it did for the study by 

Lavoie et al. (2016); however, doing that in the present research might have been at 

the cost of a reduced number of respondents due to the fatigue from participating in a 

lengthy survey. However, it seems on the face of it that developing profiles of 

patterns of intended responses might have mitigated that limitation since it evoked 

identifiable sets of multiple response options that might reflect real-world variations, 

particularly given the experience levels and tenure of the sample, and the reported 

prior experience of requests by 70% of the sample. 

7.5. Future research   
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Since this research project began, a broad consensus around the legal framework for 

AD has emerged in Australia, although each of the five states that have passed 

legislation has varied that framework to suit their unique circumstances (ACHLR, 

2021). That consensus allows future research to understand better situational 

triggers that promote different responses, particularly the objector who would not 

discuss AD. This study did not measure whether a refusal to participate in this 

discussion was conscience-based (i.e., derived from a religious or moral stance) or 

non-conscience based (e.g., concerns about competency or liability) (Brown et al., 

2021).  Future research could include a simple prompt for questions about objection-

related intentions connected to specific situations that might evoke different types of 

objection. 

A related area for future research that could be especially helpful for professional 

development providers might focus on factors that prompt a nurse to shift into a 

different profile.  For instance, in Chapter Six, we saw that subjective norms – the 

expectations of others – influenced nurses in some profiles to have a stronger 

intention to refer the request than nurses in the ‘Detached’ profile.  That finding led to 

an inference that if the ‘detached’ nurse had collegial support, then supporting the 

patient’s request might promote alignment with another profile. However, that was 

only an inference. Future research could operate under the assumption that an 

intention to participate in AD is not only non-binary but also fluctuates for an 

individual across time and place. The respondents in this study gave their views at a 

point in time, and research shows that the willingness of practitioners to engage in 

AD changes over time, depending on the general acceptance of the practice 

(Gamondi et al., 2019).  Most nurses in this study’s sample held some measure of 

ambivalence despite a largely positive attitude toward the legalisation of AD.  

Understanding the role of ambivalence in intention to participate in AD, particularly in 

intending to exercise the right to non-referral, could be uncovered through qualitative 

research. Those findings could help nurses work in this new environment by 

identifying beliefs and ambivalences about AD. 

 

7.6. Concluding remarks 
 

This research examined the intention to respond to a request for AD. Different 

analytical approaches identified different types of intentions and differing influences 



 

119 
 

of psychosocial variables. Examining intentionality through mixed-method 

perspectives has shown that nurses indicate common patterns of intentions, where 

some intentions are stronger than others, and those patterns are distinguished by the 

psychosocial characteristics of cohorts of nurses who share them. 

The finding of shared patterns of intentions has extended nursing research in the 

growing area of inquiry into nurses' participation in AD. Moreover, by focusing 

narrowly on intentions to respond to requests, this project has extended research that 

has considered participation as a unitary construct towards a multi-faceted 

consideration relevant to most nurses, whose only participation may be in responding 

to patient questions and requests. This project began as a quest to identify the likely 

responses nurses might have to such requests. Exploring the predictors of discrete 

responses led to discovering the complexity of intentions and judgements related to 

attitudes and ethics. This project has found that nurses, even those without prior 

experience hearing AD requests, can articulate a range of potential intended 

responses to those.  

This research was informed by the interacting dynamics of the social ecology model 

that suggested multiple influences can help nurses find their paths through this new 

practice environment.  The relevance of this research for Australian nurses is for their 

preparation to manage AD request encounters, the usefulness of collegial support, 

and organisational processes to enable both of those. This research can inform 

modules of professional preparation to support effective practice. Based on the 

findings of this project, such preparation should include recommended limits to the 

nurse role in these unique, preliminary end-of-life conversations, the evidence about 

the usual reasons people might request AD, the implications of urgency for 

formulating an effective response, and the cognitive rehearsal of those responses 

based on if-then scenarios. Apart from individual preparation, organisational support 

could include protocols aligned with the Nursing and Midwifery Board of Australia's 

professional standards (clause 4.4.b) for conscientious objectors to respectfully exit 

the discussion while notifying a manager that a request has been encountered. 

Knowing that collegial support plays a significant role in helping nurses to respond 

effectively, organisations that provide AD can structure practices that support team 

cohesion in those units where it will most likely occur. 
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Appendix 2.1: Themes of suggested responses 

 
Reference Response Suggestions Theme 

Bascom & 
Tolle, 2002, 
JAMA 
 

What do you understand about your end of life care options? Assess Info 

How specifically would you like me to help you? Assess need 

How will your family react if you proceed with an assisted death? Elide 

Hudson, et 
al., 2006, 
Pall Med 

 

Can you tell me about the things that frighten or concern you the 
most at the 
moment?’’ 

Explore 

‘‘Some people make this statement when they’re feeling really 
‘down’; then 
when circumstances change they feel differently. What do you 
think things might look like tomorrow? 

Explore 

What do you feel could be improved in your care and 
treatment?’ 

Explore 

Can you tell me about how others have reacted to you being ill 
like 
this. . . who would you say understands best what you are going 
through? 

Explore 

We should talk a lot more about this. Before we can know what 
way to 
proceed, let’s talk about why you are asking me to help you die 

Explore 

Can you tell me how you’ve come to feel like this and why you 
want to take this action?’’ 

Explore 

‘Who else knows that you have expressed this wish to end your 
life?’ 

Explore 

 
Have you found yourself 
thinking about taking your own life? 

 
Assess 
mental state 

We should talk a lot more about this, before we know what to 
do.  Let's talk about why you are asking me to help you die. 

Explore 
meaning 

Can you tell me how you've come to feel like this and why you 
want to take this action? 

Explore 
meaning 

Have you been able to discuss this with the doctor who is most 
involved in your care? 

Assess 
referral 

You've referred several times to wishing it were all over.  Can you 
tell me what you're thinking about when you say that? 

Explore 
meaning 

Can you tell me why you wish your life would end? Assess 
mental state 

You sound like you are feeling quite hopeless.  Have you found 
yourself thinking about taking your own life? 

Assess 
mental state 

Is this something you've been thinking about for awhile, or is it 
something you've thought about today or recently for the first 
time? 

Assess 
mental state 

Lehto, et al. 
2016 Hosp 
& Pall Nrs 

Is this something that is an actual, complete, urgent wish for 
you? 

Assess 
mental state 

We have many options to control your symptoms and help you 
to feel better 

Promote alt 
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Reference Response Suggestions Theme 

We will be here for you no matter what you decide Non-
abandon 

B. Lo, 2018 
NEJM 

Discussing AD makes me feel complicit in an action that I cannot 
be involved in 

object 

The medicines used can affect people differently, and sometimes 
there can be very unpleasant events 

Dissuade 

I can't answer that question, but I'll talk with other members of 
our team to find someone who can 

Elide 

For a lot of reasons I can't help you with that particular question.  
You will need to ask one of my colleagues. 

Elide 

I can't help you with that question, but what I can do is reassure 
you that I will do everything I can to support you being as 
comfortable as possible 

Non-
abandon 

Ohnsorge 
et al., 2012, 
Nrs Ethics 

When you talk with your doctor about this, have you told her 
what you have told me? 

Assess 
referral 

Oliver, 
2016, 
Dissertation  

I imagine your reasons for asking this are complex, but my job 
here is to provide you with factual information and identify 
alternatives 

Inform 

I would never choose that for myself, but I want you to know 
that I will accompany you on this path if it is open to you. 

Non-
abandon 

Can I have your permission to consult with your family before 
taking the conversation further? 

Elide 

Has anyone explained other options that can be available to keep 
you comfortable as your illness progresses? 

Assess info 

The assisted dying option is not available at this facility - it's just 
our policy. 

Object 

My views about assisted dying are that it would breach my own 
values/religion to encourage you to have that question 

Object 

An assisted death is a real option that might be available to you. Affirm 

I understand what you must be feeling, and I want you to know 
that I respect your wish to control the timing and manner of your 
death. 

Affirm 
 

Gamondi, 
et al. 2017, 
BMJ 
Supportive 
and 
Palliative 
Care 

I can give you some information about legal requirements for 
accessing an assisted death, but your doctor will be the person 
who will help you decide. 

Affirm 

I hope you will discuss this request with your family, but I want 
you to know that I won't do that without your permission 

Non-
abandon 

Is it okay with you if I speak with your doctor about this request? 
She will be able to discuss ways to manage pain with you.  

Assess 
referral 

I need to share this request with the rest of your team, but you 
should know that not everyone supports such requests. 

Assess 
referral 

The process for approval for an assisted death may take a long 
time, maybe more time than you have available 

Dissuade 

Sometimes the procedure can be difficult, it has been known to 
fail. 

Dissuade 

Are you aware of the impact of this procedure on any life 
insurance you might have? 

Dissuade 

It can not be reversed. I am convinced that there is a reason to 
living 

Dissuade 
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Reference Response Suggestions Theme 

Everyone has responsibility for their own life, that includes the 
type and the way in which they die 

Affirm 

Quill, et al., 
2016, JAMA 

What are you most worried about? Explore 

 Tell me more about exactly what frightens you. Explore 

What kinds of deaths have you seen in your family? Explore 

How are you hoping I can help you? Explore 

What makes your situation most intolerable right now? Explore 

Tell me more about the worst part. Explore 

How do you think your family feels or would feel about your 
wish? 

Elide 

Exactly how are you hoping I can help you? Explore 

Canadian 
Cancer 
Society, 
2013 

What do I need to know about you as a person to give you the 
best care possible 

Explore 

L. Emanuel, 
2005, JAMA 

I know from talking with you that your goals for personal dignity 
and not being a burden to your family are strong, but there are 
ways to achieve that without resorting to assisted dying. 

Dissuade 

Wright et 
al., 2016, 
Can Onc 
Nrs J 

I have to be honest, I am not the most comfortable approaching 
the subject 

Object 
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Appendix 3.1. Evidence of Ethics Approval 
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Appendix 3.2. Q-set of response items  
 

 
# Statements  

   

 
1 

I would never choose that for myself, but I want you to know that I will 
accompany you on this path if it is open to you. 

 

2 We will be here for you no matter what you decide.  

 
 

3 

I imagine your reasons for asking this are complicated. I can 
help by providing you with factual information and identify alternatives. 

 

4 An assisted death is an option that might be available to you.  
 

5 
Everyone has responsibility for their own life, that includes the 
type and the way in which they die. 

 

 
6 

It seems like you have little hope. Have you found yourself thinking about taking 
your own life? 

 

 
7 

You've referred several times to wishing it were all over. Can you tell me what 
you're thinking about when you say that? 

 

 
8 

The medicines used can affect people differently, and sometimes there 
can be very unpleasant side effects. 

 

 
9 

Sometimes the procedure that actually ends the life can be 
difficult, it has been known to fail. 

 

 
10 

The process for approval for an assisted death may take a long time, maybe 
more time than you have available 

 

 
11 

Discussing this makes me feel complicit in an action that I 
cannot be involved in 

 

 
12 

Because of my own views about assisted dying, I cannot encourage you 
to ask that question. 

 

 
13 

I have to be honest, I am not comfortable approaching this topic  

 
14 

For a lot of reasons, I can't help you with that particular question. You will need 
to ask one of my colleagues. 

 

 
15 

When you talk with your doctor about this, have you told your doctor what you 
have told me? 

 

 
 
16 

I can give you some information about legal requirements for accessing an 
assisted death, but your doctor is likely to be the best person to assist you in 
deciding. 

 

 
17 

I can't answer that question, but I'll talk with other members of our team to find 
someone who can 

 

 
18 

Have you been able to discuss this with the doctor who is most involved in your 
care? 
 

 

 
19 

If you are asking because you can't tolerate your pain, I'll let 
your doctor know so we can find ways to relieve that pain. 

 

 
 
20 

 
 
I understand that you do not wish to be a burden to your 
family, but there are ways to achieve that without resorting to assisted dying. 

 

 
21 

 
How will your family react if you proceed with an assisted 
death? 

 

 
22 

I hope you will discuss this request with your family, but I want 
you to know that I won't do that without your permission 

 



 

 

23 How long have you been thinking about this?  

24 Are you very sure you want to do this?  

25 What makes your situation intolerable?  

26 Tell me more about the worst part.  

27 Tell me more about exactly what frightens you.  
 
28 

Can you tell me about the things that frighten or concern you the most at the 
moment? 

 

29 How are you hoping I can help you?  

30 Let's talk about why you are asking me to help you die.  
 
 
31 

 
 
I can't help you with that question, but what I can do is 
reassure you that I will do everything I can to support you being as 
comfortable as possible 

 

 
32 

What do I need to know about you to give you the best care 
possible? 

 

33 What does your illness mean to you?  
 

 
34 

 
 
Can you tell me about how others have reacted to you being ill 
like this. . . who would you say understands best what you are going through? 

 

 
35 

 
Who else knows that you have expressed this wish to end your 
life? 

 

36 What do you not want? 

 
 

 
37 

 
What do you feel could be improved in your care and 
treatment? 

 

38 Can you tell me why you want to take this action?  
39 Can you tell me why you wish your life would end?  

40 What do you understand about your end of life care options?  

 
41 

 
There are many options to control your symptoms and help you to feel better 

 

42 Has anyone explained other options?  

43 What other deaths have you encountered?  
 
44 

Are you aware of the impact of this procedure on any life insurance you might 
have? 
 

 

 
45 

Death cannot be reversed. I am convinced that there is a 
reason to living 

 

 
46 

Some people make this statement when they're feeling really 
‘down'; then when circumstances change, they feel differently. 

 

 
47 

The assisted dying option is not available at this facility – it's just our policy.  

 
48 

I know you live alone and have no family. Is this part of why you want this 
option? 
 

 

49 What information do you have about assisted dying?  

 

 

 



 

 

Appendix 3.3: Elicitation study Interview questions 

 

INTERVIEW QUESTIONS 

➢Prior to asking specific questions, the consent form was reviewed and any remaining questions 

were discussed.   

1. Do I have your permission to begin recording this conversation?  

1.a. If “no”, “I cannot proceed with the interview unless it is recorded,  but thank you for 

participating in the online survey.” 

1.b. If “yes”, Thank you.  I have read the consent form to you.  Do you freely consent to 

commence the interview?  Please understand there are no right or wrong answers to these 

questions.  What the project needs to know is whatever you think are your own answers”. 

2. Are you a registered nurse with 12 or more months of clinical experience since your registration? 

3. What specialty care area do you work in? 

4  What do you believe are the advantages of engaging in a discussion initiated by a patient where a 

request is made for an assisted death? 

5. What do you believe are the disadvantages of engaging in a discussion initiated by a patient where 

a request is made for an assisted death? 

6 Is there anything else you associate with your own views about engaging in a discussion initiated by 

a patient where a request is made for an assisted death? 

7. Are there any individual or groups who would approve of you engaging in a discussion initiated by 

a patient where a request is made for an assisted death? 

8. Are there any individual or groups who would disapprove of you engaging in a discussion initiated 

by a patient where a request is made for an assisted death? 

90. Is there anything else you associate with other people’s views about engaging in a discussion 

initiated by a patient where a request is made for an assisted death? 

101. What factors or circumstances would enable you to engage in a discussion initiated by a patient 

where a request is made for an assisted death? 

11. What factors or circumstances would make it difficult or impossible for you to engage in a 

discussion initiated by a patient where a request is made for an assisted death? 

12. Are there any other issues that come to mind when you think about engaging in a discussion 

initiated by a patient where a request is made for an assisted death? 

 

 

 

 

 

 



 

 

Appendix 3.4.  Survey Items  
 

Variable Name Item 
no.  

Item text 

RN? Q27 Are you a nurse or midwife currently registered with AHPRA? 

Non_RN? Q28 Are you a non-nursing healthcare professional currently registered 
with AHPRA? 

ClinArea Q39 In which one of these clinical areas do you primarily work ? - 
Selected Choice 

Gender Q34 Are you: (F,M,Other) 

Years Exp Q35 How many years have you been working as a nurse? (please enter a 
number in the box below) 

State  Q37 In which state or territory do you primarily work as a nurse? - 
Selected Choice 

Geography Q38 What is the geographical setting where you work ? 

Prev Experience Q40 In your 
  professional nursing practice has a patient asked you to help them 
to die? 

Religion Q36 Do you identify with a religious or faith 
  community? 

Religiosity Q41 To what extent do the 
  social or moral teachings of your religious or faith community 
influence your 
  daily life (e.g., dietary practices, lifestyle choices, etc) 

PersOblig Q43 In this scenario, which ONE of the following actions would you feel 
most personally obligated to perform 

Confidence Q44 How confident are you that this is the ONE action you would take in 
this situation? 

Behavioural 
Intentions 

Q45 Please rate the following statements according to how likely it is 
that you would use that statement as you respond to this patient in 
this scenario: 

BI_O&D3 a. 
 

BI_R&S1 b.  We will be here for you no matter what you decide 

BI_O&D1 c. I can't help you with that question, but what I can do is reassure 
you that I will do everything I can to support you being as 
comfortable as possible 

BI_O&D2 d. Discussing this makes me feel complicit in an action that I cannot 
be involved in. 

BI_A&I1 e. Can you tell me why you wish your life would end? 

BI_R&S4 f. You've referred several times to wishing it were all over. Can you 
tell me what you're thinking about when you say that? 

BI_A&I2 g. What do you understand about your end of life care options? 

BI_R&S2 h. Have you been able to discuss this with the doctor who is most 
involved in your care? 

BI_R&S3 i. When you talk with your doctor about this have you told your 
doctor what you have told me? 

BI_E&E4 j. The medicines used can affect people differently, and sometimes 
there can be very unpleasant side effects. 

BI_E&E3 k. What does your illness mean to you? 

BI_A&I3 l. What do I need to know about you to give you the best care 
possible? 



 

 

BI_E&E1 m. What do you not want? 

BI_E&E2 n. Can you tell me about the things that frighten or concern you the 
most at the moment? 

BI_O&D4 o. There are many options to control your symptoms and help you to 
feel better 

BI_A&I4 p. What do you feel could be improved in your care and treatment? 

Auto1 Q8 This patient should be able to define  solutions to their problems 

Global Q9 I believe that people who meet legal criteria should have the choice 
of medically-assisted dying 

Bene1 Q45 When another's suffering cannot be eliminated I must  work to 
minimise it, at least 

NonMal1 Q10 Human life should never be violated, regardless of the person's 
situation. 

Just1 Q11 This patient has a right to make decisions in own best interests 

Auto2 Q12 This patient should have meaningful input into own decisions about 
assisted dying 

Just2 Q13 This patient has a right to speak and be heard about their decisions 
about an assisted death 

Bene2 Q15 I would help this patient to find ways to live as well as possible 
instead of seeking  assisted dying 

Global Q16 I believe that voluntary assisted dying should be legal in the 
state/jurisdiction where I work 

NonMal2 Q17 If this patient chooses an assisted death I would withdraw as a 
member of the care-team 

Pers Q19 Is legal assisted dying something that you would consider for 
yourself? 

SN_Comp1 Q29 How important to you are the views of your colleagues about 
assisted dying? 

SN_Comp2 Q30 How important to you are the views of your own family about 
assisted dying? 

SN_Comp3 Q32 How important to you is your employer's position about assisted 
dying? 

SN_Comp4 Q34 How important to you is your professional association's position on 
assisted dying? 

SN_Inj1 Q4 My professional colleagues would expect me to help this patient to 
access legal assisted dying 

SN_Inj2 Q5 My family would expect me to help this patient to access legal 
assisted dying 

SN_Inj3 Q6 My employer would expect me to help this patient to access legal 
assisted dying 

SN_Inj4 Q7 My professional association would expect me to help this patient to 
access legal assisted dying 

PBC_SelfEffic1 Q20 Overall, responding to this request would be: 

PBC_SelfEffic2 Q21 Overall, how I respond to this request would be up to me 

PBC_SelfEffic3 Q23 I could help this patient with this request even if it conflicted with 
my personal values 

PBC_SelfEffic4 Q22 Responding to this request is beyond my ability 

PBC_Barriers1 Q24_1 I could adequately respond to this request: - Even if I feel like I'm 
too busy to take the time I need to discuss this with this patient 

PBC_Barriers2 Q24_2 I could adequately respond to this request: - Even if I had not been 
specifically trained to handle this situation 

 



 

 

Appendix 6.1 Logit models of profile membership 

 

The overall model was significantly significant, 𝜒2(20) = 106.527, p < .001, and 

the predictors accounted for 25.3% of the variance in the outcome variable (Cox and 

Snell test: Pseudo 𝑅2 = .253). The Deviance goodness-of-fit test was non-significant, 

𝜒2(1400) =984.261, p = 1.000, suggesting the model was a good fit for the data. 

Tables 1 to 5 present the details of this classification model. 

 

Reference Criterion: Expediter 

 Detached. As Subjective Norms scores increased by 1, the likelihood that the cluster will be Detached 

decreased by 61.3%, in comparison to Expediter (p = .008). Perceived control, attitude, autonomy and 

Beneficence were not significant predictors for the Detached cluster (all p values > .05).  

 Objector. As Attitude scores increased by 1, the likelihood that the cluster will be Objector increased 

by 1.706 times in comparison to Expediter (p = .013). As Beneficence scores increased by 1, the likelihood that 

the cluster will be Objector increased by 4.443 times, in comparison to Expediter (p < .001). Perceived control, 

subjective norms and autonomy were not significant predictors for the Objector cluster (all p values > .05). 

 Complier. As Attitude  scores increased by 1, the likelihood that the cluster will be Complier increased 

by 1.874 times, in comparison to Expediter (p = .007). As Beneficence  scores increased by 1, the likelihood that 

the cluster will be Complier increased by 2.105 times, in comparison to Expediter (p < .001). As Autonomy 

increased by 1, the likelihood that the cluster will be Complier decreased by 62.3%, in comparison to Expediter 

(p =.027). Perceived control and subjective norms were not significant predictors for the Complier cluster (all p 

values > .05). 

 Facilitator. As Attitude  scores increased by 1, the likelihood that the cluster will be Facilitator 

increased by 1.664 times, in comparison to Expediter (p = .017). As Beneficence  scores increased by 1, the 

likelihood that the cluster will be Facilitator increased by 1.881 times, in comparison to Expediter (p = .001) 

Perceived control, subjective norms and autonomy were not significant predictors for the Facilitator cluster (all 

p values  > .05).  

  



 

 

 

Table 1: Comparison of Clusters with Reference Criterion: Expediter 

Reference: EXPEDITER 
Cluster        95% CI 

Detached Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 5.608 3.120 3.231 1 .072    
 Attitude   .065 .353 .034 1 .854 1.067 .534 2.133 

 Autonomy -.588 .602 .956 1 .328 .555 .171 1.806 
 Beneficence -.461 .336 1.876 1 .171 .631 .326 1.220 
 Subj Norms -.949 .356 7.095 1 .008 .387 .193 .778 
 PBC* -.007 .218 .001 1 .973 .993 .648 1.521 

    

Cluster        95% CI 

Objector Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -1.491 2.213 .454 1 .501    
 Attitude   .534 .214 6.224 1 .013 1.706 1.121 2.597 
 Autonomy -.724 .448 2.608 1 .106 .485 .202 1.167 
 Beneficence 1.491 .229 42.481 1 .000 4.443 2.837 6.958 
 Subj Norms -.404 .278 2.115 1 .146 .668 .388 1.151 
 PBC* -.023 .163 .021 1 .886 .977 .710 1.344 

    

Cluster        95% CI 

Complier Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 1.426 2.182 .427 1 .513    
 Attitude   .628 .234 7.189 1 .007 1.874 1.184 2.966 
 Autonomy -.976 .441 4.892 1 .027 .377 .159 .895 
 Beneficence .744 .210 12.510 1 .000 2.105 1.393 3.179 
 Subj Norms -.267 .261 1.042 1 .307 .766 .459 1.278 
 PBC* -.118 .158 .559 1 .455 .889 .652 1.211 

    

Cluster        95% CI 

Facilitator Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -.796 2.154 .137 1 .712    
 Attitude   .509 .213 5.736 1 .017 1.664 1.097 2.523 
 Autonomy -.304 .427 .508 1 .476 .738 .320 1.703 
 Beneficence .632 .193 10.764 1 .001 1.881 1.290 2.744 
 Subj Norms -.205 .236 .755 1 .385 .814 .512 1.294 
 PBC* -.079 .145 .295 1 .587 .924 .695 1.229 

 

  



 

 

 

Reference Criterion: Detached 

 Expediter. As Subjective Norms scores increased by 1, the likelihood that the cluster will be Expediter 

increased by 2.583 times, in comparison to Detached (p = .008). Perceived control, attitude, autonomy and 

Beneficence were not significant predictors for the Expediter cluster (all p values  > .05). 

 Objector. As Beneficence scores increased by 1, the likelihood that the cluster will be Objector 

increased by 7.044 times, in comparison to Detached (p < .001). Perceived control, subjective norms, attitude 

and autonomy were not significant predictors for the Objector cluster (all  p values > .05). 

 Complier. As Beneficence scores increased by 1, the likelihood that the cluster will be Complier 

increased by 3.337 times, in comparison to Detached (p < .001). Perceived control, subjective norms, attitude 

and autonomy were not significant predictors for the Complier cluster (all  values > .05). 

Facilitator. As Subjective Norms scores increased by 1, the likelihood that the cluster will be Facilitator 

increased by 2.104 times, in comparison to Detached (p = .028). As Beneficence scores increased by 1, the 

likelihood that the cluster will be Facilitator increased by 2.982 times, in comparison to Detached (p = .001). 

Perceived control, autonomy and attitude were not significant predictors for the Facilitator cluster(all p values 

> .05). 

Table 2: Comparison of Clusters with Reference Criterion: Detached 

Reference: DETACHED 
Cluster        95% CI 

Expediter Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -5.608 3.120 3.231 1 .072    
 Attitude   -.065 .353 .034 1 .854 .937 .469 1.873 
 Autonomy .588 .602 .956 1 .328 1.801 .554 5.858 
 Beneficence .461 .336 1.876 1 .171 1.585 .820 3.066 
 Subj Norms .949 .356 7.095 1 .008 2.583 1.285 5.193 
 PBC* .007 .218 .001 1 .973 1.007 .657 1.544 

    

Cluster        95% CI 

Objector Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -7.098 2.924 5.891 1 .015    
 Attitude   .469 .346 1.841 1 .175 1.599 .812 3.150 
 Autonomy -.135 .581 .054 1 .816 .873 .280 2.727 
 Beneficence 1.952 .346 31.901 1 .000 7.044 3.578 13.869 
 Subj Norms .545 .368 2.191 1 .139 1.725 .838 3.551 
 PBC* -.016 .222 .005 1 .943 .984 .637 1.520 

    

Cluster        95% CI 

Complier Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -4.181 2.866 2.128 1 .145    
 Attitude   .563 .354 2.529 1 .112 1.756 .877 3.516 
 Autonomy -.387 .565 .469 1 .493 .679 .224 2.056 
 Beneficence 1.205 .331 13.218 1 .000 3.337 1.743 6.389 
 Subj Norms .682 .355 3.684 1 .055 1.978 .986 3.970 
 PBC* -.111 .215 .264 1 .608 .895 .587 1.366 

    

Cluster        95% CI 

Facilitator Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -6.403 2.880 4.945 1 .026    
 Attitude   .444 .342 1.685 1 .194 1.559 .797 3.048 
 Autonomy .284 .561 .257 1 .612 1.329 .443 3.986 
 Beneficence 1.093 .321 11.586 1 .001 2.982 1.590 5.595 
 Subj Norms .744 .339 4.806 1 .028 2.104 1.082 4.090 
 PBC* -.071 .207 .119 1 .730 .931 .621 1.397 

 

  



 

 

Reference Criterion: Complier 

Expediter. As Attitude scores increased by 1, the likelihood that the cluster will be Expediter decreased 

by 46.6%, in comparison to Complier (p = .007). As Beneficence scores increased by 1, the likelihood that the 

cluster will be Expediter decreased by 52.5%, in comparison to Complier (p < .001). As Autonomy scores 

increased by 1, the likelihood that the cluster will be Expediter increased by 2.653 times, in comparison to 

Complier (p = .027). Perceived control and subjective norms were not significant predictors for the Expediter 

cluster (all p values > .05).  

 Detached. As Subjective norms scores increased by 1, the likelihood that the cluster will be Detached 

decreased by 49.4% (p=.055). As Beneficence scores increased by 1, the likelihood that the cluster will be 

Detached decreased by 70.0%, in comparison to Complier (p < .001). Perceived control, attitude and autonomy 

were not significant predictors for the Detached cluster (all p values > .05).   

 Objector. As Beneficence  scores increased by 1, the likelihood that the cluster will be Objector 

increased by 2.111 times, in comparison to Complier (p < .001). Perceived control, subjective norms, attitude 

and autonomy, were not significant predictors for the Objector cluster (all  p values > .05).   

 Facilitator. Perceived control, subjective norms, beneficence, attitude and autonomy were not 

significant predictors for the Facilitator cluster (all p values > .05).   

Table 3 Comparison of Clusters with Reference Criterion: Complier 

Reference: COMPLIER 
Cluster        95% CI 

Expediter Predictor B SE Wald df Sig. Exp(β) Lower Upper 
 Intercept -1.426 2.182 .427 1 .513    
 Attitude   -.628 .234 7.189 1 .007 .534 .337 .845 
 Autonomy .976 .441 4.892 1 .027 2.653 1.117 6.298 
 Beneficence -.744 .210 12.510 1 .000 .475 .315 .718 
 Subj Norms .267 .261 1.042 1 .307 1.306 .782 2.180 
 PBC* .118 .158 .559 1 .455 1.125 .826 1.534 

    

Cluster        95% CI 

Detached Predictor B SE Wald df Sig. Exp(β) Lower Upper 
 Intercept 4.181 2.866 2.128 1 .145    
 Attitude   -.563 .354 2.529 1 .112 .569 .284 1.140 
 Autonomy .387 .565 .469 1 .493 1.473 .486 4.461 
 Beneficence -1.205 .331 13.218 1 .000 .300 .157 .574 
 Subj Norms -.682 .355 3.684 1 .055 .506 .252 1.015 
 PBC* .111 .215 .264 1 .608 1.117 .732 1.704 

    

Cluster        95% CI 

Objector Predictor B SE Wald df Sig. Exp(β) Lower Upper 
 Intercept -2.917 1.708 2.918 1 .088    
 Attitude   -.094 .200 .220 1 .639 .911 .616 1.347 
 Autonomy .252 .370 .465 1 .495 1.287 .623 2.655 
 Beneficence .747 .197 14.404 1 .000 2.111 1.435 3.105 
 Subj Norms -.137 .256 .287 1 .592 .872 .528 1.439 
 PBC* .095 .147 .414 1 .520 1.099 .824 1.467 

    

Cluster        95% CI 

Facilitator Predictor B SE Wald df Sig. Exp(β) Lower Upper 
 Intercept -2.222 1.736 1.638 1 .201    
 Attitude   -.119 .204 .340 1 .560 .888 .595 1.325 
 Autonomy .671 .365 3.383 1 .066 1.957 .957 4.002 
 Beneficence -.112 .169 .439 1 .508 .894 .641 1.246 
 Subj Norms .061 .227 .073 1 .787 1.063 .681 1.659 
 PBC* .039 .135 .085 1 .771 1.040 .799 1.354 

 

 

 



 

 

Reference Criterion: Objector 

Expediter. As Attitude scores increased by 1, the likelihood that the cluster will be Expediter 

decreased by 41.4%, in comparison to Objector (p = .013). As Beneficence scores increased by 1, the 

likelihood that the cluster will be Expediter decreased by 77.5%, in comparison to Objector (p < .001). 

Perceived control, subjective norms and autonomy were not significant predictors for the Expediter 

cluster (all p values > .05).    

 Detached. As Beneficence scores increased by 1, the likelihood that the cluster will be 

Detached decreased by 85.8%, in comparison to Objector (p < 0.001). Perceived control, subjective 

norms, attitude and autonomy were not significant predictors for the Detached cluster (all p values > 

.05).   

 Complier. As Beneficence scores increased by 1, the likelihood that the cluster will be 

Complier decreased by 52.6%, in comparison to Objector (p <0.001). Perceived control, subjective 

norms, attitude and autonomy were not significant predictors for the Complier cluster (all p values > 

.05).    

 Facilitator. As Beneficence scores increased by 1, the likelihood that the cluster will be 

Facilitator decreased by 57.7% , in comparison to Objector (p <0.001). Perceived control, subjective 

norms, attitude and autonomy were not significant predictors for the Facilitator cluster (all p values > 

.05).     

Table 4: Comparison of Clusters with Reference Criterion: Objector 

Reference: Objector 
Cluster        95% CI 

Expediter Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 1.491 2.213 .454 1 .501    
 Attitude   -.534 .214 6.224 1 .013 .586 .385 .892 
 Autonomy .724 .448 2.608 1 .106 2.062 .857 4.962 
 Beneficence -1.491 .229 42.481 1 .000 .225 .144 .352 
 Subj Norms .404 .278 2.115 1 .146 1.497 .869 2.580 
 PBC* .023 .163 .021 1 .886 1.024 .744 1.409 

    

Cluster        95% CI 

Detached Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 7.098 2.924 5.891 1 .015    
 Attitude   -.469 .346 1.841 1 .175 .625 .317 1.232 
 Autonomy .135 .581 .054 1 .816 1.145 .367 3.574 
 Beneficence -1.952 .346 31.901 1 .000 .142 .072 .279 
 Subj Norms -.545 .368 2.191 1 .139 .580 .282 1.193 
 PBC* .016 .222 .005 1 .943 1.016 .658 1.569 

    

Cluster        95% CI 

Complier Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 2.917 1.708 2.918 1 .088    
 Attitude   .094 .200 .220 1 .639 1.098 .743 1.624 
 Autonomy -.252 .370 .465 1 .495 .777 .377 1.604 
 Beneficence -.747 .197 14.404 1 .000 .474 .322 .697 
 Subj Norms .137 .256 .287 1 .592 1.147 .695 1.893 
 PBC* -.095 .147 .414 1 .520 .910 .682 1.214 

    

Cluster        95% CI 

Facilitator Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept .695 1.732 .161 1 .688    
 Attitude   -.025 .178 .020 1 .887 .975 .688 1.382 
 Autonomy .419 .367 1.307 1 .253 1.521 .741 3.121 
 Beneficence -.859 .184 21.799 1 .000 .423 .295 .607 
 Subj Norms .198 .238 .695 1 .405 1.219 .765 1.945 
 PBC* -.055 .137 .164 1 .686 .946 .723 1.238 

 



 

 

Reference Criterion: Facilitator 

Expediter. As Attitude scores increased by 1, the likelihood that the cluster will be Expediter decreased 

by 39.9%, in comparison to Facilitator (p = .017). As Beneficence scores increased by 1, the likelihood that the 

cluster will be Expediter decreased by 46.8%, in comparison to Facilitator (p = .001). Perceived control, 

subjective norms and autonomy were not significant predictors for the Facilitator cluster (all p values > .05).  

Detached. As Subjective Norms scores increased by 1, the likelihood that the cluster will be Detached 

decreased by 52.5%, in comparison to Facilitator (p =.028) As Beneficence scores increased by 1, the likelihood 

that the cluster will be Detached decreased by 66.5%, in comparison to Facilitator (p = .001). Perceived control, 

autonomy and attitude were not significant predictors for the Detached cluster (all p values > .05).   

Objector. As Beneficence scores increased by 1, the likelihood that the cluster will be Objector 

increased by 2.362 times, in comparison to Facilitator (p < .001). Perceived control, subjective norms, 

autonomy and attitude were not significant predictors for the Objector cluster (all p values > .05).    

Complier. Perceived control, subjective norms, autonomy, attitude and beneficence were not 

significant predictors for the Complier cluster (all p values> .05).    

Table 5: Comparison of Clusters with Reference Criterion: Facilitator 

Cluster        95% CI 

Expediter Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept .796 2.154 .137 1 .712    
 Attitude   -.509 .213 5.736 1 .017 .601 .396 .912 
 Autonomy .304 .427 .508 1 .476 1.356 .587 3.129 
 Beneficence -.632 .193 10.764 1 .001 .532 .364 .775 
 Subj Norms .205 .236 .755 1 .385 1.228 .773 1.952 
 PBC* .079 .145 .295 1 .587 1.082 .814 1.439 

    

Cluster        95% CI 

Detached Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 6.403 2.880 4.945 1 .026    
 Attitude   -.444 .342 1.685 1 .194 .641 .328 1.254 
 Autonomy -.284 .561 .257 1 .612 .753 .251 2.258 
 Beneficence -1.093 .321 11.586 1 .001 .335 .179 .629 
 Subj Norms -.744 .339 4.806 1 .028 .475 .245 .924 
 PBC* .071 .207 .119 1 .730 1.074 .716 1.611 

    

Cluster        95% CI 

Objector Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept -.695 1.732 .161 1 .688    
 Attitude   .025 .178 .020 1 .887 1.026 .724 1.454 
 Autonomy -.419 .367 1.307 1 .253 .657 .320 1.349 
 Beneficence .859 .184 21.799 1 .000 2.362 1.647 3.388 
 Subj Norms -.198 .238 .695 1 .405 .820 .514 1.308 
 PBC* .055 .137 .164 1 .686 1.057 .808 1.383 

    

Cluster        95% CI 

Complier Predictor B SE Wald df Sig. Exp(β) Lower Upper 

 Intercept 2.222 1.736 1.638 1 .201    
 Attitude   .119 .204 .340 1 .560 1.127 .755 1.681 
 Autonomy -.671 .365 3.383 1 .066 .511 .250 1.045 
 Beneficence .112 .169 .439 1 .508 1.119 .803 1.559 
 Subj Norms 

-.061 .227 .073 1 .787 .940 .603 1.467 

 PBC* -.039 .135 .085 1 .771 .962 .739 1.252 

 

 

 

 

 



 

 

Summary of Predictors 

 

ATTITUDE was a significant predictor for 

• Objector   > Expediter 

• Complier > Expediter 

• Facilitator > Expediter 

 

SUBJECTIVE NORMS was a significant predictor for 

• Expediter  > Detached 

• Facilitator > Detached 

• Complier > Detached 

Subjective norms was not a significant predictor for Objector  

 

BENEFICENCE was a significant predictor for 

• Objector   > Expediter, Detached, Complier, Facilitator 

• Facilitator > Expediter, Detached 

• Complier > Detached, Expediter 

 

AUTONOMY was a significant predictor for 

• Expediter > Complier 

Autonomy was not a significant predictor for Objector, Facilitator, or Detached 

 

PERCEIVED BEHAVIOURAL CONTROL was not a significant predictor in this model 
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